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<r Washington News » 


Health Fields Urged to Help Integrate Refugees • • 
Bills Expected to Liberalize Social Security • • 
Folsom Heads Federal Council on the Aging • • 

PHS Booklet on Health and Population Data Issued • * 


ASSISTANCE FOR HUNGARIAN PHYSICIANS 

The Health Resources Advisory Committee of the 
Office of Defense Mobilization is urging health organi¬ 
zations and educational institutions to do all in their 
power to assist in the “professional integration” of 
Hungarian physicians, dentists, medical and dental 
students, and other health personnel now entering the 
United States as refugees. 

Dr. Howard A. Rusk is chairman of the committee, 
probably the most influential group advising the fed¬ 
eral government. On release of the appeal, ODM Di¬ 
rector Arthur S. Flemming advised health agencies 
that have service or training opportunities for the pro¬ 
fessional refugees to contact the following organiza¬ 
tions: 

American Hungarian Fedcra- International Resene C 0111 - 

tion mittee, Ine. 

527 Mills Bldg. 65 W. 45th St. 

Washington, D. C. New York. 

Catholic Relief Services Lutheran Refugee Service 

National Catholic Welfare 235 Fourth Ave. 

Conference New York. 

149 Madison Ave. 

New York. Tolstov Foundation, Inc. 

300 W. 58th St. 

Church World Service New York. 

215 Fourth Ave. 

New York. United MIAS Service 

435 Lafayette St. 

Hungarian League of America, New York. 

Inc. 

30 E. 30th St. 

New York 16. 

The resolution adopted by the Health Advisory 
Committee reads as follows: “The health professions 
like all other Americans have been deeply shocked by 
recent events in Hungary. The professional integration 
of these new Americans who are physicians, dentists, 
medical and dental students and other health person¬ 
nel into American health agencies, both private and 
public, medical and dental schools, and other health 
educational programs, will pose many difficult prob¬ 
lems. The Health Resources Advisory Committee, how¬ 
ever, earnestly urges every American health organiza¬ 
tion and educational institution to make every effort 
to lend its aid and resources toward the re-establish¬ 
ment of our new' professional colleagues in situations 
commensurate with their professional status. With our 
national shortage of health personnel of all types, these 

From the Washington Office of the American Medical Asso¬ 
ciation. 


new Americans can make a distinct contribution to our 
health resources. To the dignity of political and per¬ 
sonal freedom let us help give them the dignity of 
professional status.” 


SOCIAL SECURITY LIBERALIZATION 

Bills further liberalizing the social security system 
are expected to be introduced early in the 85th Con¬ 
gress, with every prospect that various groups outside 
of Congress will press for their passage. 

Among the demands to be made, according to a 
study of the U. S. Chamber of Commerce, are increas¬ 
ing benefits, including a lowering of age for cash 
disability payments and a program for temporary dis¬ 
ability payments, also raising the ceiling on earnings 
subject to social security tax, lowering the age at which 
men can claim old-age benefits, and automatical!}' in¬ 
creasing benefits as an inducement to work after 
age 65. 

Under the 1956 amendments, cash benefits for dis¬ 
ability at age 50 will be paid starting next July 1. Com¬ 
ments the Chamber of Commerce: “The question will 
be asked by some: Why shouldn’t benefits be paid to 
those suffering a total and permanent disability before 
age 50? And why shouldn’t benefits be paid to those 
suffering a temporary disability?” The Chamber also 
predicted there would be “growing pressures to pay 
benefits also to the dependents” of disabled workers at 
age 50. 

“Those who subsequently will claim and receive dis¬ 
ability benefits must accept vocational rehabilitation, 
except with good cause. Costs of this rehabilitation 
will be borne by the present federal grant-in-aid voca¬ 
tional rehabilitation program,” the Chamber study 
notes. “However, there will be support for shifting 
these costs to the social security program as a proper 
charge against the system. And some will ask if social 
security then bears the cost of medical, surgical and 
vocational rehabilitation for disabled persons, why 
shouldn’t it bear the medical and surgical costs of other 
people covered by social security? The objective: 
Compulsory national health insurance?" 

In a second study, the Chamber declares that it ap¬ 
pears to be a foregone conclusion that Congress again 
will be asked to bring the federal government into the 
health insurance business either directly or indirectly. 

The administration, “presumably to help offset de¬ 
mands of earlier years” for direct compulsory federal 
health insurance, twice has proposed a program of 
government reinsurance. It was designed to encourage 
development of voluntary health insurance and prepay¬ 
ment plans but was opposed by various members of 
Congress as unnecessary or impractical of administra¬ 
tion or as inadequate. 

Even though direct federal health insurance is not 
in prospect now, another plan, according to the Cham¬ 
ber, is still alive. This would funnel federal aid to 
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health insurance through the states in the form of 
grants-in-aid. To be eligible a state would be required 
to provide for health protection plans in accordance 
with federally fixed standards. 

“The purpose of such grants-in-aid would be to 
lower the costs of health insurance premiums to indi¬ 
viduals through the subsidy provided by the federal 
funds with the intent of bringing more people under 
coverage. There would be financial participation by 
the individual, but the program would represent wel¬ 
fare assistance to the extent of the federal subsidy of 
the insurance,” the study states. 

On the question of coverage for the aged, the Cham¬ 
ber declares that this group presents “the most difficult 
problem.” It adds: “It is unlikely that its solution would 
be expedited by federal reinsurance. . . . The industry 
is studying this problem of coverage for the aged and, 
on the basis of past performance, can be expected to 
move as far and as rapidly into this field as good busi¬ 
ness judgment will permit. Federal reinsurance won’t 
change the situation materially.” 


FEDERAL COUNCIL ON AGING 

The Federal Council on Aging now is headed by a 
cabinet member—Secretary Folsom of the Department 
of Health, Education, and Welfare. He succeeds Ros¬ 
well B. Perkins, formerly Assistant Secretary of HEW, 
who has resigned to return to private law practice. The 
organization was formed last April. 

Under the reorganization, two associate chairmen 
were elected for the council, Rocco Siciliane, Assistant 
Secretary in the Department of Labor, and Carter Mc¬ 
Farland, acting assistant administrator of the Housing 
and Home Finance Agency. One physician, Dr. Irvin J. 
Cohen, head of the Veterans Administration hospitals 
and clinics, is a member of the steering committee, 
which also includes George T. Moore, Assistant Secre¬ 
tary in the Department of Commerce, and John W. 
Macy Jr., executive director of the Civil Service Com¬ 
mission. Louis H. Ravin is ex officio member and coun¬ 
cil secretary. 

In accepting appointment as council chairman, Sec¬ 
retary Folsom declared: “The council already has 
played an important role in planning, coordinating 
and strengthening Federal programs of benefit to older 
persons. I am hopeful that in the year ahead continued 
progress can be made. Each of the agencies repre¬ 
sented on the council has an expertness in fields of 
special concern to older persons—housing, health, in¬ 
come maintenance, education, employment, recreation, 
and so forth. The aim of the Council is to help see to it 
that the special needs of older persons receive a proper 
and increasing emphasis throughout the federal gov¬ 
ernment. The agencies involved can bring to bear the 
benefit of long experience in meeting the needs of the 
population as a whole in these fields.” 

The Senate Labor and Welfare Committee, in re¬ 
leasing the first volume of its report on the aging pop¬ 
ulation, declares that “these documents reflect. . . the 
growing recognition that government at all levels has 
a responsibility to help older people solve their prob¬ 
lems.” Acting on instructions from the Senate, the com¬ 
mittee is making an extensive study of the problems of 
older people. Assisting the committee’s own profes¬ 


sional staff is a special staff assigned full time to this 
project. The first volume includes the texts of all 
recent private and government reports on aging, a 
descriptive survey of work and activity of state groups, 
and a summary of recommendations already made to 
help solve older people’s problems. 


HEALTH AND DEMOGRAPHY 

“Health and Demography,” published by the Public 
Health Service, offers in compact form charts of popu¬ 
lation dynamics of particular interest to public health 
workers. The PHS explains that the report was pre¬ 
pared because public health officials seldom have ready 
access to the scattered and diverse demographic mate¬ 
rials. The charts are taken from a recent population 
dynamics seminar conducted by the Bureau of State 
Services. 

Among other things, the charts show population 
shifts, manufactured-employed shifts, changes in death 
rates from specific diseases, the age spread of disability 
from various diseases, the life-expectancy according to 
sex in various parts of the country, and the age and sex 
composition in regional areas. 

Public health and demography (study of fertility 
and mortality trends, age and sex composition, occupa¬ 
tion, mobility of the population) are closely inter¬ 
related, the report points out. Changes in the popula¬ 
tion have an effect on the nature and emphasis of 
public health programs. For example, the decrease in 
infant mortality rates, affecting the age-composition of 
the population, was influenced by improvements in 
public health. 


MISCELLANY 

Tacoma Genera] Hospital, Tacoma, Wash., is the 
first medical facility' to receive the Department of De¬ 
fense Reserve award. The hospital sponsors the Army's 
359th reserve General Medical Unit.... The A. M. A.’s 
Council on Medical Education has approved the two- 
year residency program in general practice at the U. S. 
Army Hospital at Fort Knox, Ky. . . . J. Kenneth Kirk 
has been named chief of the Food and Drug Admin¬ 
istration's Boston district. He is now technical ad¬ 
ministrative officer in the FDA bureau of enforcement. 
.. . The Federal Civil Defense Administration’s rescue 
division and training and education office have devel¬ 
oped a Rescue Instructor’s Training Kit to establish 
uniform national standards in rescue operations. . . - 
The FCDA, with Ex-Cell-0 Corporation, has produced 
a civil defense film, “Crisis,” based on the disastrous 
Stroudsburg, Pa., flood after hurricane Diane. . . . One 
longshoreman of two was injured on the job in 1954 
and one of six suffered a disabling injury, according to 
a study, “Longshoremen Safety Survey.” The survey, 
released by the National Academy of Sciences-Nation- 
al Research Council, emphasizes the need for increased 
protection for the work force in handling cargo, par¬ 
ticularly in the hold. . . . The Academy also has 
reissued two publications of the Committee on High¬ 
way Safety Research—“The Field of Highway Safety 
Research” and “Report of the Highway Safety Cor¬ 
relation Conference of 1952.” 



THE JOURNAL 

of the American Medical Association 

Published Under the Auspices of the Board of Trustees 


VOL. 163, NO. 1 


CHICAGO, ILLINOIS 

Copyright, 1957, my American Medical Association 


JANUARY 5, 1957 


CLINICAL STUDY OF PNEUMOCONIOSIS 
OF COAL WORKERS IN OHIO RIVER VALLEY 

Milton D. Levine, M.D. 
nnd 

Murray B. Hunter, M.D., Beliaire, Ohio 


The purpose of this report is to summarize a two- 
year clinical experience with the respiratory problems 
of 60 miners presenting roentgenographic evidence of 
coal workers’ pneumoconiosis. The major concern was 
not with breathlessness alone. Rather, the total pattern 
of respiratory illness was studied. The total medical 
care of these miners was provided by a private group- 
practice unit located in the center of a large coal¬ 
mining area. The subjects of this study have worked 
in either drift or shaft mines that have been highly 
mechanized for 25 years. The seam of coal mined is 
approximately 52 in. in height (Pittsburgh no. 8). 

Materials and Methods 

During the study period, 153 miners were found to 
have roentgenographic evidence of coal workers’ pneu¬ 
moconiosis. Of this total, 93 were eliminated either 
because of cardiac disease other than cor pulmonale 
or because of failure to return with sufficient frequency 
for adequate follow-up study. Thirty-two of die re¬ 
maining 60 patients who form the basis of this report 
presented themselves with chief complaints referable 
to the chest. The remaining 28 presented a variety of 
complaints referable to other systems. Their ages 
ranged from 45 to 81 years, with an average of 63. 
The average time they had spent working underground 
was 38 years. Only 8 of the 60 continue to work in 
the mines. A second group of 74 miners, matched for 
age, but widiout roentgenographic evidence of coal 
workers’ pneumoconiosis, was also chosen for study. 
Of these, 23 entered with chief complaints referable 
to the chest. Their ages ranged from 45 to 76 years, 
with an average of 62.5. The average time they had 
spent working underground was 35 years. Of these 74, 
22 continue to work in die mines. 

Posteroanterior and lateral chest roentgenograms 
were exposed and developed in accordance with the 
techniques recommended by the British Medical Re¬ 
search Council.' The films were initially interpreted 
by the clinic radiologist (Dr. R. P. Meader) and by us 


• Roentgenographic evidence of pneumoconiosis 
was found in 153 coal miners. Sixty of these were 
free from signs of cardiac disease other than cor 
pulmonale and returned for study often enough to 
permit satisfactory follow-up study. Complaints were 
referable to the chest in 32 cases; in the remaining 
28 they chiefly involved other systems. The 60 with 
pneumoconiosis were compared with a reference 
group of 74 miners matched as to age but free from 
roentgenographic signs of pneumoconiosis. The latter 
group ranged in age from 45 to 76 years, and the 
average time they had worked underground was 35 
years. Physical and roentgenographic examinations 
were supplemented by laboratory tests. The men who 
remained free of roentgenographic abnormality 
showed a lower incidence of lower respiratory infec¬ 
tion, emphysema, and dyspnea than did those with 
the roentgenographic lesions. 


in accordance with the standards established by the 
British Pneumoconiosis Research Unit. 2 An additional 
interpretation was made by Dr. John Gilson, director 
of the British Pneumoconiosis Research Unit, or by 
Dr. Ian McCallum, Nuffield Department of Industrial 
Healdi, University of Durham, England, during visits 
to the area. In each instance the films were compared 
with a set of standard roentgenograms obtained from 
the British Medical Research Council and were graded 
simple pneumoconiosis 1, 2, and 3 and complicated 
pneumoconiosis (progressive massive fibrosis). We did 
not attempt to subdivide the categories. 

Further studies on each of these patients included 
taking of a complete history, physical examination, 
chest fluoroscopy, electrocardiography, making of a 
complete hemogram, and urinalysis. Sputums were 
cultured between and during respiratory infections. 
Films of the paranasal sinuses were obtained when 
indicated. All patients with complicated pneumoconio¬ 
sis were tuberculin tested in the usual fashion with 


From the Department of Medicine, Beliaire Clinic. 

_Read before the Section on Preventive and Industrial Medicine and Public Health at the 105th Annual Meeting of the American 
Medical Association, Chicago, June 13,1956. 
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2 PNEUMOCONIOSIS—LEVINE AND HUNTER 

purified protein derivative. Both groups of miners were 
also continuously evaluated from the standpoints of 
frequency of lower respiratory infection, cough, wheez¬ 
ing, dyspnea, and cyanosis. Their cardiac status was 
evaluated on each visit. Each patient in both groups 
was seen at least monthly. 

For the purpose of this study the diagnosis of em¬ 
physema required all of the following roentgenograph- 
ic criteria 3 : (1) distinct increase in radiolucency, (2) 
widened interspaces, (3) increased posteroanterior 
diameter of the chest, and (4) flattening of the leaves 
of the diaphragm. In addition, the diagnosis of em¬ 
physema required definite fluoroscopic evidence of 
marked limitation of motion of the leaves of the dia¬ 
phragm on deep inspiration. 

Dyspnea was evaluated according to the five stand¬ 
ard questions employed by the British Pneumoconiosis 
Research Unit. 4 Only clinical grades 4 and 5 of breath¬ 
lessness were recorded as dyspnea on the basis of 
repeated affirmative answers to the following ques¬ 
tions: grade 4—Is the patient unable to walk more 
than about 100 yd. on a level without a rest? grade 5— 
Is the patient breathless on talking or undressing or 
unable to leave his house because of breathlessness? 
Patients were recorded as having acute bronchitis only 
when purulent sputum, cough, rales, fever, leukocyto¬ 
sis, and elevated sedimentation rate were present. 

Respiratory Conditions in Patients With and Without 
Pneumoconiosis 

Pneumoconiosis 

No Simple 

Pneumo* Pneumo -, -^ 

coniosis, coniosis, Cate- Cate- Cate- Compli- 


Condition % % gory gory gory cated 

1 2 3 

(74)* (CO) (17) (22) (13) (8) 

Dyspnea . 31 Cl 12 10 9 6 

Cough . 34 74 14 14 11 6 

Emphysema . 45 80 13 1G 11 8 

Cor pulmonale. 20 3 ... 5 4 


* Figures in parentheses indicate total number of persons in each group. 

Minimum criteria for the diagnosis of cor pulmonale 
were right ventricular strain pattern on electrocardiog¬ 
raphy and a palpable liver. Sinusitis was recorded as 
present only when stereoroentgenography confirmed 
the clinical impression. 

Results 

Roentgenographic Observations .—Of the 60 patients 
studied, 52 were classified as having simple pneu¬ 
moconiosis (see table), as indicated by variation in 
extent and size of micronodulation as well as obscur¬ 
ing of bronchovascular shadows. Eight patients were 
classified as having complicated pneumoconiosis. 
Complicated pneumoconiosis is diagnosed roentgeno- 
graphically by the presence of confluent shadows, 
usually in tire upper posterior lung fields, superim¬ 
posed upon micronodulation. 

Respiratory Aspects .—The majority of the study 
group were breathless either at rest or on mild exer¬ 
tion, as determined by answers to the questions 
described. Sixty-one per cent of the entire group had 
dyspnea (see table). The incidence of cough and 
emphysema in the study group, was extremely high. 
Eighty per cent of the miners were emphysematous 
and 74% had chronic cough. Forty-five per cent of 
those without pneumoconiosis were emphysematous, 
and 34% had chronic cough. Cor pulmonale was ob- 
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served in 20% of the patients with pneumoconiosis. 
Four of the eight patients with complicated pneu¬ 
moconiosis had cor pulmonale. 

In the course of following up the 60 patients with 
coal workers’ pneumoconiosis over a two-year period, 
it became evident that they were more susceptible 
to lower respiratory infection than was the group 
without pneumoconiosis. The average number of 
episodes of acute bronchitis or bronchopneumonia 
per patient per two years was 2.3 for category 1, 2.7 
for category 2, 4.3 for category 3, and 2.9 in patients 
with complicated pneumoconiosis. This is compared 
to an incidence of 0.9 among the 74 miners without 
pneumoconiosis. Sputurns cultured routinely revealed 
bronchial flora largely consisting of hemolytic Micro¬ 
coccus (Staphylococcus) pyogenes var. aureus, pneu¬ 
mococcus, diphtheroids, alpha-hemolytic Streptococ¬ 
cus, and occasional Hemophilus influenzae organisms. 
During the episodes of acute bronchitis. Hemophilus 
influenzae grew out more frequently. Of the 60 patients 
with pneumoconiosis, 27% had sinusitis at least once 
during the period of observation. Sixteen per cent 
of the miners without pneumoconiosis experienced one 
or more episodes of sinusitis. The incidence of sinusi¬ 
tis was approximately equal anfong persons with all 
categories of pneumoconiosis. 

Treatment 

In treatment we have employed bronchodilators in 
the form of aminophylline suppositories, twice daily, 
plus a tablet containing aminophylline, ephedrine, and 
phenobarbital, three times daily. All our patients have 
been given saturated solution of potassium iodide, 10 
drops three times daily, with specific instructions to 
force fluids (two glasses of warm water after each dose 
of iodide plus six glasses of liquids during the day). 
We have used the appropriate antibiotics in the treat¬ 
ment of acute bronchitis after disk-sensitivity testing. 
Patients with far-advanced emphysema have been in¬ 
structed in breathing exercises with and without the 
aid of abdominal binders. Patients with cor pulmonale 
have been treated similarly, as well as with digitalis, 
salt restriction, diuretics, and phlebotomy as indicated. 

Therapy as outlined above usually results in symp¬ 
tomatic relief. Generally the cough becomes more 
productive. In many cases, extraordinary amounts of 
thick gray sputum are produced, with subsequent 
lessening of wheezing and dyspnea. 

Comment 

Coal workers’ pneumoconiosis has yet to be widely 
accepted as a distinct roentgenographic entity in the 
United States, despite the precise correlations drawn 
by Gough 5 between the pathology of the lesion and 
its roentgenographic appearance. It may be antici¬ 
pated that widespread utilization of tire roentgeno¬ 
graphic techniques that reveal the lesion of coal 
workers’ pneumoconiosis will result in its more general 
detection. One is impressed by the difference between 
films taken in routine fashion and those taken by tire 
standard high-cqptrast technique. 

In 60 patients we have observed roentgenographic 
lesions identical with those that the British feel are 
due to the inhalation of coal dust. Whether the lungs 
of our patients with micronodulation contain only 
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coal macules or arc also the site of extensive fibrosis 
cannot be proved without autopsy material. It must 
be pointed out that a significant segment of the 
American mining population has been exposed to free 
silica dust. This exposure results from the use of 
sand for traction on haulageways and in drilling the 
roof for roof-bolting. Sand is not used for traction in 
British mines, nor is roof-bolting used. 

The British hypothesis is that complicated pneumo¬ 
coniosis represents the result of superimposition of 
tuberculosis upon simple pneumoconiosis.” Whether 
complicated pneumoconiosis as seen in the United 
States represents a tuberculous or a silicotic complica¬ 
tion of simple pneumoconiosis we cannot yet deter¬ 
mine. One of our patients with complicated pneumo¬ 
coniosis is tuberculin negative. 

Our data indicate that miners in the older age 
group with evidence of pneumoconiosis have a high 
incidence of emphysema and breathlessness. Martin 7 
reported on 100 cases of pneumoconiosis in coal work¬ 
ers of comparable age from a West Virginia coal 
field. Sixty-three per cent of Iris patients were found 
to have moderate to far-advanced disability, as 
measured by maximum breathing capacity. Sixty-one 
per cent of our patients were judged to have dyspnea. 
Comparison by category is interesting. Sixty-two per 
cent of Martin’s patients with category 2 disease, 60% 
of those with category 3 disease, and 75% of those 
with complicated pneumoconiosis were either mod¬ 
erately or severely disabled. Fifty-six per cent of our 
patients with category 1 and 2 disease, 70% of those 
with category 3 disease, and 75% of those with com¬ 
plicated pneumoconiosis were found to have dyspnea 
on tire basis of the criteria heretofore stated. 

In this study the extent of the roentgenographic 
lesion and that of over-all disability do not necessarily 
coincide, as has been pointed out by many observers 
in die field. 8 In a survey of men in four collieries in 
Durham, England, McCallum 0 found that, even after 
the men had spent 30 years at the coal face, roentgeno¬ 
grams in more than a third were normal. Why a 
substantial proportion of men in these pits remain 
practically free of roentgenographic abnormality is a 
question that the British workers are still unable to 
answer." 

We have presented evidence that miners with coal 
workers’ pneumoconiosis suffer repeated episodes of 
acute bronchitis. This adds considerably to their dis¬ 
ability and often necessitates hospitalization. The 
miners without pneumoconiosis did not suffer an 
extraordinary incidence of these respiratory illnesses. 
Whether repeated lower respiratory infection plays a 
role in the pathogenesis of the lesion in simple pneu¬ 
moconiosis or is a result of the lesion is interesting to 
consider. 

Heppleston 10 states that the fundamental lesion of 
coal workers’ pneumoconiosis consists of a focal aggre¬ 
gation of heavily laden dust phagocytes enmeshed 
by reticulum or collagen fibers occurring character¬ 
istically around respiratory bronchioles. It is conceiva¬ 
ble that infection conditions the migration of these 
coal-laden macrophages so as to form aggregates 
whose roentgenographic representation is micronodu- 
fation. Commenting upon the role of tuberculosis 
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in the pathogenesis of complicated pneumoconiosis, 
Gough,” referring to the work of Klotz, discusses the 
part played by infection in the migration and 
coalescence of macrophages. It was proposed that the 
inflammatory process attracted to it dust-laden 
macrophages from other parts of the lung. 

In considering the hypothesis that increased infec¬ 
tion may be the effect of pneumoconiosis, it has been 
shown that carbonaceous material of small particle 
size (india ink) introduced intravenously into experi¬ 
mental animals localizes in macrophages. Such animals 
demonstrate decrease in antibody response to specific 
antigen. 1 " This apparently is due to adsorption of im¬ 
mune globulin on inert particles contained in 
macrophages. 13 The question then arises as to whether 
miners whose lung macrophages are filled with coal 
dust have decreased serum immune globulin levels by 
virtue of this phenomenon and are thereby prone to 
infection. To test this hypothesis, serum immune 
globulin determinations would have to be made on 
large numbers of miners with roentgenographically 
documented pneumoconiosis. 

In our study, the group with pneumoconiosis had 
spent an average of 38 years in the mines, while the 
group without pneumoconiosis averaged 35 years in 
the mines. An individual may work long years as a 
miner and may or may not develop the roentgeno¬ 
graphic lesion. It is obvious that time alone is not the 
sole determinant of dust exposure. What is of greater 
importance is what each man did during that time. 
Detailed work histories should be taken to evaluate 
exposure in more exact terms than we have been able 
to. Pertinent technological and geological data are 
essential. We cannot make any estimate of the actual 
incidence of this disease in the general population of 
coal miners. An accurate estimate of its prevalence 
must await the use of the mass survey technique. 

Summary and Conclusions 

Pneumoconiosis that is roentgenographically identi¬ 
cal to that described by British workers has been ob¬ 
served in a group of 153 miners from the Ohio River 
Valley coal field. Sixty of these miners were studied 
over a two-year period with respect to respiratory 
disability from the clinical standpoint and compared 
to a group of miners without the lesion. It is important 
to utilize standard roentgenographic technique in the 
detection of the lesion. Miners with coal workers’ 
pneumoconiosis in tiffs study show a higher incidence 
of lower respiratory infection, emphysema, and 
dyspnea than those without the roentgenographic 
lesion. To further understand the nature of this disease 
as it appears in the United States, total occupational 
dust exposure must be evaluated in great numbers of 
coal miners and autopsy data must be collected. 

4211 Noble St. (Dr. Levine). 
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ADENOVIRUS (RI-APC-ARD) VACCINE FOR PREVENTION 
OF ACUTE RESPIRATORY ILLNESS 

1. VACCINE DEVELOPMENT 

Maurice R. Hilleman, Ph.D., Mildred S. Warfield, B.S., Sally A. Anderson, B.S. 

and 

Jacqueline H. Werner, M.S., Washington, D. C. 


An earlier report 1 from this laboratory presented 
the preliminary findings in a field evaluation of a for¬ 
malin-killed adenovirus (RI-APC-ARD = ) vaccine of 
monkey kidney origin against epidemic acute respira¬ 
tory illness in new recruits. The present report 
summarizes the development of the vaccine and pre¬ 
sents the basic data relative to the antibody response 
in animals and man after vaccination. The second 
part of this paper (this issue, page 9) gives the de¬ 
finitive analysis of the first field trial of the vaccine. 

Materials and Methods 

Tissue Cultures .—The tissue cultures of human 
amniotic epithelium employed for initial virus recov¬ 
ery from patients’ throat washings or for propagation 
of recovered strains were prepared from trypsin-di¬ 
gested amniotic membrane cultivated and maintained 
in casein hydrolysate-2% calf serum medium. The 
monkey kidney tissue cultures employed for vaccine 
preparation were primary plants of trypsin-digested 
kidney cells grown in casein hydrolysate-calf serum 
nutrient. For virus titrations and for safety testing, it 
was necessary to employ kidney cultures that were 
free of the wild viruses that occur frequently in “nor¬ 
mal” monkey kidney. 3 Such cultures were prepared by 
subcultivation of trypsin-digested primary cultures 
that had been held for 10 to 12 days and failed to 
present evidence of cytopathogenic change. All kidney 
cultures were maintained in synthetic mixture 199 dur¬ 
ing viral testing, and die fluid was changed every 4 or 
5 days during the 12-day observation period. The HeLa 
(human epidermoid carcinoma 4 ) cultures were kept 
in Ginsberg’s tryptose-phosphate maintenance solu- 
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• The immune response was studied in 25 volunteers 
who received a new bivalent adenovirus vaccine 
that contained strains of type 4 and type 7 adeno¬ 
virus. These viruses, obtained originally from patients' 
throat washings, were adapted to growth in tissue 
culture of monkey renal epithelium. The virus in the 
vaccine was killed by incubating with formalin. Re¬ 
sponses of the subjects to the vaccine were measured 
by determining the titer of homotypic neutralizing, 
heterotypic neutralizing, and adenovirus group 
complement-fixing antibodies. Nearly all of the sub¬ 
jects gave an antibody response to both virus types, 
and two injections did not appear to give a higher 
titer than did a single dose. A striking heterotypic 
response (to type 3) was found. The maximum anti¬ 
body levels were reached within two weeks, and the 
titers were as high as would ordinarily be found after 
natural infection. No untoward reactions were ob¬ 
served in the recipients. 


tion. All culture and maintenance fluids contained 50 
units of penicillin and 50 meg. of streptomycin per 
milliliter to suppress growth of microbial contami¬ 
nants. 

Preparation of Virus Stock for Vaccine .—To prepare 
virus for vaccine production, heavily grown cultures 
of monkey kidney in 32-oz. prescription bottles were 
washed five times with synthetic mixture 199 to re¬ 
move die nutrient medium and die fluid was replaced 
with 20 ml. of mixture 199 containing 200 units of 
penicillin and 200 meg. of streptomycin per milliliter. 
The botdes were inoculated with 4 ml. of type 4 or 7 
seed virus and incubated at 36 C for four to seven 
days until the cell sheets were completely degenerated; 
then the whole cultures were homogenized for three 
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minutes in a Waring blcndor. After centrifugation at 
2,500 rpm for 20 minutes, the supernatant fluids were 
collected and were stored frozen in sealed glass 
ampuls in a dry-ice refrigerator until used to prepare 
vaccine six to eight months later. Serum neutralization 


Tabu; 1 .—Adaptation of Types 4 and 7 Adenovirus to 
Monkey Kidney Tissue Culture 






Infectivity 

Assay} 



Inenba* * * § 


/- 

-- 

Pas¬ 


lion 

Degen¬ 

Negative? 

sage 


Period, 

eration, 


Log 

Vims Tissue* No. 

Vessel I 

Bays 

% 

Fraction 

Titer 

Type 4 H.A.Tr. 1 

Tube 

0 

no 

Whole 

N.D.* 

RI-Cm 2 

Tube 

ti 

fin 

Whole 

N.D. 

H.Anm. 1 

Tube 

8 

<i(> 

Whole 

N.D. 

4 

Tube 

7 

IKl 

Whole 

1.0 

M.KId. 1 

Tube 

3 

1K> 

Cell 

N.D. 

«i 

Tube 

7 

81) 

Cell 

1.0 

4 

Flask TOO 

<5 

8 ft 

Cell 

1.0 

6 

Bottle 

3 

w 

Whole 

1.0 

10 

Mottle 

4 

!W 

Whole 

2.0 

IS 

Mottle 

4 

or, 

Whole 

1.0 

Type 7 H.Atnn. 1 

Tube 

7 

n.*» 

Whole 

2.0 

RM-202 2 

Tube 

3 

y:» 

Whole 

2.<» 

M.KId. 3 

Flask Tin 

ft 

lift 

Cell 

N.D. 

3 

Bottle 

0 

ftO 

Cell 

3.0 

4 

Bottle 

4 

8 ft 

Cell 

1.0 

8 

Bottle 

0 

fit) 

Cell 

2.0 

30 

Bottle 

4 

7ft 

Cel! 

2.0 

12 

Bottle 

4 

GO 

Whole 

1.0 

3f» 

Bottle 

fi 

80 

Whole 

2.0 

30 

Bottle 

3 

300 

Whole 

2.0 


* II.A.Tr.=]>mnnn adult trachea tissue culture; U.Amn.=Ituman am¬ 
nion: M.KULssinonVcy kidney, 
t Flasks used were Earle's T-flnsks; bottles were 32 ox. 

J Titration In Helm cell culture. 

§ N,D.~not done. 

tests with monotypic rabbit antiserums identified the 
adenovirus type in these preparations. Immediately 
prior to addition of formalin, the crude virus prepara¬ 
tions were thawed and passed through sintered glass 
filters of medium porosity, and the pH was brought to 
neutral with sterile 0.5 M monobasic sodium phos¬ 
phate solution. The precise method for preparing vac¬ 
cine from these virus stocks is given below' in the 
section on results. 

Potency Assay of Vaccine.— After preliminary bleed¬ 
ing, groups of six SOO-gtn. to 1,000-gm. guinea pigs 
were inoculated into the thigh muscles with 0.25 ml. 
of aqueous vaccine or with 0.50 ml. of adjuvant vac¬ 
cine consisting of 0.25 ml. of the aqueous preparation 


emulsified in an equal volume of mineral oil adjuvant 
(Salk-Freimd adjuvant: 10% Arlacel [emulsifier]-90% 
Drakeol [mineral oil]). The animals were bled four 
weeks after vaccination, and an aliquot pool of the 
serums was titrated for content of neutralizing anti¬ 
body against the homologous virus and for adenovirus 
group complement-fixing antibody. 

Vaccine Sterility and Safety.—' Tests to detect the 
presence of viable contaminating micro-organisms 
were detailed in an earlier report from this laboratory. ‘ 

Virus and Serologic Tests.— Recovery of virus from 
clinical specimens and viral infectivity titrations were 
performed by methods described earlier. 2 ” The adeno¬ 
virus complement-fixation and serum-neutralization 
tests u’ere carried out by the previously described 
methods. 2 " The adenovirus group antigen employed in 
the complement-fixation tests was prepared from HeLa 
cell cultures infected with the RI-67 strain of type 4 
virus. All serum titers are expressed as the greatest 
initial dilution of serum that caused complete or nearly 
complete suppression of viral growth (neutralization) 
or of fixation of complement. 

Results 

Viral Adaptation to Monkey Kidney Culture.—Al¬ 
though there are at least 14 distinct immunologic types 
of adenovirus, 5 only 3 of these, types 4, 7, and 3, are 
of current importance in epidemic acute respiratory 
illness of military recruits, types 4 and 7 being die 
more common." Attempts to propagate these viruses 
in tissue cultures of monkey renal epithelium directly 
from patients’ throat washings known to contain the 
virus were unsuccessful. Even though cytopathogenic 
changes in the cells, such as are commonly produced 
by adenoviruses, were often evident on first passage, 
serial propagation of the agent was unsuccessful and 
the virus was no longer detectable after two such pass¬ 
ages. However, adaptation to growth in monkey kid¬ 
ney culture was accomplished after preliminary 
recovery and growth of the virus in human tracheal 2 “ 
or amniotic epithelial cells. 


Table 2.— Effect of Heating and of Formalin Treatment on Viability and Immunizing Potency 
of Type 4 IU-67 Strain Adenovirus Grown in Monkey Kidney Tissue Culture 


Result 


Vims Viability* (Monkey Kidney) 
Tubes Bottle 


immunizing Potency (Guinea Pigs)t 

_--— 


Treatment 

Direct 
Jnoctdn t ion 


Direct 

Inoculation 

Kind 

Duration 

(Titer)} 

Passage 

(Degeneration %) 

None 

(stored frozen) 


2.0 


300 

Incubated 36 C 

0 hr. 

1.0 


300 

with i: 4,000 

G hr. 

Undiluted 

Pos. 

300 

formalin 

32 hr. 

Undiluted 

Pos. 

100 


1 day 

Neg. 

Pos. 

300 


2 days 

Neg. 

Neg. 

25 


3 days 

Ncg. 

Ncg. 

Ncg. 


4 days 

Neg. 

Neg. 

Neg. 


6 days 

Neg. 

Scg. 

Ncg. 


8 days 

Neg. 

Neg. 

Neg. 


10 days 

Ncg. 

Neg. 

Neg. 

Incubated 30 C 

4 days 

1.0 


100 

without 

formalin 

10 days 

Ncg. 

Neg. 

100 


Complement-Fixation 
Neutralizing Test Test 

-A--A- 


(Degeneration %) 

Aqueous 

Adjuvant 

Aqueous 

Adjuvant 


OS 

8 

5 

20 


0 

8 

5 

20 

... 

0 

8 

5 

10 

... 

0 

S 

5 

20 

... 

0 

8 

5 

20 

75 

0 

8 

5 

10 

5 

8 

8 

20 

30 

Neg. 

0 

8 

10 

30 

Neg. 

2 

8 

20 

30 

Neg. 

0 

8 

jj 

30 

Nejr. 

2 

8 

5 

10 

... 

0 

8 

5 

20 

100 

0 

8 

10 

10 


* 6 tubes Inoculated per dilution with 0.1 mb each; flasks received 5 ml. 

f None of the guinea pig serums collected prior to Injection contained detectable neutralizing or complement-fixing antibody agafnst these agents. 

5 Virus titers expressed os negative logarithms. 

§ 0 equals titer less than 1:2, the lowest dilution tested. 
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It is seen in table 1 that initial inoculation of human 
tracheal epithelial tube cultures with throat washings 
from a patient with atypical pneumonia (strain RI-67, 
type 4 virus) caused degeneration of 50% of the epi¬ 
thelial cells in nine days, and this degeneration was 
transmissible without difficulty in series in human 
tracheal and amniotic cell cultures. The first five serial 

Table 3.— Assay Data on Six Lots of Adenovirus Vaccine 
Used in Human Vaccination Studies 

Immunizing Potency 

Preinactivation (Guinea Pigs) 

Titer , -*-% 

f - A -, Neutral- Complement- 

Vaccine Comple- Nitrogen izution Fixation 

t - A -x mcnt- Mg. /Ml. t -*—-—\/- K -\ 

Lot Infec- Fixe- , -*-* Aque- Adju- Ague- Adju- 


Type Strain No.tlvity* 

tion 

Protein Total 

oiis 

vant 

ous 

vnnt 

4 RI-67 1 

3.0 

4 

0.009 

0.163 

2 

32 

ot 

20 

2 

2.0 

o 

0.012 

0.199 

2 

32 

0 

10 

7 RI-4-202 3 

2.0 

4 

0.015 

0.398 

Of 

32 

0 

0 

4 

2.0 

8 

0.01C 

0.178 

0 

32 

0 

10 

7 RI-4-218 3 

3.0 

Undi¬ 

luted 

0.023 

0.190 

0 

2 

0 

0 

4 

3.0 

4 

0.016 

0.187 

0 

8 

0 

0 


* Infectivity for monkey kidney tissue culture expressed as negative 
logarithm. 

t 0 in neutralization test equals less than 1:2 and in complement- 
fixation test less than 1:5, the lowest serum dilutions tested. 

passages in monkey kidney were made using a con¬ 
centrated extract of the cells alone, which contained 
most of the virus in the culture; the virus could not be 
cultivated in series when the more dilute triturated 
whole culture was employed for seed. After passage 
6, the virus was sufficiently well adapted to permit 
serial passage of triturated whole culture in 32-oz. 
prescription-size-bottle cultures and to cause almost 
complete degeneration of the cell sheets by the fourth 
day after inoculation. The infectivity titer of such ma¬ 
terials for HeLa cell culture was 10 1 or 10 2 , and the 
complement-fixation titer ranged from 1:2 to 1:8. Type 
7 strain RI-4-202, recovered in cultures of human 
amniotic epithelium from throat washings of a patient 
with undifferentiated acute respiratory disease 
(ARD), could be propagated (see table 1) in 32-oz.- 
bottle cultures of monkey kidney as triturated whole 
culture by passage 12, and the infectivity and comple¬ 
ment-fixation titers were similar to those of strain 
RI-67. The adaptation of type 7 strain RI-4-21S (not 

Table 4.—Vaccine Pools for Human Use 


Pool No. Type Strain Lot No. Vol. 

1 . 4 RI-67 1 1 

7 RI-4-202 3 1 

2 . 4 RI-67 1 2 

2 1 

7 RI-4-202 4 3 

3 . 4 RI-G7 2 3 

7 RI-4-202 4 1 

7 RI-4-218 3 1 

4 1 


shown), which was recovered in human amniotic 
epithelium from the throat washings of a patient with 
nonstreptococcic exudative pharyngitis, resembled 
that of strain RI-4-202. 

Inactivation of Adenovirus Infectivity .-—Table 2 pre¬ 
sents the results of an experiment to determine the 
minimal time required for formalin to destroy the in¬ 
fectivity of a preparation of type 4 RI-67 virus grown 
in monkey kidney culture and to measure the im- 
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munizing potency of the material at various stages of 
inactivation. For the experiment, the virus suspension 
was treated with freshly redistilled formalin (assay 
35.1%) to give a final concentration of 1:4,000 and the 
mixture was incubated at 36 C in a tightly sealed 
prescription bottle in a water bath. Nonformalinized 
culture was treated similarly for control purpose. At 
the time periods shown, samples were removed and 
tested for viral activity in tubes (0.1-ml. inoculum 
dose) or bottle cultures (5 ml.) of monkey kidney. 
These were observed daily for 12 days for cytopatho- 
genic change, after which tire cultures were harvested 
and a concentrated extract of the cells passed to fresh 
tube cultures of monkey kidney, which were examined 
daily for an additional 12-day period. It is shown in 
table 2 that the virus titer of the formalin-treated 
material was depressed from 10' 2 to below the de¬ 
tectable level in less than two days when 0.1-ml. 

Table 5.—Antibody Response in Individual Volunteers to 
Bivalent Types 4 and 7 Adenovirus Vaccine 


Neutralizing Antibody Titer 



r 

Serum Specimens 


-A- 

-» 

Adenovirus 

Volun¬ 

Homotype 


Group 

teer 

(Week After / - 



Heterotype 

Complement- 

No. 

First Injection) 

4 

7 

3 

Fixing Titer 

1 

Prevnccinntion 

Ot 

2 

0 

0 


2 

32 

8 

2 

0 


3* 

32 

32 

2 

2.5 


5* 

32 

32 

2 

2.5 


7 

32 

32 

2 

2.5 


20 

32 

32 

2 

0 

7 

Prevaccination 

2 

0 

0 

2.5 


2 

8 

8 

8 

2.5 


3* 

8 

8 

8 

5 


5 # 

8 

8 

8 

5 


7 

S 

8 

8 

6 


20 

8 

S 

8 

2.5 

3 

Prevnccinntion 

0 

0 

8 

0 


1 

8 

32 

32 

2.5 


2 

S 

12S 

12S 

2.5 


3 

8 

128 

128 

5 


16 

8 

128 

128 

2.5 

4 

Prevacciniition 

0 

0 

8 

2.5 


1 

0 

s 

8 

5 


2 

2 

8 

32 

10 


3 

2 

8 

32 

5 


16 

2 

8 

32 

2.5 


* Additional 1-ml. injections of vaccine given after bleeding, 
t 0 in neutralization test equals less than 1:2 and in complement-fixation 
test less than 1:2.5, the lowest dilutions tested. 


amounts were tested. However, infective virus was 
still demonstrable for three days but not for four days 
when 5-ml, volumes were tested in bottle cultures. 
Heating alone failed to destroy all the viral infectivity 
in a 10-day period in the control preparation. 

The neutralizing antibody response to the aqueous 
antigen was low or nonexistent, since only 3 of the 13 
groups of guinea pigs receiving these materials showed 
any antibody at all. However, all tire antigens were 
immunogenic when incorporated in tire mineral-oil 
adjuvant, and the antibody response was the same 
whether the virus had been inactivated with formalin 
or was untreated. All the antigens, untreated or treated 
with formalin, evoked antibody against tire adenovirus 
group “soluble” complement-fixing antigen. The lack 
of consistency in tire neutralizing antibody response 
to the various materials (aqueous vaccine) in the 
guinea pigs may be explained by the diversity of tire 
response in individual guinea pigs, e. g., the neutral- 





7 


Vnl. 1G3, No, 1 


ADENOVIRUS VACCINE—HILLEMAN ET AL. 


izing antibody liters of the individual guinea pig 
serums in a pool that titered 1:2 were 1:8, 1:2, 1:2, 
0, 0, and 0, The general findings in this experiment 
were confirmed in a second study. 

Preparation and Assay of Vaccines for Human Use. 
—The six lots of formalin-treated type 4 or 7 virus 
shown in table 3, which were of 400-ml. to 600-ml. 
volume, were prepared for trial use in human beings. 
The inactivation tests described above revealed that 
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Fig. 1.—Neutralizing antibody titers before vaccination and 
three weeks after vaccination among 25 persons given formalin- 
killed bivalent types 4 and 7 adenovirus vaccine. 


four days’* incubation should suffice to inactivate the 
RI-67 strain of type 4 virus. However, to provide 
greater safety for the vaccine lots for human trial, 
six days’ incubation was employed. In addition, daily 
samples of each lot were tested to follow the inactiva¬ 
tion rates, and the results were similar to those shown 
in table 2. The final vaccine lots were tested on three 
occasions, each in 20-mi. volume (10 ml. per 32-oz. 
bottle in duplicate) and shown to be free of viable 
adenovirus on primary inoculation in monkey kidney 
tissue culture and on passage. The complement-fixa¬ 
tion titers of the vaccine lots were of the expected 
magnitude, undiluted to 1:8, and the nitrogen values 
approximated those of the Salk poliomyelitis vaccine. 
All the lots were immunogenic and evoked neutralizing 
antibody when incorporated in mineral oil adjuvant; 
of the aqueous vaccines, type 4 alone contained suf¬ 
ficient antigen to stimulate a detectable neutralizing 
antibody response. 

Antibody Response in Human Subjects to Vaccine. 
—Three pools of bivalent type 4 and 7 vaccine were 
prepared as shown in table 4. Pools 1 and 3 were as¬ 
sayed, in the present study, for ability to stimulate 
neutralizing antibody in human volunteers. Pools 1 
and 2 were used in the vaccine field trial described in 
the second paper in this series (this issue, page 9). 
The individual antibody patterns in four adult volun¬ 
teers given one, two, or three injections of pool 1 vac¬ 
cine is shown in table 5. It is seen that these four 
persons developed neutralizing antibody against homo- 


lvpes 4 and 7 viruses and heterotvpe 3 as well and 
that these antibodies were sustained for at least 16 
weeks. There was a marked heterotypic antibody 
response to type 3 virus in volunteers 3 and 4, who 
received a single dose of the vaccine. Neither the 
homologous nor heterologous antibody titer in volun¬ 
teers 1 and 2 was increased beyond that achieved after 
the first dose of vaccine. All individuals gave a measur¬ 
able complement-fixing antibody response, although 
tiie titers were low and did not exceed 1:10. 

Figure 1 presents the neutralizing antibody titers 
before vaccination and three weeks after vaccination 
in 23 individuals given one or two injections of pool 1 
or pool 3 vaccine. These persons ranged from 24 to 56 
years of age (average, 39 years). Seventeen of these 
individuals were male military personnel and eight 
were civilian employees of the Walter Reed Army In¬ 
stitute of Research. Of these eight, four males and 
one female had prior military service; two males and 
one female had none. It is seen that the majority of 
the 25 persons gave an antibody response to the vac¬ 
cine and that two injections did not appear to give 
higher titers than a single dose. A greater proportion 
of the individuals given pool 1 vaccine developed an 
antibody increase than those receiving pool 3, but this 
latter group also had the greatest number of indivi¬ 
duals who did not have type 4 or 7 antibody in their 
initial prevaccination serum specimen, reflecting a less 
likely or more remote prior experience with these par¬ 
ticular types of virus. Thus, the two groups were not 
comparable, and the difference in antibody response 
may be related to the selection of the test group rather 
than to a difference in the immunizing potency of the 
vaccine pools. 



Fig. 2.—Neutralizing and complement-fixing antibody patterns 
in human volunteers given bivalent types 4 and 7 formalin-killed 
adenovirus vaccine. 


The geometric mean neutralizing and complement¬ 
fixing antibody levels among 19 of these persons ac¬ 
cording to time of collection of the serum specimen are 
shown in figure 2. As might be expected from figure I, 
tire mean antibody response to pool 3 vaccine was 
considerably less than to pool 1. The neutralizing anti¬ 
body level in the volunteers, which was markedly in¬ 
creased by the first week after inoculation, reached its 
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maximum by the second week and diminished but 
slightly during the next 14 weeks. The complement¬ 
fixing antibody levels followed this same general pat¬ 
tern. The delay until the second week in attainment 
of the maximum neutralizing antibody level is in dis¬ 
agreement with the previous report, 1 in which it was 
concluded, based on examination of a smaller sample, 
that maximal titers were achieved within one week 
after inoculation. 

Comment 

Basic to the development of the adenovirus vaccine 
was (a) tlie finding of a source of virus that could be 
administered safely in man and that contained suffi¬ 
cient viral mass to be immunogenic and ( b ) the evolu¬ 
tion of a procedure for eliminating the viral infectivity 
without destroying the antigenic capacity. These req¬ 
uisites, as for the poliomyelitis vaccine, 7 were ade¬ 
quately provided by the adaptation to and propagation 
of the adenoviruses in tissue cultures of monkey kid¬ 
ney maintained in protein-free synthetic mixture 199 
and the inactivation of the virus in the filtered suspen¬ 
sions by means of formalin. 

The tests for sterility and safety, which included 
cultivation on a variety of artificial mediums and the 
inoculation by several routes into suckling and adult 
mice, hamsters, guinea pigs, rabbits, rhesus monkeys, 
and monkey kidney and HeLa cell tissue cultures, 
were considered adequate to exclude the ordinary 
bacterial or mycotic pathogens and contaminating 
viruses that might possibly have been present in the 
kidney cell cultures. The time period employed for in¬ 
activation of the adenoviruses was almost twice that 
required to reduce the content of infective virus below 
the detectable level. Sixty milliliters of each mono¬ 
valent vaccine lot was tested for presence of adeno¬ 
virus, and this represented between 10 and 15% of the 
total volume of the lot. The passage of concentrated 
cell extract of the primary test cultures instead of 
homogenized whole suspension increased the chance 
for detecting these agents, which are concentrated 
principally in the cells and are not liberated readily 
into the culture fluid. There were no evidences of in¬ 
fection or other untoward reaction in any of approxi¬ 
mately 350 persons who have received the vaccine to 
date. 

The quantity of viral antigen present in the type 4 
aqueous vaccine was sufficient to evoke a minimally 
detectable neutralizing antibody response in guinea 
pigs, while the type 7 preparation was inadequate in 
this respect. Both vaccines, however, when incorpo¬ 
rated in mineral oil adjuvant, stimulated levels of 
neutralizing antibody high enough to be readily de¬ 
tectable. The maximal neutralizing antibody response 
in guinea pigs to the aqueous and adjuvant prepara¬ 
tions was achieved between the second and fourth 
weeks after vaccination. The neutralizing antibody re¬ 
sponse in man to the aqueous vaccine presented a 
marked contrast to that in guinea pigs. The antibody 
increase in man, which was apparent one week after 
vaccination, reached the maximum level within two 
weeks, and titers as great as 1:128 were obtained, even 
in persons whose prevaccination serums gave a nega¬ 
tive test. There was no apparent advantage of two or 
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three injections over a single dose of die vaccine. The 
more rapid and greater neutralizing antibody response 
in man, as compared widi guinea pigs, and the striking 
heterotypic response (to type 3 virus) are consistent 
with the widespread experience of the human popula¬ 
tion with viruses of die adenovirus family, which per¬ 
mits the elaboration of antibody on a recall basis. The 
low or negative complement-fixing-antibody response 
in the human volunteers was of little concern in the 
present work, since such antibody has been shown to 
be directed against a “soluble” antigenic component, 8 
which is common to the various types of adenovirus 
and which appears not to be associated directly with 
immunity to these agents. 2c 

Huebner and associates 0 have described a formalin- 
killed or heat-killed type 3 adenovirus vaccine diat 
was highly effective in preventing the experimental in¬ 
fection in volunteers challenged with the homologous 
living virus onto the conjunctivas. The neutralizing 
antibody levels of the majority of the persons given 
one, two, or three injections of vaccine were elevated 
from less than 1:8 to 1:8 or greater. Quantitative anti¬ 
body studies that might have permitted comparison of 
potency of their type 3 vaccine with that of the bi¬ 
valent type 4 and 7 vaccine presented here were not 
reported. Recently, Bell and co-workers 10 evaluated a 
commercially prepared adenovirus vaccine that con¬ 
tained types 3, 4, and 7 virus. The majority of persons 
with initially negative neutralizing antibody levels (less 
than 1:4) developed titers of 1:8 or greater against 
the agents after injection of one or two doses of vac¬ 
cine. 

Summary 

Adenovirus types 4 and 7 were adapted to growth 
in tissue culture of monkey renal epithelium main¬ 
tained in protein-free synthetic mixture 199 after re¬ 
covery from patients’ throat washings in cultures of 
human tracheal or amniotic epithelium. Formalin- 
killed bivalent vaccine prepared from the infected 
kidney material stimulated neutralizing antibody 
against homotypes 4 and 7 virus and against hetero¬ 
type 3 as well. The antibody levels obtained were as 
great as ordinarily occur after natural infection. The 
vaccine is safe and causes no untoward reactions in 
man. 

The tissue cultures, except for human amniotic cells, and the 
tissue-culture fluids used in this study were obtained from 
Microbiological Associates, Inc., Bethesda, Md. The Arlacel- 
mineral oil adjuvant mixture was supplied by Dr. I. W. McLean, 
Parke, Davis and Company, Detroit. 

Dr. F. Hahn made the chemical determinations. 
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ADENOVIRUS (RI-APC-ARD) VACCINE FOR PREVENTION 
OF ACUTE RESPIRATORY ILLNESS 

2. FIELD EVALUATION 

Reuel A. Stallones, M.D., Maurice R. Hilleman, Ph.D., Ross L. Gauld, M.D., Dr. P. H., Mildred S. Warfield, B.S. 

and 

Sally A. Anderson, B.S., Washington, D. C. 


The preliminary evaluation of the effectiveness of 
a formalin-killed adenovirus (RI-APC-ARD *) vaccine 
of monkey kidney origin for preventing acute respira¬ 
tory illness among newly recruited soldiers was given 
in a previous report 2 from this laboratory. The first 
part of this paper 3 summarizes the basic data 
relative to the development of this vaccine and the 
assay of its immunizing potency. The present report 
presents the definitive evaluation of the effectiveness 
of the vaccine. 

Methods 

Study Population .—The field evaluation was made 
during the winter of 1956 in six companies of newly 
recruited soldiers of the 69th Infantry Training Divi¬ 
sion at Fort Dix, N. J. These companies were formed 
during the last three weeks of February, and each con¬ 
sisted of about 200 men. Details of the composition of 
the military population and of the adenovirus disease 
problem at Fort Dix have been presented in earlier 
reports. 4 

Study Plan.—The first 100 men assigned to each 
company were reserved for the influenza vaccine eval¬ 
uation program of the commission on influenza (see 
below). The remaining 100 to 130 men in each com¬ 
pany formed the adenovirus study group. Case num¬ 
bers were given in sequence to the men included in 
the study group as the rosters stating the company 
assignments were received. During the precycle week, 
a team of technicians visited each unit, drew a pre¬ 
vaccination blood sample, and gave the initial inocu- 
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• A formalin-kilted adenovirus vaccine was ad¬ 
ministered to a test group A of 311 infantry re¬ 
cruits, and the subsequent record of this group as 
to hospitalization and serologic findings was com¬ 
pared with that of a contratest group B of 313 men 
who received injections of a placebo. The vaccine 
caused no untoward reactions. Its effect became 
manifest within a week after the initial injection, 
and during the period including the second to the 
fifth week there was only one case of serologically 
positive adenovirus disease requiring hospitalization 
in group A as compared with 61 cases in group B. 
Blood specimens were collected from all subjects at 
the time of the initial injection and three and seven 
weeks after it, for determination of the adenovirus 
complement-fixing antibody titers. Group A showed 
an increase in titer from 1.4 to 6.3 by the third week, 
while group B followed a different course, with the 
titer (geometric mean) rising to a level of 11 by the 
seventh week. The effect on frequency of hospitaliza¬ 
tion indicated that the vaccine has potential value in 
military populations. 


lation into the triceps muscle. In the first company, 
recruits with odd case numbers received 1 ml. of the 
adenovirus vaccine (lot 1) and those with even case 
numbers were given a placebo consisting of formalin 
and saline solution. In the second company the pro¬ 
cedure was reversed, and the even-numbered men 
received the vaccine and the odd-numbered men the 
placebo. Alternation of odd and even numbers by 
company was carried out until the members of all six 
companies were vaccinated. This procedure sub¬ 
divided the adenovirus study group into vaccinated 
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(group A) and controls (group B), randomly selected 
with respect to time of arrival on the post and personal 
background. Between the time the men were assigned 
to their company and the administration of the first 
dose of vaccine or placebo, a few persons in both A 
and B groups were hospitalized for respiratory illness 
and were eliminated from the study. Of those orig¬ 
inally assigned, 311 remained in group A and 313 in 
group B. A second dose of vaccine and a second in- 

900 -. 

000 J /"N 


jection of placebo were given to those persons in 
group, the commission on influenza vaccinated 587 
with the company six to nine days after the first 
injections. 

At the same time that the first doses of adenovirus 
vaccine or placebo were being given to the study 
group, the commission on influenza vaccinated 587 
recruits (group C) assigned to these six companies. 
These men had been at Fort Dix two or three days 
longer than those in groups A and B and were not 
selected randomly. Although their experience cannot 
be considered as strictly comparable, their composition 
and selection was sufficiently like that of the adeno¬ 
virus study group to permit the use of their experience 
as a secondary control. 

The personnel in the study companies were kept 
under observation during the course of the eight-week 
basic-training period. All respiratory illnesses that 
required hospital or outpatient treatment were re¬ 
corded. None of the recruits knew whether he had 
received vaccine or placebo. Reporting to the dispen¬ 
sary for medical care was based on self-selection. 
Thereafter, it was the responsibility of the hospital 
medical staff to decide whether patients should be 
hospitalized or treated on an outpatient basis. These 
medical officers did not know the vaccination status 
of their patients and, indeed, were only vaguely aware 
that the study was being conducted. In general, the 
criteria for hospital admission were a temperature of 
100 F (37.8 C) or higher and a clinical impression 
that the patient was unable to continue training. 
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Time Relations —The six companies that entered 
the study were not “filled” at the same time but were 
organized over a period of three weeks. This meant 
that the period of observation in the companies did 
not run concurrently and that one company might be 
in its third week of training while another was in the 
first week. In order to present the results in as simple 
and uniform a manner as possible, it was necessary to 
count time not in calendar weeks but in relation to 
the time of vaccination. Thus, the period dur¬ 
ing which these recruits were under observa¬ 
tion has been divided into the first, second, 
third, fourth, fifth, sixth, seventh, and eighth 
weeks after the administration of the initial 
dose of vaccine or placebo. 

Collection and Testing of Specimens — 
Blood specimens for serologic testing were 
collected routinely from all men in the adeno¬ 
virus study group (groups A and B) imme¬ 
diately prior to and three and seven weeks 
after the initial inoculation. Additional blood 
samples were obtained from all subjects who 
were hospitalized at the time of admission 
and again three or four weeks later during 
convalescence. Throat washings, placed in 
nutrient broth, were collected from the 
majority of the hospitalized patients at the 
same time the acute-phase blood samples were 
taken. The methods for virus recovery and 
identification and the serologic procedures 
employed were described in earlier reports. 5 

Among the nonvaccinated patients admitted 
to the hospital, a fourfold or greater rise in 
complement-fixing antibody titer was considered diag¬ 
nostic for adenovirus disease. In vaccinated soldiers 
certain modifications had to be made because of the 
difficulty of interpreting the results of the tests during 
the first three weeks after vaccination. Administration 
of adenovirus vaccine to normal subjects frequently 
stimulates production of complement-fixing antibodies 

Table 1 .—Acute Respiratory Illness (All Causes) in Six Compa¬ 
nies of Recruits by Vaccination Status and Time of Injection 


Wk. 

No. of Cases In Group* 

% Attacked in Group 

from 1st/" 
Injection 

A 

B 

C 

A 

B 

C 

1 

17 

19 

28 

5.5 

6.1 

4.8 

o 

3 

32 

50 

1.0 

10.2 

8.5 

3 

o 

23 

34 

0.6 

7.3 

5.8 

4 

1 

11 

17 

0.3 

3.5 

2.9 

5 

3 

3 

9 

1.0 

1.0 

1.5 

6 

2 

3 

4 

0.G 

1.0 

0.7 

7 

1 

1 

1 

0.3 

0.3 

0.2 

S 

2 

1 

1 

0.G 

0.3 

0.2 

All wk. 

31 

93 

144 

10.0 

30.0 

24.5 

Wk. 2-8 

14 

74 

116 

4.5 

23.6 

19.8 


•Group A consisted of 311 subjects who received adenovirus vaccine; 
group B consisted of 313 controls who received a placebo; group U con¬ 
sisted of 587 controls who received influenza vaccine. 

in the first 21 days to levels as high as 1:10. This tended 
to confuse the picture when respiratory illnesses oc¬ 
curred during the first three weeks after vaccination. 
In the hospitalized group, all vaccinated persons who 
developed respiratory illness within three weeks after 
vaccination and whose serums showed a fourfold or 
greater increase in antibody to a convalescent level 
of 1:10 or higher were arbitrarily classed as being 
adenovirus-positive as the result of infection. Those 



WEEK EN0ING 

Fig. 1.—Incidence of cases of acute respiratory illness causing hospitaliza¬ 
tion by medical report week and individual cases occurring in the six study 
companies during the period shown. 
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patients who showed a fourfold or greater rise to a 
level of only 1:5 were recorded as being indeterminate. 
On the average, the patients in the positive classifica¬ 
tion showed a far greater increase than the fourfold 
minimum, the mean rise being seventeenfold. In the 
final analysis of the tests, the indeterminate reactions 
have been counted along with the positive ones. A 




WEEK FROM FIRST INJECTION 


Fig. 2.—Occurrence of cases of acute respiratory illness caus¬ 
ing hospitalization in vaccinated and nonvaccinated groups, top, 
all causes nnd, bottom, adenovirus cases only. 

consequence of tin’s decision was a tendency to over¬ 
count the number of patients with infections due to 
adenovirus among those given vaccine, resulting in a 
conservative estimate of the effectiveness of the 
vaccine. 

Results 

The Effectiveness of Adenovirus Vaccine in the 
Prevention of Cases Requiring Hospitalization .—The 
incidence of admissions to hospital for respiratory 
disease at Fort Dix during tile first four months of 
1956 is presented in figure 1, which also shows in block 
diagram the temporal relation of the hospitalizations 
for this reason of members of the six companies in¬ 
cluded in the study. It should be noted that, although 
the peak incidence for 1956 had passed by the time 
the vaccine trial was initiated, the rates remained high 
during the course of the study, with the weekly rates 
ranging between 375 and 770 per 1,000 per year. 
Fortunately, influenza was not epidemic at Fort Dix 
during this period and did not prove to he a serious 
complicating factor. 

The occurrence of acute respiratory illness, irrespec¬ 
tive of etiology, in the six companies of the study is 
summarized in table 1 in relation to the time of injec¬ 
tion and vaccination status. During the first week after 
vaccination, no essential difference was found between 
the percentages attacked among those who received 
adenovirus vaccine (group A) and the two control 
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groups (B and C). However, beginning in the second 
week after vaccination and continuing through the 
fourth week after initial inoculation, the incidence was 
much lower among those given adenovirus vaccine 
than in either of the control groups. After the end of 
the fourth week, when the susceptible persons among 
the controls had been depleted, the incidence in the 
control groups fell to the level found in the vaccinated 
soldiers. The similarity of the experience of the two 
control groups is quite striking and serves to emphasize 
the effectiveness of the vaccine. 

The findings with respect to groups A and B are 
illustrated in figure 2, top. This figure, which is based 
on table 1, shows in graphic form the marked reduc¬ 
tion in the number of cases of acute respiratory ill¬ 
ness that occurred among those given adenovirus 
vaccine during the second, third, and fourth weeks 
after vaccination. 

The above findings were based on a consideration 
of all cases of respiratory disease causing hospitaliza¬ 
tion of members of the six companies regardless of the 
etiology. Since not all of these illnesses were due to 
adenovirus infection, a more precise evaluation-was 
obtained by eliminating from consideration those cases 
of nonadenovirus etiology. In this series of hospitalized 
patients, it was possible to make a definite serologic 
diagnosis, by the criteria presented above in the sec¬ 
tion on methods, of adenovirus disease or nonadeno¬ 
virus disease in all but four instances. These four 
patients were all in the vaccinated group and all were 
soldiers who became ill during the first week after 
they were vaccinated. Since these cases occurred dur¬ 
ing the time before the vaccine became effective, fail¬ 
ure to make a serologic diagnosis in no way interfered 
with the final evaluation. The results of the serologic 
tests are summarized in table 2, and the evaluation of 
the effectiveness of the vaccine based upon the reduc- 

Taui.e 2.—Serologic Diagnosis of Cases of Acute Respiratory 

Illness Causing Hospitalization in Vaccinated and Control 
Groups by Time of Onset 


Adenovirus Complement-Fixation Test Results in Group* 


Wk. 

from 1st 
Injection 

A 

A . 


- 

B 


Jndeter- 
Posltive minute 

. V 

Negative! 

Positive 

Indeter¬ 

minate 

Negative! 

1 

11 4 

o 

11 


8 

o 

1 

o 

28 


4 

3 


o 

21 


2 

4 


1 

9 


2 

5 


3 

3 



G 


2 



3 

7 


1 



1 

8 


2 



1 

AH wk. 

12 4 

15 

72 

0 

21 

Wk. 2-8 

1 O 

13 

61 

0 

23 

* See table 1 Jor explanation of groups. 





111 of the negative cases (3 group A and 8 group B) were due to influ¬ 
enza A as shown by a fourfold or greater increase in hemngglutination- 
inhibiting antibody In paired specimens. 


tion in adenovirus disease requiring hospitalization is 
shown in figure 2, bottom. Thus, only one hospital case 
of adenovirus disease occurred in die 311 vaccinated 
soldiers after die end of the first week after vaccina¬ 
tion, while there were 61 cases in the 313 nonvac¬ 
cinated soldiers of the same companies during the 
same period. Of the 36 cases diat were serologically 
negative for adenovirus disease, 11 were diagnosed as 
influenza A. These diagnoses were made by means of 
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the hemagglutination-inhibition test with the A' 
FLW-1-52 strain of influenza virus. Eight of the pa¬ 
tients with influenza had received placebo, while the 
remaining three had been given adenovirus vaccine. 

The evidence relating to the effectiveness of the 
adenovirus vaccine for preventing respiratory illness 
sufficiently severe to require hospitalization is sum¬ 
marized in table 3. It will be noted that the vaccine 


Table 3 —Summary of Evidence Relating to Efficacy of Adeno¬ 
virus Vaccine in 311 Vaccinated and 313 Control Subjects 

Interval After 1st Vaccination, Wk. 


Group* 1 2-5 6-8 

Respiratory Admissions for All Causes, No. 

A. 17 9 5 

B. 19 69 5 

Cases Serologically Positive for Adenovirus, No. 

A. 15t 1 0 

B. 11 • 61 0 

Cases Serologically Negative for Adenovirus, No. 

A. 2 8 6 

B... 8 8 5 


* See table 1 for explanation of groups. 

t 4 cases included actually classed indeterminate. 

was specific for adenovirus disease, and, while it was 
highly effective for this disease, it did not in any way 
reduce the occurrence of respiratory disease of non¬ 
adenovirus etiology. After the initial dose of vaccine, 
there was a period of one week in which the incidence 
of disease among the vaccinated men and among the 
controls was similar. This was followed by a marked 
reduction of adenovirus disease during tire second 
through tire fifth weeks after vaccination, with 61 
cases among the controls and only one case in the 
vaccinated men. After the fifth week, no more adeno¬ 
virus disease occurred in either group. The finding 
that the pattern of occurrence of respiratory disease 
of nonadenovirus etiology was similar in both vac¬ 
cinated and control groups points to the specificity of 
the action of the vaccine. 

Effectiveness of Adenovirus Vaccine in Preventing 
Illness Not Requiring Hospitalization.— In addition to 
those illnesses that required hospitalization, a large 
number of the personnel in the adenovirus study group 
reported on sick call at the dispensary during the 
course of the study with illnesses that required only 


Table A.—Dispensary Visits by Diagnostic Classification for 
Vaccinated and Control Groups 


Diagnosis 

Acute respiratory illness 

Patients, no. 

Dispensary visits, no. 

Nonrespiratory illness 

Patients, no. 

Dispensary visits, no. 


Group 


_ A 

B 

r 

A 

Ratio 

B/A 

95 

83 

1.14 

165 

124 

1.33 

115 

125 

0.92 

215 

195 

1.10 


treatment on an outpatient basis. Many of these ill¬ 
nesses were nonrespiratory, and those that were of a 
respiratory nature were quite mild, with litde or no 
fever (temperature less than 100 F). The clinical diag¬ 
nosis in many of the latter cases was common cold. 
Clinical records were maintained on all patients 
treated at the dispensary, but it was not feasible to 
collect specimens of blood from these patients when 
their disease was in the acute stage or when they were 


convalescent. The three routine blood specimens col¬ 
lected from all persons during the study period were 
neither sufficient in number nor properly spaced to 
permit definitive adenovirus diagnosis in the patients 
treated in the dispensary. Thus, it was impossible to 
distinguish rises due to adenovirus disease, inapparent 
infections, or vaccination. The analyses were based 
therefore on (a) the occurrence of cases irrespective 
of etiology and ( b ) the mean titers of complement¬ 
fixing antibody in different groupings of subjects, as 
described below. 

The number of soldiers reporting on sick call and 
the number of visits to the dispensary by personnel of 
the adenovirus and control groups for respiratory or 
nonrespiratory illness is shown in table 4. During the 
eight-week period of observation, 95 controls and 83 
vaccinated soldiers reported to the dispensary on 165 
and 124 occasions, respectively, with a respiratory 
complaint. The slightly less frequent occurrence of 
mild respiratory disease in vaccinated persons is incon¬ 
sequential and is in contrast to the marked reduction 
in cases requiring hospitalization previously shown 

Table 5.—Distribution of Adenovirus Complement-Fixing Anti¬ 
body Titers of Routine Serial Bleedings in Vaccinated 
and Nonvaccinated Groups 


Bleeding, No. of Serums with 




Time After 
Vacci¬ 
nation 
in Wk. 

Complement-Fixing Titer of 

Geo¬ 

metric 

Mean 

Titer 

Clinical 

Category 

Group 

0 

2.5 

5 

10 

20 

40 

80 

No 

Test 

Dispensary 

A 

Before 

59 

8 

C 

3 

1 



G 

1.41 

respiratory 


3 

9 

6 

22 

28 

7 

o 

1 

8 

6.3 

illness 


7 

5 

10 

22 

25 

10 

2 


9 

6.6 


B 

Before 

57 

15 

10 

8 




5 

1.7 



3 

as 

14 

10 

12 

5 

3 

3 

10 

3.1 



7 

8 

5 

15 

12 

25 

13 

4 

13 

11.0 

No 

A 

Before 

35 

5 

6 






1.4 

dispensary 


3 

11 

3 

11 

14 

0 

1 



5.0 

illness 


7 

10 

o 

11 

17 

5 

1 



5.4 


B 

Before 

25 

4 

4 

1 

1 




1.6 



3 

18 

5 

6 

3 

3 




2.4 



7 

7 

3 

6 

3 

9 

5 

2 


8.2 


* Sec table 1 for explanation of groups, 
t Numbers are reciprocals of titers. 


among the vaccinated persons. This comparatively 
small effect is probably due to the fact that the experi¬ 
ence with adenovirus disease is obscured by the dilu¬ 
tion brought about by including in the tabulations 
many cases of mild respiratory illness of nonadenovirus 
etiology such as the common cold. 

Of the 178 soldiers in the study group who were 
treated for respiratory complaints at the dispensary, 
fourfold or greater complement-fixing antibody rises 
against adenovirus occurred in 74 of the controls and 
in 62 of the vaccinated during the observation period. 
It was definitely established that 42 patients, 21 in 
each group, had nonadenovirus disease. Because of 
the inability to assay the etiological significance of the 
antibody increases among these vaccinated persons 
as discussed above, it was impossible to determine 
how much reduction in adenovirus disease, if any, 
occurred in these patients treated in the dispensary. 

Effect of Vaccination on Antibody Pattern in Non- 
hospitalized III and Well Soldiers.— The alteration in 
the complement-fixing antibody pattern resulting from 
vaccination as disclosed by testing the routine blood 
samples of 178 persons who were treated in the dis- 
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pcnsary for respiratory disease and 81 recruits selected 
at random from well soldiers who had no recorded 
respiratory illness during the course of the study is 
shown in table 5 and illustrated in figure 3. This analy¬ 
sis is made by considering the geometric mean of the 
complement-fixing antibody titer of the various groups. 
The vaccinated soldiers who had mild respiratory ill¬ 
nesses showed a marked increase in titer from 1.4 to 
6.3 by the third week, and this titer rose only slightly 
thereafter. By contrast, the control persons with a 
similar history showed only a slight rise, from 1.7 to 
3.1, by the third week, but then the titer increased 
markedly to a level of 11 by the seventh week. The 
greater increase in antibody during the first three 
weeks among the vaccinated persons is reasonably 
interpreted as due to the antigenic stimulation by the 
vaccine, although some of the rise was undoubtedly 
due to adenovirus infection occurring prior to the 
time the vaccine became effective. The marked in¬ 
crease in titer between the third and seventh weeks 
that took place in the controls and not in the vacci¬ 
nated persons could only have been the result of 
adenovirus infection. The failure of the antibody titer 
to rise among vaccinated soldiers after the third week 
suggests less infection among these soldiers, although 
the amount cannot be estimated quantitatively. An 


the first and third weeks after inoculation. They have 
not been counted as having adenovirus disease in the 
vaccine analysis. The one instance in which an isola¬ 
tion was made and the serology was indeterminate 
occurred in a vaccinated soldier who became ill dur¬ 
ing the first week after vaccination. This patient was 
counted as having adenovirus dis' 



NON-VACCINATED 
DISPENSARY ILLNESS (Bl) 


NON-VACCINATED 
NO ILLNESS (B 2) 

VACCINATED 

DISPENSARY ILLNESS (A l| 

VACCINATED 
NO ILLNESS (A 2) 


WEEKS AFTER VACCINATION 


Taiii.e d.—Adenovirus Recovery end Serologic Test Results 
in Sample of Cases of Acute Respiratory Illness 
Causing Hospitalization 


Conij»l(*im»nt-FixiiiK Titer Rise 
(Fourfold or (treater) 


Aitciiovirus Recovery 

Positive 

Negative 

Indetermlnntc 

Totnl 

Positive... 

41 

2 

1 

47 

Nojrntivc. 

11 

10 

o 

29 

Totnl. 


18 

3 

70 


almost identical pattern was shown by the results of 
the tests made on the sample of vaccinated and con¬ 
trol soldiers who had no apparent respiratory illness 
during their basic training and would seem to indi¬ 
cate less inapparent infection also among the vac¬ 
cinated subjects. 

Isolations of Adenovirus.— Throat washings were 
collected from 76 of the 124 persons of the adeno¬ 
virus study group who were hospitalized for respira¬ 
tory illness during the period of the study (table 6). 
Forty-seven adenovirus strains were recovered from 
these specimens. Twenty-one of these were type 4 
and 26 were type 7, while type 3 virus was not iso¬ 
lated at any time during the epidemic. The distribu¬ 
tion of the two types found was not uniform in the 
various companies. This is illustrated in figure 4, 
which shows that the eight strains isolated from mem¬ 
bers of H company were all type 7 and that 9 of the 
10 isolations from members of M company were type 
4. In the other four companies, the distribution of 
strains was more equal. 

Of the 47 patients from whom adenovirus was iso¬ 
lated, 44 showed a diagnostic complement-fixing anti¬ 
body rise. In two, the serologic diagnosis was of non¬ 
adenovirus disease, while the serologic result in the 
other was indeterminate. The two serologically nega¬ 
tive cases in which isolations were made were both 
in nonvaccinated soldiers, and their illnesses began in 


Fig. 3.—Geometric mean complement-fixing antibody titers by 
time from first injection in vaccinated and nonvaccinated groups. 

Study of table 6 shows that 44 strains were recov¬ 
ered from 55 patients with a diagnostic antibody rise. 
Thus, the recovery rate in serologically proved cases 
was 80%, compared with 11% (2 of 18) among those 
serologically not adenovirus. 

Comment 

The excessively high rates for acute respiratory ill¬ 
ness of adenovirus etiology that continue to occur in 
military recruit populations made it imperative that 
a safe and effective vaccine against these agents be 
developed, if at all possible. The vaccine used in this 
study, a newly developed formalin-killed (types 4 
and 7) material, 6 was shown to be safe and effective, 
and none of the persons receiving the vaccine devel- 

M Si I I I I I I I I I D-TYPE 4 

K r t-T I I I H—TYPE 7 

> _____ 

| B EM I I I (EACH BLOCK REPRESENTS 

1 c FI T . 1 i l □ I 0NE VIRUS ,S0LATE) 

s f Emm 
h "Till in 

Fig. 4.—'Types of adenovirus recovered from hospitalized pa¬ 
tients with acute respiratory illness. 

oped untoward, reactions to the injection. Moreover, 
it was shown to reduce markedly the incidence of nat¬ 
urally occurring serologically positive adenovirus in¬ 
fections requiring hospital care among a recruit pop¬ 
ulation during basic training. Tins protection was 
demonstrated during a period of high incidence of 
respiratory disease at a time when infections with 
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types 4 and 7 were common and when type 3 was 
absent or at least its presence was not demonstrated. 
The evidence with respect to the protective value of 
adenovirus vaccine against severe disease caused by 
the homologous types is clear cut. Because of the ab¬ 
sence of type 3 during the period of the study no evi¬ 
dence is available to show whether this vaccine pro¬ 
tects against this heterologous type, although, as shown 
earlier, 6 the neutralizing antibody levels against type 
3 virus resulting from the use of the vaccine were 
as great as those against the homologous types 4 and 7. 

The role of the vaccine in eliciting protection against 
mild and inapparent disease is not so definite. Direct 
comparisons of dispensary visits for such mild respira¬ 
tory disease in the vaccinated and control groups were 
unsatisfactory because of the inclusion of cases due 
to nonadenovirus disease such as the common cold. 
These nonadenovirus cases could not be eliminated 
because of the multiplicity of possible interpretations 
that could be given to the rises in complement-fixing 
antibody demonstrated in the routine serial serum 
studies. Thus, the pattern of the serologic response in 
the vaccinated and control groups was the only index 
available. These serologic responses gave some indi¬ 
cation that there was probably less both of this mild 
disease and of inapparent infection among the vac¬ 
cinated, but the evidence is not clear cut and is sug¬ 
gestive only. 

The population studied was limited to a size that 
permitted close regulation and accurate observation 
but was large enough to produce reliable statistical 
interpretations. The sample size of about 300 indi¬ 
viduals in each of the vaccinated and control groups 
was originally calculated to be about twice as large 
as necessary for the results to be statistically signifi¬ 
cant if the vaccine were only about 50% effective. 
The assignment of subjects to the vaccinated and 
control groups was on a random basis, and no evi¬ 
dence of bias was shown when the two groups were 
tested for characteristics not related directly to the 
study such as age, race, and geographical origin. 
Neither the study subjects nor the hospital personnel 
concerned with their medical care had knowledge of 
whether any particular individual had received the 
vaccine or the placebo. Therefore, the group of pa¬ 
tients who were admitted to the hospital and inten¬ 
sively studied was selected without prejudice. The 
reliability and consistency of the laboratory proced¬ 
ures for diagnosis were demonstrated in prior investi¬ 
gations 1 and confirmed in the present study. Epidem¬ 
ics of nonadenovirus disease such as influenza and 
streptococcic infections did not occur during the study 
period, and the vaccine was evaluated without these 
clouding the issue. A few cases of influenza did occur, 
but these were diagnosed by serologic means. 

Experimental adenovirus vaccines developed in 
other laboratories 7 have also shown a beneficial effect 
in preventing adenovirus disease. Huebner and asso¬ 
ciates 7 * developed a heat-killed or formalin-killed 
monovalent type 3 vaccine that was effective in pre¬ 
venting the experimental disease that usually follows 
challenge inoculation of the homologous agent onto 
the conjunctival surfaces. More recently. Bell and 
associates 7b have evaluated a commercially prepared 
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vaccine containing types 3, 4, and 7 adenovirus. This 
vaccine prevented 50 to 70% of the total expected 
hospitalizations for respiratory illness in an epidemic 
of acute respiratory disease associated with type 4 
adenovirus. The findings did not include a serologic 
diagnosis in the patients, and the reduction in spe¬ 
cific adenovirus-caused disease was not reported. 

It was shown in the first part of this paper 3 that 
the immunizing potency of die vaccine was minimal 
when assayed in guinea pigs that had no indication 
of prior experience with diese agents. By contrast, 
human subjects responded rapidly when given the 
vaccine, presumably as a recall phenomenon indicat¬ 
ing previous contact with antigens common to the 
virus strains in the vaccine. The degree of protection 
demonstrated and the rapidity with which the vac¬ 
cine became effective under the conditions of the 
present trial strongly suggest that the recall phenome¬ 
non must have been evoked in almost every subject 
and that the antibody levels that are reached in seven 
days or less after vaccination must be protective. Al¬ 
though two doses of vaccine were given in this trial, 
it is probable that a single injection would have been 
adequate. 

The distribution of serotypes among the compa¬ 
nies was unexpected. While individual training com¬ 
panies were housed in separate barracks, there was 
sharing of common mess facilities and an opportunity’ 
was provided for the personnel of different units to 
mingle at such places of post exchanges, service clubs, 
and theaters. The finding that a single serotype was 
preponderant within certain companies suggests that 
the strongest factor of transmission may be centered 
in the activities common to the company, i. e., pre¬ 
sumably with the men’s sleeping and living together. 

The high degree of effectiveness of the vaccine in 
reducing adenovirus disease causing hospitalization 
and its safety indicate its great potential value in mili¬ 
tary recruit populations. The need for such a vaccine 
in civilians remains to be determined, as does the dura¬ 
tion of the protection resulting from a single dose. 

Summary 

A newly developed bivalent type 4 and 7 formalin- 
killed adenovirus vaccine prepared from infected mon¬ 
key tissue culture was evaluated in six companies of 
newly inducted recruits at Fort Dix, N. J. The vac¬ 
cine caused no untoward effects in persons who re¬ 
ceived it, and it is completely safe for human use. 
A controlled trial showed the vaccine to be effective 
beginning one week after initial injection, causing a 
marked reduction in the incidence of adenovirus- 
caused disease requiring hospitalization during the 
second through the fifth week after vaccination. Dur¬ 
ing this period only one case of serologically positive 
adenovirus disease causing hospitalization occurred in 
311 vaccinated recruits, in contrast to 61 cases among 
313 controls from the same companies. This represents 
a 98% reduction from the expected incidence. No 
adenovirus disease could be demonstrated in the units 
after the fifth week after vaccination. In addition to the 
marked reduction of adenovirus disease requiring hos¬ 
pitalization among the vaccinated, there is some in¬ 
direct serologic evidence of a reduction in mild cases 
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requiring only outpatient care and also in inapparent 
infections. The vaccine is specific against adenovirus 
disease and appears to act antigenically by recall 
stimulation. No evidence was obtained regarding the 
duration of protection. The vaccine has great potential 
value in military populations, but its role in civilian 
populations remains to be determined. 
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MANAGEMENT OF CARCINOMA OF THE THYROID 

Robert E. Mack, M.D., Hershel J. Wells, M.D. 

and 

Richard E. Ogborn, M.D., Washington, D. C. 


The use of radioactive iodine (1 13 ‘) in the treatment 
of carcinoma of the thyroid has been somewhat dis¬ 
appointing. The chief reason for this is the inability 
of all but a few of the lesions of carcinoma of the 
thyroid to take upT iai in quantities sufficient for a 
therapeutic effect. 1 Nevertheless, 1 131 is a useful tool 
in the evaluation of patients with carcinoma of the 
thyroid. The purpose of this report is to describe our 
approach to the management of these patients. Several 
case reports are included that illustrate the helpfulness 
of 1 131 in the diagnosis and therapy of this condition. 

Methods 

The surgical treatment of carcinoma of the thyroid 
employed at the Walter Reed Army Medical Center 
is the removal of all accessible thyroid tissue, both 
normal and pathological. The usual operation is a 
total thyroidectomy and, when indicated, a radical 
dissection of the neck. Several weeks after surgery, 
studies are made with 1 131 in an attempt to locate any 
residual functioning thyroid tissue. These studies in¬ 
clude determination of the 24-hour thyroidal uptake 
and of the 96-hour urinary excretion of 1 13 \ manual 
scanning of the body with a directional scintillation 
counter for evidence of extrathyroidal 1 131 concen¬ 
trations, and the recording of a scintigram of the neck 
region. (A scintigram is the record... produced by a 
motorized radiation detector designed to move back 

From the Radioisotope Clinic, Walter Reed Army Medical 
Center. Dr. Mack is now with the Veterans Administration Hos- 
•pital, St. Louis; Dr. Wells is with the Wayne County Hospital, 
Eloise, Mich.; and Dr. Ogborn is with the Veterans Administra¬ 
tion Hospital, Omaha. 


• The clinical uses of the radioactive isotope 1 131 
are exemplified in the histories of three patients. 
Thyroid tissue examined after surgical removal indi¬ 
cated colloid-producing adenocarcinoma in two pa¬ 
tients and papillary adenocarcinoma in one; all three 
had mefastases to lymph nodes. 1 131 given for 
diagnostic purposes became concentrated in the 
carcinomatous tissues if they were of the colloid- 
producing type and if there was no normal thyroid 
tissue to compete with them, Lesions that do take 
up the isotope can be localized by a motorized 
radiation detector that scans the suspected area 
systematically and produces a fracing called the 
scintigram. Unexpected mefastases have been dis¬ 
covered by this means when they were not apparent 
by other methods of examination. Lesions in which 
the I 131 becomes concentrated are affected by its 
radiation. In one case a single therapeutic dose of 
the I 131 obliterated all of the functioning metastatic 
thyroid carcinoma. It is impossible, however, to tell 
whether the associated nonfunctioning metastatic 
elements of this tissue have also been eradicated. 
Surgery is the treatment of choice for both the pri¬ 
mary and the metastatic tumors whenever it can 
safely be carried out. 


and forth in a methodical fashion over an area con¬ 
taining radioactive material. The outline inscribed by 
the counter accurately reduplicates the actual distri¬ 
bution of the radioisotope within the tissue.) If no 
abnormal tissue is found, the patient is started on a 
course of therapy with thyroid extract and is in¬ 
structed to discontinue medication one month prior 
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to his next visit to the clinic. Reevaluation is carried 
out at intervals of six months to one year. The test 
series includes a careful physical examination, a chest 
x-ray, and a skeletal survey as well as the studies with 
1 131 previously described. Thyroid medication is re¬ 
sumed when the test series is completed, provided 
there is no evidence of recurrence. Subsequent visits 
to the clinic are arranged according to the type of 
disease and the patient’s progress. 

Report of Cases 

Case 1.—This 25-year-old woman, a member of the Women’s 
Air Force, entered Walter Reed Army Medical Center with a his¬ 
tory of a lump in her neck that she had first noticed two years 
earlier. A review of her records showed that a small nodule of the 
thyroid isthmus was noted at the time of her enlistment in July, 
1952. Because of its slow but progressive enlargement, the patient 
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Reevaluation, including tests with I 131 , was carried out in 
June, 1954. No change in the patient’s condition was noted. She 
received several injections of thyroid-stimulating hormone as a 
part of the isotope studies. The patient was next seen at this hos¬ 
pital in January, 1955. As on the previous occasion, she had dis- 
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Fig. 2 (case 1Scintigram of neck region taken after first 
therapeutic dose of l 131 , revealing focus of radioactivity in area 
of pyramidal lobe. Higher background count over upper part of 
chest results from concentration of I' 31 by lesions in chest. 

continued taking hei thyroid tablets one month before her sched¬ 
uled visit. Physical examination was negative except for the sur¬ 
gical scars in the neck. The 24-hour thyroidal uptake of I 131 was 
4%. After an injection of thyroid-stimulating hormone, the patient 


Fig. 1. (case 1).—Photomicrograph (x55) showing meta¬ 
static lesion in which there is rather well-balanced distribution 
of both follicular and papillary forms of adenocarcinoma. Note 
atypical epithelial proliferation in central area. Although epithe¬ 
lial cells are large and atypical, abnormal mitotic figures are 
rarely seen. Sections of primary tumor are not available, but both 
papillary and follicular forms were also reported. 

sought medical care, and a subtotal thyroidectomy was per¬ 
formed at another military hospital on Sept. 9, 1953. The patho¬ 
logical diagnosis was papillary adenocarcinoma of the thyroid 
gland. Physical examination at this hospital revealed a well- 
healed thyroidectomy scar. The remaining portion of the left 
thyroid lobe was enlarged to approximately twice its normal size 
and was firm in consistency. A scintigram of the neck region was 
obtained at this time. There was also a small lymph node palpable 
in the left supraclavicular fossa. On Oct. 16, 1953, the remainder 
of the left thyroid was removed, and radical dissection of the 
neck was done Nov. 18,1953 (fig. 1). Studies in December, 1953, 
showed a thyroidal uptake of 5%. A scintigram of the neck region 
showed a small concentration of I 131 in the area of the thyroid 
cartilage that was possibly the result of activation of a pyramidal 
lobe. After these studies were done, thyroid maintenance therapy 
was begun and the patient was returned to duty. 
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Fig. 3 (case 2).—Scintigram taken after total thyroidectomy 
and radical dissection of right side of neck, revealing residual 
iodine-concentrating tissue in left thyroid area and metastatic 
lesion at angle of mandible. 

had a severe reaction consisting of vascular collapse, hives, and 
angioneurotic edema. Recovery from this reaction was complete 
in 24 hours. A scintigram of the neck region obtained on Jan. 27, 
1955, revealed a small concentration of I* 31 in the area of the 
pyramidal lobe. The 96-hour urinary excretion of I 131 was 79% 
of the administered dose. Total body scanning with a directional 
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scintillation counter revealed concentrations of I 131 bilaterally on 
both anterior and posterior aspects of the chest in the hilar areas. 
X-ray examination of the chest failed to show any lesions in the 
area of isotope localization. Because of these findings a thera¬ 
peutic dose of 105 me. of I 1 ® 1 was administered on Feb. 23, 1955. 
A scintigram of the neck region after the therapeutic dose was 
given is shown in figure 2. After therapy, the patient resumed 
taking her usual dose of thyroid and was returned to duty. 

She was again examined in June, 1955, and physical findings at 
that time were unchanged. Tracer studies revealed no evidence of 
localization of the radioactive material in the neck region. How¬ 
ever, small but measurable concentrations of the I 131 were still 
detectable bilaterally over the chest. The 90-hour urinary excre¬ 
tion was 97!? of the tracer dose. In an attempt to increase the con¬ 
centrating ability of the chest lesions, thyroid medication was 
withheld for two months. A second therapeutic dose of 115 me. 
of I ,: " was administered Aug. 24, 1955. Although the urinary re¬ 
covery of a tracer dose immediately prior to therapy was 907, the 
urinary excretion of I ,! " after therapy was calculated to be 977. 
Chest x-ravs at (In's time showed no abnormality in the area of the 
isotopic localization. The patient was returned to duty with in¬ 
structions to continue thyroid medication and to report for further 
examination in six months. 

Cask 2.—This 23-year-old man entered Walter Heed Army 
Medical Center in March, 1955, with a history of a lump in his 
neck that he had first noticed the previous December. Surgery 



Fig. 4 (case 2).-Photomicrograph ( X55) showing metastatic 
lesion in neck characterized by predominance of follicular form 
of adenocarcinoma. Note large colloid lakes in lower corners. 
Colloid shows tendency to undergo condensation and vacuola- 
tion. Areas of primary epithelial hyperplasia and papillary for¬ 
mations such as are seen in upper part are seen in all sections. 

was recommended in a military hospital, but the patient chose a 
civilian institution. The operation, a thyroidectomy and a radical 
dissection of the right side of the neck, was accomplished in 
February, 1955. On admission to Walter Reed Army Medical 
Center he had a well-healed scar from the previous surgery. Two 
small, pea-sized nodules could be felt in the area normally occu¬ 
pied by the left thyroid lobe. A scintigram of the neck region re¬ 
vealed residual thyroid tissue in the area of the left thyroid lobe 
with extension toward the angle of the mandible (fig. 3). On 
April 1, 1955, a radical dissection of the left side of the neck was 


performed. The pathological diagnosis was colloid-producing 
adenocarcinoma of the thyroid gland with metastasis to the cervi¬ 
cal lymph nodes (fig. 4). A scintigram obtained May 23, 1955, 
again showed a concentration of l 131 in the area normally occu¬ 
pied by the left thyroid lobe as well as at the angle of the man¬ 
dible. Further surgery was thought to be inadvisable, and ar¬ 
rangements were made for therapy with I 131 . The 24-hour thy- 
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Fig. 5 (case 2).—Scintigram taken five months after thera¬ 
peutic dose of I 131 . No iodine-concentrating tissue apparent in 
neck region. 


roidal uptake two days prior to administration of the therapeutic 
dose was 297. On July 20, 1955, 110 me. of I 131 was adminis¬ 
tered orally. The 96-liour urinary excretion of this dose was cal¬ 
culated to be 82.27. Therapy was without complication, and 
thyroid medication was begun several days later. 

The patient’s condition was reevaluated in December, 1955, 
after the patient had discontinued thyroid medication one month 
earlier. The physical findings in the neck were unchanged since 
the previous surgery. A scintigram of the neck region failed to re¬ 
veal any concentration of l 131 by functioning thyroid tissue in the 
neck area (fig. 5). No extrathyroidal concentrations of the radio¬ 
active material were noted during the body-scanning procedures. 
No metastatic lesions were seen in the chest x-ray or skeletal 
survey. 

Case 3.—This 25-year-old man entered 1 Valter Reed Army 
Medical Center in July, 1955, with a history of a swelling in the 
left supraclavicular region that he had noticed five months earlier. 
This mass was at first attributed to laryngitis and later to an in¬ 
fected tooth. Because it persisted, he was transferred to Walter 
Reed Army Medical Center for diagnostic evaluation. Physical 
examination rex'ealed a firm, nontender left supraclavicular nodu¬ 
lar mass measuring 2 by 2 by 2 cm. A biopsy of this mass was per¬ 
formed July 13, 1955. The pathological diagnosis was metastatic 
papillary adenocarcinoma of the thyroid gland (fig. 6). A scinti¬ 
gram of the neck region obtained July 27, 1955 (fig. 7) revealed 
a diminished concentration of I 131 over the left thyroid lobe, de¬ 
spite the fact that a greater volume of thyroid tissue was palpable 
on the left. These findings xvere thought to be consistent with the 
presence of a focus of nonfunctioning thyroid tissue in the left 
thyroid lobe. 

On July 29, 1955, a total thyroidectomy and radical dissection 
of the left side of the neck were carried out. A colloid-producing 
adenocarcinoma was found in the left thyroid lobe (fig. 8). There 
were metastatic lesions in both the superficial and the deep cervi¬ 
cal lymph nodes. Studies xvith I 131 performed one month after 
surgery showed a 24-hour thyroidal uptake of 67. A scintigram of 
the neck region obtained Kept. 22, 1955, revealed two residual 
concentrations of l 131 . The first was in the area normally occu¬ 
pied by the right thyroid lobe and the second at the junction of 
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the middle and lateral third of the clavicle on the left. There was 
no evidence of physical abnormality over the clavicle. A chest 
x-ray and skeletal survey failed to reveal any pathological le¬ 
sions. Because of the surgical inaccessibility of the presumably 
retroclavicular lesion, a therapeutic dose of 107 me. of I 131 was 
administered on Nov. 2, 1955. Figure 9 shows the scintigram ob- 



Fig. 6 (case 3).—Photomicrograph ( X 50) showing mixture 
of papillary and colloid-producing follicular elements in meta¬ 
static node. Epithelium shows comparable degree of anaplasia, 
but pattern is in striking contrast to that in primary tumor. 
Colloid-producing follicular forms are most prominent in central 
portions of illustration. Follicles vary in size and there is a 
tendency for colloid to show vacuolation. Cluster of small round 
cells in the lower left represents lymphoid tissue. 


tained several days after this dose. The 96-hour urinary excretion 
was 80.9% of the dose. The patient was later started on thyroid 
maintenance therapy and returned to duty. 

His next clinic visit was in March, 1956, at which time the 
scintigram revealed a small concentration of I 101 at the site of the 
retroclavicular lesion. The 96-hour urinary excretion of this dose 
was 94%. Because of the apparently small uptake, the patient re¬ 
ceived a series of injections of thyroid-stimulating hormone (10 
units daily) for five days prior to therapy. On March 7, 1956, 
112 me. of I 131 was administered orally. The 96-hour urinary ex¬ 
cretion of the administered dose was 92.2%. The patient resumed 
taking thyroid extract and was instructed to return in four months. 

Comment 

Diagnostic procedures employing 1 131 have been of 
considerable assistance in the evaluation of patients 
with carcinoma of the thyroid seen at this institution. 
The case reports presented here were chosen to illus¬ 
trate the benefits derived from routine studies as well 
as to depict some of the problems faced by the radio¬ 
therapist. Although use of 1 131 was an acceptable form 
of therapy for these patients, we do not mean to imply 
that it is indicated in all patients with carcinoma of 
the thyroid. In the majority of these patients, com¬ 
plete surgical excision of the tumor will be possible. 
If complete surgical excision is not possible, the resi¬ 


dual lesions frequently will not concentrate iodine in 
quantities sufficient for a therapeutic effect. Therapy 
with this isotope should not be attempted for any 
lesion that can be removed surgically. 

In cases 2 and 3, a functioning metastatic lesion was 
apparent several weeks after radical surgery. In case 1, ' 
the chest lesions were not discovered until one year 
later. The concentrating ability of the tumor apparent¬ 
ly determines the effectiveness of the therapy. This is 
illustrated in case 2, in which complete obliteration of 
the functioning thyroid tissue was possible with a 
single therapeutic dose of I ,ai . As can be seen in 
figure 4, the colloid-forming elements in this patient’s 
metastatic lesions tend to be segregated into inter¬ 
mediate regions between areas of almost pure papil¬ 
lary formation. To say that complete obliteration of 
the functioning elements in this lesion represents 
eradication of the metastasis would be unwarranted. 
The real effectiveness of therapy with 1 131 in such 
cases will not be known for many years. 

The photomicrographs in figures 6 and 8 show an 
interesting contrast in that the metastatic lesion has a 
more abundant colloid formation than did the primary 
tumor. Despite this fact, no evidence of extrathyroidal 
concentration of 1 131 was apparent until after surgery 
on the thyroid. This serves to emphasize the fact that 
functioning metastatic lesions rarely manifest them¬ 
selves until after all normal thyroid tissue is removed. 

It is also unwise to predict the presence of exclusively 
nonfunctioning metastatic lesions on the basis of the 
presumed iodine-concentrating ability of the original 
tumor. As in case 3, the metastatic lesions do not 
necessarily have the same architectural configuration 
as the primary tumor. The only accurate method of 
assessing this phenomenon is by studies with 1 131 per¬ 
formed at intervals after thyroidectomy. 



Fig. 7 (case 3).—Scintigram showing diminished concentra¬ 
tion of I 131 on left, although both thyroid lobes were approxi¬ 
mately equal in size. 


A frequent postoperative finding in these patients 
is the presence of a focus of iodine-concentrating 
tissue in the normal thyroid area. The decision as to 
whether this tissue should be attacked therapeutically 
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must be carefully considered. In this instance, the 
pathological type of the original tumor assumes great¬ 
er importance, particularly if the residual focus is 
located in an area from which a colloid-producing 
tumor has been removed. Under these circumstances, 
* therapy with 1 1:11 is indicated. In general, if the tumor 
is not of the functioning variety, no I iai should he 
administered hut scintigrams should he performed at 
six-month intervals to determine evidence of change. 

Evidence of concentration of 1 1:11 in the region of 
the thyroid cartilage after thyroidectomy is another 
common finding. It appears so frequently after thyroid 
surgery for any cause that we regard it as entirely 
innocent and probably representing activation of a 
previously inert pyramidal thyroid lobe. This finding 
is considered to he the one exception to the dictum 
that any extrathyroidal iodine-concentrating tissue 
that does not represent direct extension of the thyroid 
gland is a metastatic carcinoma of the thyroid. Never¬ 
theless, we feel that serial scintigrams should he made 
for evidence of change. 

Studies of the urinary excretion of 1 131 can he lielp- 
J'ful in estimating the possible iodine-concentrating 



Fig. 8 (case 3).—Photomicrograph ( X 55) showing pure 
papillary form predominating in primary tumor. There is marked 
epithelial hyperplasia demonstrated by piling up of epithelial 
cells in central portions of illustration. No follicular colloid- 
> producing elements are seen. 

r 

ability of metastatic lesions. This was particularly true 
in case 1, where determination of uptake of the lesion 
would have been impossible with an external counter. 
Since the radioactivity in the urinary tract is fairly 
considerable in the first 48 hours after administration 
of a tracer dose, total body scanning should not be 
carried out until several days after this dose has been 


given. Some physicians have recommended the use 
of the thyroid-stimulating hormone for facilitating 
diagnosis and treatment of patients with carcinoma 
of the thyroid. 3 That these procedures can be per¬ 
formed while the patient continues his thyroid medi¬ 
cation is the advantage claimed. Our experience with 
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Fig. 9 (case 3).—Scintigram taken one month after total 
thyroidectomy and radical dissection of left side of neck, reveal¬ 
ing residual functioning tissue in area of right thyroid lobe as 
well as iodine-concentrating metastatic lesion at level of clavicle. 

the severe reaction in case I, as well as with a similar 
reaction in a patient not reported here, has prompted 
us to restrict the use of thyroid-stimulating hormone 
to the preparation of patients with carcinoma of the 
thyroid for therapy with 1 131 . We do not employ this 
drug for diagnostic procedures in these patients, al¬ 
though we.presumably accomplish the same objective 
by allowing them to become hypothyroid for several 
weeks. 

Propylthiouracil, when administered in large doses 
after total thyroidectomy and for many months after¬ 
ward, has on occasion been shown to markedly in¬ 
crease the iodine-concentrating ability of some 
metastatic lesions. 3 There have been instances in 
which it has induced iodine concentration in a metas¬ 
tasis that, on the basis of the classification of the 
primary tumor, would never be expected to develop 
such an ability. 4 As the use of thyroid-stimulating 
hormone becomes more widespread, propylthiouracil 
will no doubt be used less frequently. We are con¬ 
templating its use in cases 1 and 3 if the previous 
therapeutic doses of 1 131 have not completely oblit¬ 
erated the metastatic lesions. 

Summary 

A program of follow-up investigation with radio¬ 
active iodine (1 13 ‘) has been carried out in patients 
with carcinoma of the thyroid seen at the Walter Reed 
Army Medical Center. Unexpected metastatic lesions 
have been discovered and therapy instituted when no 
evidence of metastatic disease was apparent by-other 
methods of examination. Although the patjr 'p 

reported cases were all suitable for ^ j . h 

I l31 , the fact should be emphasized f H ,/ - ye 

treatment of choice for both the x 

the metastatic lesions whenever it, 

ried out. / 

■/ 

915 N. Grand Blvd., St. Louis (6) •’ 
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the middle and lateral third of the clavicle on the left. There was 
no evidence of physical abnormality over the clavicle. A chest 
x-ray and skeletal survey failed to reveal any pathological le¬ 
sions. Because of the surgical inaccessibility of the presumably 
retroclavicular lesion, a therapeutic dose of 107 me. of I 131 was 
administered on Nov. 2, 1955. Figure 9 shows the scintigram ob- 



Fig. 6 (case 3).—Photomicrograph ( X 50) showing mixture 
of papillary and colloid-producing follicular elements in meta¬ 
static node. Epithelium shows comparable degree of anaplasia, 
"but pattern is in striking contrast to that in primary tumor. 
Colloid-producing follicular forms are most prominent in central 
portions of illustration. Follicles vary in size and there is a 
tendency for colloid to show vacuolation. Cluster of small round 
cells in the lower left represents lymphoid tissue. 


tained several days after this dose. The 96-hour urinary excretion 
was 80.9% of the dose. The patient was later started on thyroid 
maintenance therapy and returned to duty. 

His next clinic visit was in March, 1956, at which time the 
scintigram revealed a small concentration of I 131 at the site of the 
retroclavicular lesion. The 96-hour urinary excretion of this dose 
was 94%. Because of the apparently small uptake, the patient re¬ 
ceived a series of injections of thyroid-stimulating hormone (10 
units daily) for five days prior to therapy. On March 7, 1956, 
112 me. of I 131 was administered orally. The 96-hour urinary ex¬ 
cretion of the administered dose was 92.2%. The patient resumed 
taking thyroid extract and was instructed to return in four months. 

Comment 

Diagnostic procedures employing 1 131 have been of 
considerable assistance in the evaluation of patients 
with carcinoma of the thyroid seen at this institution. 
The case reports presented here were chosen to illus¬ 
trate the benefits derived from routine studies as well 
as to depict some of the problems faced by the radio¬ 
therapist. Although use of 1 131 was an acceptable form 
of therapy for these patients, we do not mean to imply 
that it is indicated in all patients with carcinoma of 
the thyroid. In the majority of these patients, com¬ 
plete surgical excision of the tumor will be possible. 
If complete surgical excision is not possible, the resi¬ 


dual lesions frequently will not concentrate iodine in 
quantities sufficient for a therapeutic effect. Therapy 
with this isotope should not be attempted for any 
lesion that can be removed surgically. 

In cases 2 and 3, a functioning metastatic lesion was 
apparent several weeks after radical surgery. In case I, 
the chest lesions were not discovered until one year ' 
later. The concentrating ability of the tumor apparent¬ 
ly determines the effectiveness of the therapy. This is 
illustrated in case 2, in which complete obliteration of 
the functioning thyroid tissue was possible with a 
single therapeutic dose of I 13 ‘. As can be seen in 
figure 4, the colloid-forming elements in this patient’s 
metastatic lesions tend to be segregated into inter¬ 
mediate regions between areas of almost pure papil¬ 
lary formation. To say that complete obliteration of 
the functioning elements in this lesion represents 
eradication of the metastasis would be unwarranted. 
The real effectiveness of therapy with 1 131 in such 
cases will not be known for many years. 

The photomicrographs in figures 6 and 8 show an 
interesting contrast in that the metastatic lesion has a 
more abundant colloid formation than did the primary 
tumor. Despite this fact, no evidence of extrathyroidal 
concentration of 1 131 was apparent until after surgery 
on the thyroid. This serves to emphasize the fact that 
functioning metastatic lesions rarely manifest them¬ 
selves until after all normal thyroid tissue is removed. 

It is also unwise to predict the presence of exclusively 
nonfunctioning metastatic lesions on the basis of the 
presumed iodine-concentrating ability of the original 
tumor. As in case 3, the metastatic lesions do not 
necessarily have the same architectural configuration 
as the primary tumor. The only accurate method of 
assessing this phenomenon is by studies with 1 131 per¬ 
formed at intervals after thyroidectomy. 
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Fig. 7 (case 3).—Scintigram showing diminished concentra¬ 
tion of I 131 on left, although both thyroid lobes were approxi¬ 
mately equal in size. 


A frequent postoperative finding in these patients 
is the presence of a focus of iodine-concentrating 
tissue in the normal thyroid area. The decision as to 
whether this tissue should be attacked therapeutically 




19 


Vol. 103, No. 1 


CARCINOMA OF THYROID-MACK ET AL. 


must be carefully considered. In this instance, the 
pathological type of the original tumor assumes great¬ 
er importance, particularly if the residual focus is 
located in an area from which a colloid-producing 
tumor has been removed. Under these circumstances, 
* therapy with I 131 is indicated. In general, if the tumor 
is not of the functioning variety, no 1 1:11 should he 
administered hut scintigrams should he performed at 
six-month intervals to determine evidence of change. 

Evidence of concentration of Iin the region of 
the thyroid cartilage after thyroidectomy is another 
common finding. It appears so frequently after thyroid 
surgery for any cause that we regard it as entirely 
innocent and probably representing activation of a 
previously inert pyramidal thyroid lobe. This finding 
is considered to he the one exception to the dictum 
that any extrathyroidal iodine-concentrating tissue 
that does not represent direct extension of the thyroid 
gland is a metastatic carcinoma of the thyroid. Never¬ 
theless, we feel that serial scintigrams should he made 
for evidence of change. 

Studies of the urinary excretion of 1 1:11 can he lieip- 
j-ful in estimating the possible iodine-concentrating 



Fig. 8 (case 3).—Photomicrograph (X55) showing pure 
papillary form predominating in primary tumor. There is marked 
epithelial hyperplasia demonstrated by piling up of epithelial 
cells in central portions of illustration. No follicular colloid- 
' producing elements are seen. 

r 

ability of metastatic lesions. This was particularly true 
in case 1, where determination of uptake of the lesion 
would have been impossible with an external counter. 
Since the radioactivity in the urinary tract is fairly 
considerable in the first 48 hours after administration 
of a tracer dose, total body scanning should not be 
carried out until several days after this dose has been 


given. Some physicians have recommended the use 
of the thyroid-stimulating hormone for facilitating 
diagnosis and treatment of patients with carcinoma 
of the thyroid. 2 That these procedures can be per¬ 
formed while the patient continues his thyroid medi¬ 
cation is the advantage claimed. Our experience with 
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Fig. 9 (case 3).—Scintigram taken one month after total 
thyroidectomy and radical dissection of left side of neck, reveal¬ 
ing residual functioning tissue in area of right thyroid lobe as 
well as iodine-concentrating metastatic lesion at level of clavicle. 

the severe reaction in case 1, as well as with a similar 
reaction in a patient not reported here, has prompted 
us to restrict the use of thyroid-stimulating hormone 
to the preparation of patients with carcinoma of the 
thyroid for therapy with I iai . We do not employ this 
drug for diagnostic procedures in these patients, al¬ 
though we.presumably accomplish the same objective 
by allowing them to become hypothyroid for several 
weeks. 

Propylthiouracil, when administered in large doses 
after total thyroidectomy and for many months after¬ 
ward, has on occasion been shown to markedly in¬ 
crease the iodine-concentrating ability of some 
metastatic lesions. 2 There have been instances in 
which it has induced iodine concentration in a metas¬ 
tasis that, on the basis of the classification of the 
primary tumor, would never he expected to develop 
such an ability. 4 As the use of thyroid-stimulating 
hormone becomes more widespread, propylthiouracil 
will no doubt he used less frequently. We are con¬ 
templating its use in cases 1 and 3 if the previous 
therapeutic doses of 1 131 have not completely oblit¬ 
erated the metastatic lesions. 

Summary 

A program of follow-up investigation with radio¬ 
active iodine (1 13 ‘) has been carried out in patients 
with carcinoma of the thyroid seen at the Walter Reed 
Army Medical Center. Unexpected metastatic lesions 
have been discovered and therapy instituted when no 
evidence of metastatic disease was apparent by other 
methods of examination. Although the patients in the 
reported cases were all suitable fortherapy with 
1 131 , the fact should be emphasized that surgery is the 
treatment of choice for both the primary tumor and 
the metastatic lesions whenever it can safely be car¬ 
ried out. 

915 N. Grand Blvd., St. Louis (6) (Dr. Mack). 
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LYMPHOMAS IN FOUR SIBLINGS 

Marlin J. E. Johnson, M.D. 
and 

Clifford H. Peters, M.D., Bismarck, N. D. 


Malignant lymphomas are not uncommon, but mul¬ 
tiple cases in siblings are exceedingly rare. To our 
knowledge there have been only two families recorded 
with more than two siblings affected with malignant 
lymphomas. Anderson 1 in 1951 reported a family in 
which five of eight children were affected with acute 
leukemia. In 1953 Steinberg, Farber, and Downing 2 
reported a family in which four of seven children were 
affected with acute leukemia or lymphoma. 

Evidence has been accumulating in recent years to 
indicate that in general there is no genetic component 
of importance in the causation of acute leukemia. 3 
Perhaps the most striking evidence in favor of this 
conclusion is the result of Guash’s 3d canvass of hema¬ 
tologists from all parts of the world. The physicians 
who responded to Guasch’s questionnaire had seen 
more than 2,500 cases of acute leukemia. No family 
was reported with three or more siblings affected ex¬ 
cept that previously recorded by Anderson. 1 Only 12 
families in which two siblings had acute leukemia 
were reported. In two of these families, the affected 
children were fraternal twins. It is interesting, also, to 
note that, among eight sets of identical twins, four 
were discordant (only one had the disease). Two of the 
cases of concordant sets (both twins had the disease) 
had been published previously, but none of the dis¬ 
cordant sets had been recorded. It is probable that 
other discordant sets of twins are known but not 
reported in the literature. Dameshek 1 in his report 
of leukemia in twins felt that an embryonic rest or 
anlage should be considered as a possible etiological 
factor. Lawrence and Goetsch 5 in 1950 reported 500 
cases of leukemia, with evidence of leukemia in im¬ 
mediate or distant relatives in only three or four 
families. Cooke," in reporting acute leukemia in 2- 
year-old twins, cites Videbaek’s figures obtained from 
an investigation of relatives of 209 patients with leu¬ 
kemia. Seventeen, or 8.1%, had one or more relatives 
with the disease. Videbaek added 13 families to the 
26 that had already been reported at that time (1947) 
as having more than one member affected. 


From the Department of Internal Medicine, Quain and Ram- 
stad Clinic. 

Read before the North Dakota Regional College of Physicians 
Meeting, Jamestown, N. D., Sept. 10,1955. 


• The finding of three cases of acute leukemia and 
one of lymphosarcoma in a family of J 2 siblings 
prompted this study of possible causation. Since no 
environmental cause could be identified, the likeli¬ 
hood of a genetic cause was investigated by con¬ 
structing a pedigree and attempting to determine the 
causes of death among the many relatives of the 
four patients. The possibility that a recessive gene 
was involved was especially considered because of 
the finding of evidences of consanguinity, including 
the fact that the parents were first cousins. 


During the years 1952 to 1954, we observed the 
development of three cases of acute leukemia and one 
case of lymphosarcoma in four siblings of a family of 
12. Three brothers, aged 24, 26, and 29, and one 
sister, aged 33, were affected. All have died. -This 
family has been rather extensively studied from the 
standpoint of hereditary and environmental factors 
that may have contributed to this tragic and unusual 
occurrence. 

Pedigree 

The pedigree of this family is presented in the 
figure. In the pedigree, married individuals are indi¬ 
cated by a connecting horizontal line. Generations are 
indicated by Roman numerals along the left margin. 
The offspring resulting from a marriage are listed ver¬ 
tically with the first-born child at the top of a column. 
Only individuals who are biologically related to the 
patients are identified by Arabic numbers. These num¬ 
bers are at the lower left of the individual symbols. 
The figure at the lower right of the symbol is the pres¬ 
ent age of the individual represented if living, or his 
age at death if dead. The dotted line extending below 
1-3 indicates that there are other children in this fam¬ 
ily who are not listed in the pedigree. The double line 
connecting the symbols for IV-2 and IV-3 indicates 
that they are believed to be identical twins. 

The four patients with leukemia and all the individ¬ 
ually indicated living relatives in the pedigree except 
III-ll were interviewed directly (19) or by mail (6) to 
obtain the material for the pedigree. Death certificates 
and/or hospital records were obtained whenever pos¬ 
sible for all deceased individuals. Hospital records and 
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pathology reports were obtained for all major surgical 
procedures experienced by members of the family to 
check for malignancies that may have heen unknown 
to those reporting. Only one of the individuals shown 
in generations I, II, and III had a malignancy. In gen¬ 
eration II, individual 3 died of a carcinoma of the 
colon in 1955 at 87 years of age. In addition, a brother 
of II-2 and II-3 is known to have died of gastric car¬ 
cinoma at 55 years of age. In generation IV, only the 
four patients with leukemia have had a malignancy. 
The only other noteworthy item in the pedigree is 
that the grandmothers of the siblings are sisters and 
that unconfirmed evidence indicates that the grand¬ 
fathers were fourth cousins. This belief is supported 
in part by the fact that the grandfathers have the same 
unusual surname. The parents of the patients are, 
therefore, at least first cousins and possibly a bit more 
closely related because of the reported relationship 
of the grandfathers. Two questions arise at once con- 
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Pedigree of four siblings with lymphoma (as of June, 1954). 
Individuals II-3 and IV-6 died subsequently at the ages of 87 
and 34 respectively. 


cerning this pedigree: First, is the great frequency of 
acute leukemia in this family a chance phenomenon, 
and, second, if it is not, what caused it to occur? 

To answer the first, it is necessary to compute the 
probability of contracting acute leukemia by some 
given age, then to compute the probability of finding 
at least 4 affected individuals in a family of 12, and, 
finally, to estimate the probability of the occurrence 
of such a family among all families of 12 children 
each. Dr. Steinberg of the Children’s Cancer Research 
Foundation, Boston, has made such calculations for 
us. He reports that the probability of at least 4 
affected children in a family of 12 occurring by chance 
is less than 5 in 10°; that is, about five chances in a 
billion. In other words, in each one billion families of 
12 children each, about five would be expected to have 
more than 3 children with leukemia. Even though this 


family was selected precisely because it had multiple 
cases of leukemia, it is clear that, for it to have a 
reasonably high probability' of occurring by' chance, 
a far larger number of families of 12 children each 
than has existed since the beginning of the recorded 
history of man would have had to have been exposed 
to risk. It must be concluded that the concentration 
of acute leukemia in this family is not a chance phe¬ 
nomenon. 

We are confronted then with the second question: 
What has caused this extremely high frequency of 
acute leukemia to occur in this family? The members 
of this family were raised on a farm in North Dakota. 
The farm is still in the family’s possession. The pa¬ 
tients, as well as their parents and siblings, were 
questioned repeatedly concerning the use of chemical 
agents in the course of their farming. They reported 
the use of the rat poison warfarin, a coumarin deriva¬ 
tive causing death in rats through hemorrhagic phe¬ 
nomena; ethylmercuric chloride (Ceresan), used to 
prepare seed grain for planting; and various chloro- 
phenothane (DDT) spray's. These agents have been 
in general use by farmers in the area. This family 
does not appear to have used them in any but the 
usual ways employed by their neighbors. It does not, 
therefore, seem likely' that the materials used on its 
farm were the cause of the leukemia in this family. 
This conclusion is strengthened when we consider 
that one of the patients was a woman and would have 
been less exposed to the chemicals than the men. 

Recently, convincing evidence has been published 
demonstrating that radiation may cause an increased 
incidence of leukemia in man. The exposure to radia¬ 
tion may have been over a long period of time or 
massive. 7 U. S. government surveys have demonstrated 
isolated concentrations of uranium, and hence in¬ 
creased radiation, in various regions of North Dakota. 
Therefore, we had the amount of natural radiation on 
this family’s farm measured. The amount of radiation 
found was no more than in the area in general. A 
study of the incidence of ly’mphomatous disease by' 
counties for the years 1949 through 1953 was made 
from statistics furnished by the North Dakota State 
Department of Health. This showed no higher inci¬ 
dence of deaths from lyanphomatous disease in the 
central North Dakota county in which this family 
was born and reared. The incidence for the state ^ 
similar to that of the county'. 

Report of Cases 

Case 1.—A male, aged 26, was seen at the Quain and Ramst..d 
Clinic on Dec. 8,1952. He complained of a sore throat of approxi¬ 
mately two months’ duration. There was considerable morning 
expectoration but not much cough. He had been a heavy smoker. 
General physical examination was negative except for a few 
shotty cervical nodes. The liver and spleen were not palpable. 
The hemoglobin level was 12.8 gm. per 100 cc., and the whi:e 
blood cell count was 2,100 per cubic millimeter, with polymor¬ 
phonuclear neutrophil leukocytes, 27%; band cells, 1%; basophils, 
2%; and lymphocytes, 70S. The agglutination test for heterophil 
antibodies was negative. The chest x-ray showed no definite 
mediastinal nodes, although the hilar shadows appeared to be 
somewhat enlarged. There was also some enlargement of the 
left ventricle, but there was no essential change from that shown 
by a film taken in January, 1951. 
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History— In 1930, the patient had had cervical adenitis due to 
an abscessed tooth. In 1941, he had had acute appendicitis with 
peritonitis, and an- appendectomy and drainage of a peritoneal 
abcess were done. In 1944, the patient had had lymphangitis in 
the left arm; in 1945, eczematoid dermatitis of contact origin of 
both wrists; in 1947, herpes zoster affecting the right lumbar 
area; and in 1951, mild epiphysitis of the thoracic spine. During 
the period from 1930 until the onset of the present illness, the 
hemoglobin level had ranged from 15 to 16.3 gm. per 100 cc., 
and the white blood cell count from 7,400 to 8,100 per cubic 
millimeter. The patient was seen in September, 1952, because of 
headache, vertigo, and a slight cough. Examinations at that time 
were negative. The white blood cell count was 3,300 per cubic 
millimeter, with polymorphonuclear neutrophil leukocytes, 47%; 
metamyelocytes, 2%; basophils, 3%; lymphocytes, 46%; and mono¬ 
cytes, 2%. Examinations of the blood smear showed mild hypo¬ 
chromia and anisocytosis. There was no evidence of leukocytic 
immaturity, but the platelets appeared to be reduced in number. 
The hemoglobin value was 12.9 gm. per 100 cc. 

Course .—From December, 1952, until the patient’s death, he 
was seen at intervals of one week to 10 days. His total white 
blood cell count ranged from 1,800 to 3,000 per cubic millimeter, 
and the. differential counts revealed predominantly mononuclear 
cells, including atypical monocytes. Lymph nodes remained 
quite small throughout the patient’s illness. He suffered repeated 
bouts of infection with abscessed teeth, pharyngitis, stomatitis, 
and ulceration of the mucous membrane of the mouth. There 
were two episodes of pneumonic infiltration of the lungs with 
fever. He also developed folliculitis of the nares with much 
crusting. During this period, the patient was treated with blood 
transfusions and antibiotics. His hemoglobin level varied from 
9 to 10 gm. per 100 cc. and the platelet count from 50,000 to 
150,000 per cubic millimeter. 

In May, 1953, the patient was seen at the Thomas Henry 
Simpson Memorial Institute for Medical Research at Ann Arbor, 
Mich. Their report was as follows: Patient appeared quite pale, 
but was in no acute or chronic distress. There was no evidence 
of bleeding tendency. The chest and heart were normal. The 
spleen could just be felt below the left costal margin, and there 
was no sternal tenderness. Urinalysis, a tuberculin test, and stool 
examinations were negative on several occasions. The hemo¬ 
globin level on admission was 8.4 gm. per 100 cc.; red blood cell 
count, 3 million per cubic millimeter; hematocrit 29%; 
mean corpuscular volume, 97 cubic microns; mean corpuscular 
hemoglobin concentration, 29%; sedimentation rate, 11 mm. 
per hour; and white blood cell count, 1,600 per cubic 
millimeter, with a differential leukocyte count showing blasts, 
16%; neutrophils, 12%; large lymphocytes, 44%; small lymphocytes, 
20%; and monocytes, 8% (50 cells were counted). The blast cells 
were large, primitive monocytoid forms. Sternal marrow was 
obtained with ease; there were small clumps. A few megakaryo¬ 
cytes were present. The majority of cells were primitive mono- 
blasts with finely dispersed nuclear chromatin and prominent 
nucleoli. The most striking feature was the predominance of 
erythropoiesis that was definitely young in character and perhaps 
somewhat megaloblastoid. Platelets in the peripheral blood were 
normal. The Kahn test was negative. The value for serum uric 
acid was 4.2 mg. per 100 cc. and for total serum bilirubin 0.6 
mg. per 100 cc.; no antibodies were demonstrated in the patient’s 
serum. X-ray of the client was negative. He was placed on a 
regimen of mercaptopurine, 150 mg. daily for a period of seven 
days. During this time the patient developed an acute pharyn¬ 
gitis with coagulase-positive Micrococcus pyogenes var. aureus 
and Pseudomonas aeruginosa. Multiple antibiotics were tried. 
The infection finally responded to oxytetracycline (Terramycin) 
hydrochloride given intravenously. There was no significant 
change in the patient’s blood values while he was taking the 
mercaptopurine. At that time he was placed on cortisone therapy, 
300 mg. daily by mouth, which was decreased over a period of 
five days to a maintenance dose of 100 mg. daily. He received 
multiple blood transfusions and antibiotics. The patient’s con¬ 
dition was diagnosed as subacute monocytic leukemia of the 
histiomonocytoid type. 

After the patient’s return from Michigan, his condition steadily 
deteriorated, requiring frequent hospitalizations and blood trans¬ 
fusions. Prior to death he developed hemorrhagic episodes with 
epistaxis and multiple petechial hemorrhages throughout the 
trunk and extremities. His total white blood cell count dropped 
to 700 per cubic millimeter and the platelet count to 20,000 


per cubic millimeter. Terminally, he developed pleural effusion 
with marked, apparently leukemic, infiltration of both lung 
.fields. He died on. Oct. 20, 1953. 

Autopsy— Autopsywas performed on Oct. 21,1953. The report 
described the body as that of a well-developed but undernour¬ 
ished and emaciated male, 26 years of age. Numerous petechiae 
and ecchymotic extravasations were found throughout the skin 
area, and there was moderate abdominal distention. A few small 
nodes were palpable in the posterior cervical chain of lymph 
nodes, but otherwise there was no gross evidence of generalized 
lymphadenopathy. The skin was slightly icteric. The extremities 
were without abnormality. The chest and abdomen were opened 
in the usual manner. Numerous petechiae were found in the 
parietal pericardial layer as well as the epicardium. The heart 
was small, weighing 240 gm. (8.5 oz.). On section the myo¬ 
cardium showed no evidence of old or recent infarction. The 
cardiac chambers were free of thrombi or emboli. The aortic 
and mitral valves were both freely movable and the tricuspid 
and pulmonary valves were within normal limits. The root of the 
aorta was free of atheromatous plaquing, and the coronary 
arteries were smooth and flexible. 

The right lung weighed 390 gm. (13.75 oz.), and the left 
lung weighed 310 gm. (11 oz.). There was about 100 cc. of 
blood-tinged fluid in each pleural cavity. Both lungs had firm 
but rather poorly defined infiltrations throughout all lobes. On 
section these infiltrations appeared to be areas of infarction in 
various stages of recovery. Some infarctions were typically red, 
while in others necrosis and organization predominated. There 
was a moderate amount of hypostatic congestion present. The 
pleural cavities were free of adhesions. The bronchial system 
was dissected bilaterally and showed no evidence of bronchi¬ 
ectasis or tumor. The pulmonary vascular system was bilaterally 
clear. There was no hilar adenopathy, and the lymph nodes of 
the mediastinum appeared to be of normal size. 

The liver was moderately enlarged, weighing 2,210 gm. 
(4 lb. 14 oz.). Glisson’s capsule was smooth and glistening. 
There were scattered, irregular nodular infiltrations throughout 
all lobes of the liver. On section, these areas presented a yellow¬ 
ish-grey surface. The uninvolved liver parenchyma, however, 
had a relatively normal architecture. The gallbladder was normal 
in size and shape and contained no stones. The biliary duct 
system was clear, and the ampulla of Vater was patent. The 
spleen was considerably enlarged, weighing 420 gm. (14.2 oz.). 
It was firm in consistency, and on the capsular surface there were 
scattered, irregular, fairly well-defined deep-red areas of dis¬ 
coloration. On section, these areas proved to be wedge-shaped 
areas of infarction. The cut surface presented a rather glazed, 
shiny appearance, and minimal scrapings were obtained. It was 
difficult to see any Malpighian corpuscles on gross inspection. No 
accessory spleens were noted. 

The pancreas was very' firm and well lobulated. It appeared 
to be of normal size and shape. Both adrenal glands appeared 
grossly to be within normal limits. The right kidney weighed 
150 gm. (5.29 oz.) and the left kidney 140 gm. (5 oz.). The 
capsules of either kidney were stripped with ease. The cortical 
surface was smooth. On section the cortical medullary distinction 
was well demarcated. The pelves, the ureters, and the bladder 
were clear. The stomach was opened and showed no evidence of 
ulceration or tumor. The mucosa, however, presented widely 
scattered, pinpoint hemorrhages. The esophagus was clear. The 
remainder of the gastrointestinal tract, except for a few mucosal 
petechiae, was not remarkable. There was no mesenteric or 
retroperitoneal lymphadenopathy. 

Histological examination of the bone marrow showed the 
marrow structure to be completely replaced by immature mono¬ 
nuclear cells, which are morphologically compatible with 
monoblasts and their successors. The cells were characterized by 
having lobulated, infolding, irregularly shaped nuclei containing, 
as a rule, several prominent nucleoli. The cytoplasm was rela¬ 
tively sparse and showed variable granulation. Scattered 
reticuloendothelial cells were also present. No granulocytes nor 
megakaryocytes were seen. 

The myocardium had a relatively normal structure except for 
slight interstitial edema. There was no evidence of old or recent 
infarction. Examination of sections taken from both lungs dis¬ 
closed numerous infarctions in varying phases of development. 
Most of them presented a completely necrotic structure, with 
only the ghost outline of the normal cellular architecture re¬ 
maining. The areas of infarction were zoned peripherally by 
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scattered mononuclear cells and a very few polymorphonuclear 
neutrophil leukocytes. There was moderate congestion in this 
area also. Scattered throughout the lung parenchyma were rather 
small groupings of immature mononuclear cells similar to those 
that were found in tile hone marrow. 

Histological examination of the liver showed numerous areas 
of necrosis containing only the ghost outlines of the hepatic cells. 
These areas also contained scattered mononuclear cells and a 
few polymorphonuclear neutrophil leukocytes at their periphery. 
They probably represented areas of infarction that were grad¬ 
ually undergoing recovery. A few small focal collections of im¬ 
mature monocytes were also present in the liver parenchyma. 
These collections were particularly prone to he in the area of 
the portal triads. Examination of the spleen showed large red 
areas of infarction characterized by complete obliteration of the 
splenic architecture by densely packed erythrocytes. In some 
areas there was a beginning of organization of these infarcts. 
The splenic parenchyma contained numerous scattered groups of 
immature monocytes. As a rule, however, the Malpighian cor¬ 
puscles remained clearly discernible although widely separated. 

Histological examination of the pancreas showed it to he 
within normal limits. The adrenal glands were not remarkable. 
Examination of the kidneys showed a relatively normal structure. 
There were a few pigmented casts, however, in some of the 
collecting tubules. 

Subleukemic monocytic leukemia was found to be the cause 
of death. Other findings included multiple infarctions of the 
lungs, liver, and spleen; splenomegaly and hepatomegaly; im¬ 
mature monocytic infiltration of the bone marrow, liver, lungs, 
and spleen; generalized petechial hemorrhages into the skin and 
serous membranes; icterus; and cachexia. 

Case 2.—A 24-year-old male examined on April 29, 1952, com¬ 
plained of having had a swelling in the left side of the neck for 
two months. The swelling was just above the collar hone. For 
one week there had been some pain in the left antcrosupcrior 
area of the chest. The patient’s history' otherwise included only 
minor illnesses. Physical examination revealed a well-nourished, 
well-developed male 5 ft. 11.5 in. (180.3 cm.) tall weighing 
168 lb. (76.2 kg.). Examination of the neck revealed a mass in 
the left supraclavicular region that was fixed, about 3 by 5 cm. 
in size, with one satellite node measuring 1 by 2 cm. about 3 cm. 
above it. The main mass extended along the chain of anterior 
cervical lymph nodes and was hard and slightly nodular. A small 
mass just palpable deep in the right supraclavicular region was 
not movable. Other findings of the physical examination were 
normal; there was no other adenopathy and the liver and spleen 
were not palpable. The hemoglobin level was 13.1 gin. per 100 
cc, and the white blood cell count 5,600 per cubic millimeter. 
Urinalysis was negative. An x-ray of the chest revealed a soft- 
tissue mass in the left supraclavicular region. There was another 
soft-tissue mass extending to the right from the superior medi¬ 
astinum with a very small mass extending from the left superior 
mediastinum. 

A tentative diagnosis of lymphoma was made, and the patient 
was referred to the Mayo Clinic, where he was seen by' Dr. A. 13. 
Hagedorn. As reported by Dr. Hagedom, a biopsy of the lymph 
node in the left supraclavicular region revealed a lymphosarcoma 
of the small round-cell type. A course of x-ray therapy was given, 
with complete subsidence of the left supraclavicular mass. The 
right superior mediastinum was also treated because of the wid¬ 
ened area there. The patient was again seen in September, 1952, 
at which time he complained of an ache in the midthoracic 
region and some swelling in the right supraclavicular region. 
Examination at that time revealed several lymph nodes in the 
right supraclavicular area. There was no other adenopathy, and 
tire spleen and liver were not palpable. Urinalysis was negative. 
The hemoglobin level was 12.4 gm. per 100 cc., and the white 
blood cell count was 6,600 per cubic millimeter. An x-ray of the 
thoracic area of the spine was negative, and the superior medi¬ 
astinum was not as wide as in the previous x-ray. The patient 
was sent to the Mayo Clinic and received x-ray therapy to the 
thoracic spine because of the symptoms of pain in this area. There 
was no x-ray evidence of a spinal lesion. 

In January’, 1953, the patient was somewhat weak and 
dyspneic and had pain in the left flank area. Physical examination 
revealed a markedly pale patient with a mass in the right supra¬ 
clavicular region. Examination of the mucous membranes was 


negative. The liver and spleen were not palpable. The hemo¬ 
globin value was 8.3 gm. per 100 cc.; the platelet count was 
30,000 per cubic millimeter. The clotting time was four minutes 
and bleeding time six minutes. The white blood cell count was 
1,200 per cubic millimeter. The patient was referred to the Mayo 
Clinic. Their laboratory findings were essentially the same as 
ours. A bone marrow aspiration showed the marrow to be very 
hypocellular with depression of ml CC 11 lines. There were only 
rare megakaryocytes. The patient was treated with blood trans¬ 
fusions and penicillin. 

From this time on the patient continued to have a pan¬ 
cytopenia with a white blood cell count ranging from 275 to 
1,000 per cubic millimeter, with lymphocytes predominating and 
no blast forms seen. The patient developed hemorrhages from 
the nose nnd gums and had severe oral and pharyngeal infections 
from time to time. A massive pleural effusion appeared on the 
left side and was treated with aspiration. The patient became 
progressively worse and died on April 20, 1953. 

Autopsy .—The autopsy report of April 21, 1953, was as fol¬ 
lows: The body was that of an undernourished, rather cachectic, 
but well-developed male, 26 years of age. Numerous petechial 
hemorrhages and scattered areas of ecchymosis were present over 
the thighs, abdomen, thorax, and upper arms. No evidence of 
icterus was present in the skin or sclera. There were several 
slightly enlarged discrete lymph nodes palpable in the right an¬ 
terior cervical chain. The inguinal nodes were bilaterally pal¬ 
pable. Otherwise no generalized superficial ly'inphadenopathy 
was discernible. 

The chest and abdomen were opened in the usual manner. 
The heart, of normal size and contour, weighed 280 gm. (10 oz.). 
A few cubic centimeters of straw-colored fluid was present within 
the pericardial cavity. There were scattered areas of petechial 
hemorrhage in both the visceral and parietal pericardium. The 
myocardium was rather flabby in consistency but showed no evi¬ 
dence of old or recent infarction. The cardiac chambers were free 
of thrombi or emboli. The mitral and aortic valves were both 
freely movable. The coronary orifices were patent, and the coro¬ 
nary arteries were smooth and flexible throughout. The right lung 
weighed 470 gm. (1 lb. 0.5 oz.) and was quite heavy and 
edematous. Normal crepitations were absent. There were a num¬ 
ber of dense fibrous adhesions (apical). About 50 cc. of straw- 
colored fluid was within the pleural cavity. On section the lungs 
showed scattered bronehopneumonic infiltrations, particularly in 
the dependent portions. The bronchial system was dissected and 
showed no evidence of bronchiectasis or tumor. The pulmonary 
vascular system was clear. On the left the thoracic cavity was 
completely filled with bloody fluid. The left lung was completely 
collapsed. It had a rubbery consistency and on section was of a 
dark, purplish-red color. There were scattered enlarged, firm, dis¬ 
crete lymph nodes throughout the superior anterior mediastinum. 
The bone marrow, grossly, had a very dry appearance and re¬ 
sembled cancellous bone. The liver was enlarged and weighed 
2,400 gm. (5 lb. 4.62 oz.). On section it presented a rather ho¬ 
mogeneous beige surface. The normal markings were seen with 
difficulty. Glisson’s capsule was smooth and glistening, expect for 
a few scattered petechial hemorrhages. The gallbladder was free 
of stones and the bilary tree was clear. The spleen was markedly 
enlarged, weighing 550 gm. (1 lb. 3.5 oz.). On section it had 
a homogeneous-appearing greyish-red surface. The normal mark¬ 
ings were not discernible. No accessory spleens were noted. 
Abundant scrapings were obtained. The adrenal glands appeared 
grossly to be within normal limits. The pancreas was firm, fleshy, 
and well Iobulated. 

The right kidney weighed 110 gm. (4 oz.), and the left kidney 
weighed 100 gm. (3.5 oz.). On section the cortical medullary 
pattern was distinct. The pelves, the ureters, and the bladder 
were clear. The prostate gland was enlarged. There was exten¬ 
sive enlargement of the lymph nodes from the celiac axis to the 
bifurcation of the aorta. All these nodes were matted into a large 
continuous mass. The mesenteric nodes were enlarged and mat¬ 
ted together so that the normal anatomic structure of the mesen¬ 
tery was completely distorted. On section the nodes throughout 
this area presented a hemorrhagic greyish-white surface showing 
numerous areas of necrosis. 

The stomach was opened and showed no evidence 'of ulcera¬ 
tion or tumor. The remainder of the gastrointestinal canal ap¬ 
peared to he without abnormality', except for considerable 
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hypertrophy of the lymphoid areas of the terminal portion of 
the ileum. There were scattered petechial hemorrhages through¬ 
out both the parietal and visceral peritoneum. 

Histological examination of numerous lymph nodes presented a 
similar picture. There was complete destruction of the normal 
architecture by small-cell lymphocytic proliferation and extensive 
invasion of the capsular areas. Numerous areas of hemorrhage 
and necrosis were also in evidence. Fibrosis was minimal. No 
Sternberg cells were found. Sections from the left lung showed 
complete atelectasis. Sections of the right lung showed scattered 
bronchopneumonic foci and congestion of the alveolar capillaries. 
Many of the alveolar spaces contained a thin, pink-staining 
homogeneous exudate. 

Examination of the heart showed the myofibrils to be within 
normal limits. There appeared to be a slight interstitial edema. 
No evidence of recent infarction was noted. Examination of the 
liver showed scattered foci of small, immature lymphocytes. 
These were congregated in the more peripheral areas of the 
lobules. There was congestion of the central lobular veins. On 
examination the spleen showed almost complete replacement of 
the splenic architecture by proliferating small lymphocytes. The 
Malpighian corpuscles were not discernible as such. The pancreas 
and adrenal glands appeared to be within normal limits. The 
kidneys showed marked congestion of the peritubular plexus. 
No lymphocytic infiltrations were noted in this organ. The 
parenchymal structure was within normal limits. 

The cause of death was found to be lymphocytic lymphosar¬ 
coma involving primarily the abdominal lymph nodes, with 
hemothorax on the left, complete atelectasis of the left lung; 
bronchopneumonia, pulmonary congestion, and edema of the 
right lung; lymphosarcomatous infiltration of the liver and 
spleen; and aplasia of bone marrow. 

Case 3.—A 29-year-old male was first seen at the Quain and 
Ramstad Clinic on June 28, 1952. He had had a cold for the 
previous week, was tired and exhausted, and had generalized 
aches and pains, with some slight fever. Examination revealed 
slight pharyngitis and no adenopathy. The entire general phys¬ 
ical examination was normal. The urinalysis showed 1 -+- albumin, 
a few red blood cells, and a few pus cells. The hemoglobin level 
was 13.8 gm. per 100 cc. and the white blood cell count 12,800 
per cubic millimeter. 

The patient was again seen on July 5, 1952, complaining of 
pain in the lower left quadrant and of continued weakness. 
Physical examination revealed the spleen to be enlarged approxi¬ 
mately 8 cm. below the left costal margin. There were numerous 
petechiae present over the trunk and extremities. The hemo¬ 
globin level was 12.4 gm. per 100 cc. and white blood cell count 
20,800 per cubic millimeter, the differential smear showing 
polymorphonuclear neutrophil leukocytes, 28%; lymphocytes, 
50%; monocytes, 7%; basophils, 12%; and eosinophils, 2%. The 
platelet count was 40,000 per cubic millimeter; bleeding and 
clotting time were normal. Urinalysis was negative. A chest 
x-ray showed a mass extending out from both hilar areas of the 
mediastinum. Bone marrow examination showed the myeloid- 
erythroid layer to be equal to 34%. Stained smears showed a 
marked lymphoid picture, with numerous lymphoblasts and 
prolymphocytes. Mature lymphocytes were prominent. Mega¬ 
karyocytes and megakaryoblasts were more numerous than nor¬ 
mal. The erythroid and myeloid elements were fairly well 
crowded out. Agglutination tests for typhoid H and O antigens, 
paratyphoid A and B, brucellosis, and Proteus vulgaris XI9 
were all negative. The heterophil antibody test was negative. 
Kahn and Wassermann tests were negative; the blood urea 
value was 40 mg. per 100 cc. A peripheral blood smear showed 
definite immature blast forms. 

The patient was placed on cortisone theiapy and given multi¬ 
ple blood transfusions. His condition deteriorated rapidly, with 
marked hemorrhagic phenomenon and marked enlargement of 
the spleen. The family decided to have further consultation, and 
the patient was moved by automobile against our advice. He 
died en route on July 23, 1953. Consequently, no autopsy was 
performed. His condition had been diagnosed as acute lympho¬ 
cytic leukemia. 

Case 4.—A 33-year-old female seen at the Quain and Ram¬ 
stad Clinic on Oct. 14, 1954, complained of exhaustion, ecchy- 
mosis of the skin and the lower extremities, and swelling and 
hemorrhage of the gums. She had had these symptoms for the 


previous two weeks and had been examined at the Mayo Clinic 
during the previous week, where a diagnosis of monocytic 
leukemia had been made. 

History .—'The patient’s history' included various diseases and 
complaints: in 1941, influenza; in 1942, sterility, menorrhagia, 
and left ovarian cyst; in 1945, pain in the right abdomen, with 
performance of oophorectomy and salpingectomy on the right 
and subsequently, at the Mayo Clinic, removal of a tumor of the 
spinal cord that was apparently benign and left no residual effect; 
in 1947 and 1948, menorrhagia and incomplete abortions (pa¬ 
tient seen at Quain and Ramstad Clinic); and in 1952 a hysterec¬ 
tomy was performed. The pathologist’s report contained findings 
of leiomyoma, with the endometrium in the proliferative phase, 
leukoplakia of the cervix, and fibroma of the right ovary. 

This patient’s hemoglobin level, white blood cell count, and 
differential count had been normal during all this period. The 
last complete blood study done before the present illness was on 
April 23, 1953, in which the hemoglobin level was 12.8 gm. per 
100 cc. and the white blood cell count was 11,000, with lympho¬ 
cytes, 19%; myelocytes, 78%; monocytes, 2%; and basophils, 1%. 
The patient was seen as recently as July 22, 1954, at which time 
she complained of general fatigue, which previously had been 
a frequent symptom, and headaches. At that time x-ray of the 
sinuses revealed bilateral antral sinusitis and the hemoglobin 
value was 12.8 gm. per 100 cc. A white blood cell count was not 
done. The general physical examination at that time was nega¬ 
tive.. No enlargement of the spleen was noted, and no petechiae 
were seen. 

Course.—A general physical examination in October, 1954, 
showed numerous petechiae and hypertrophied, hemorrhagic 
gums. The spleen was palpable 2 fingerbreadths below the 
costal margin; the hemoglobin level was 10.8 gm. per 100 cc.; 
the red blood cell count was 3,420,000 per cubic millimeter; 
and the white blood cell count was 6,300. The differential count 
was lymphocytes, 19%; monocytes, 40%; neutrophils, 16%; eosino¬ 
phils, 2%; basophils, 1%; myelocytes, 2%;. progranulocytes, 3%; 
blast cells, 12%; atypical lymphocytes, 2%; and promonocytes, 5%. 
The platelet count was 33,000 per cubic millimeter. Chest x-rays 
were negative. The patient was treated with transfusions, local 
x-ray treatment to the gums to relieve the hemorrhage and ooz¬ 
ing, which was a marked symptom, and other symptomatic 
therapy. She became gradually worse and died on Dec. 10,1954. 
Permission for autopsy was not granted. The patient’s condition 
was diagnosed as monocytic leukemia. 

Comment 

We have been unable to discover any environmental 
agent that can be invoked to explain the occurrence of 
four cases of acute leukemia in this family. The failure 
to find such agents does not mean, of course, that they 
do not exist. If they do exist, we are still confronted 
with the necessity for explaining why some of the chil¬ 
dren contracted leukemia while the others did not. 

There is evidence to suggest that in this family hered¬ 
ity may play an important role in determining suscep¬ 
tibility to acute leukemia. It is a well-known genetic 
fact that among the parents of individuals suffering 
from a rare disease due to a recessive gene tire fre¬ 
quency of consanguineous marriages is greater than it 
is among the general population. The rarer the disease, 
the greater the frequency of consanguinity among the 
parents of those afflicted with the disease. We have 
already indicated that the parents of these patients are 
first cousins. We do not know the frequency of mar¬ 
riages between first cousins in North Dakota. Such 
marriages must be rare, however, because North Da¬ 
kota prohibits marriages of first cousins by law. It is 
suggestive also that two of the three families known 
to have at least three children affected with acute leu¬ 
kemia are tire result of consanguineous marriages. 
Anderson reported that the parents of the children in 
the pedigree that he published were not related, but 
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the parents of the three children with acute leukemia 
and one with lymphosarcoma in the unpublished pedi¬ 
gree studied by Steinberg, Farber, and Downing are 
second cousins. The uniform age of onset and the simi¬ 
lar, rapidly progressive nature of the disease in these 
patients suggests a genetic factor. 

Twenty-nine of the patients’ first cousins were raised 
in the same county or in counties adjacent to the one 
in which the patients were raised. These cousins were 
the offspring of III-l, 2, 6,11,18,19, and 20, and none 
of die cousins had suffered a malignancy of any sort. 
None of the cousins were the offspring of consanguine¬ 
ous marriages. These observations lend further support 
to the hypothesis that recessive genes determine sus¬ 
ceptibility to leukemia in this family and in the two 
other families that have suffered multiple cases of 
acute leukemia. 

Summary 

Four siblings in a family of 12 had acute lymphomas. 
Geographical location, exposure to chemicals, and ex¬ 
posure to naturally occurring radioactivity were pos¬ 
sible etiological factors considered. However, there 
was insufficient evidence to support their playing a 
part. The pedigree of this family was investigated and 
consanguinity noted. The incidence of malignancies 
in the other generations was low. We believe these 
cases present evidence of a genetic component as a 
cause for leukemia in this family. 

221 Fifth St. (Dr. Johnson). 


Dr. A. G. Steinberg, Children s Cancer Research Foundation, 
Boston, aided in collecting and analyzing the statistical material 
and in preparing this report. 
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SUITABLE CONTROLS IN SURGICAL INVESTIGATIONS 

Waltman Walters, M.D., Rochester, Minn. 


I was fortunate, I believe, to have entered the 
Mayo Foundation as a fellow in medicine. During 
this fellowship period, at Dr. Rowntree’s suggestion, 
I spent six months in the physiological chemistry 
laboratory learning methods, in order to apply them 
to research problems. After I transferred from a 
medical fellowship to a surgical fellowship, Dr. W. j. 
Mayo suggested that I spend some time in the labora¬ 
tory of experimental surgery working under the direc¬ 
tion of Frank Mann and his associates. In both 
laboratories, I worked on various problems, some in 
association with Leonard Rowntree and some with 
Jesse Bollman. In the surgical experimental laboratory 
Bollman and I with others carried out several studies 
on problems that I had encountered in my surgical 
work. Among these were studies on the toxic effect of 
biliary, pancreatic, and duodenal fistulas and on the 
displacement and rotation of the liver from the ac¬ 
cumulation of blood or fluid above it. Mann and I 
performed hepatectomies while studying liver func¬ 
tion and duodenal transplants to the ileum (Mann- 
Williamson experiment) while studying peptic ulcer. 


From the Section of Surgery, Mayo Clinic and Mayo Founda¬ 
tion. The Mayo Foundation is a part of the Graduate School of 
the University of Minnesota. 

Chairman s address, read before the Section on Surgery, Gen¬ 
eral and Abdominal, at the 105th Annual Meeting of the Ameri¬ 
can Medical Association, Chicago, June 13, 1956. 


• Clinical investigations, in order to yield convinc¬ 
ing results, must be planned so that they will involve 
comparisons between two groups alike in every re¬ 
spect excepting the one factor to be studied. The six 
unifies recommended by Albritton should be ob¬ 
served; the two groups should be as nearly as pos¬ 
sible alike as to time, place, materials, procedure, 
personnel, and attitudes. A report of the beneficial 
effects of any operation for peptic ulcer should have 
allowed a follow-up period of more than five yeors. 
Biliary intestinal anastomosis for stricture of the bile 
ducts that contract sufficiently well produces jaundice 
regardless of whether a biliary duodenal or a biliary 
jejunal anastomosis is made. New operations cannot 
be compared safely with old operations until enough 
years have elapsed to reveal delayed effects. Recent 
improvement in preoperative care, in anesthesia, and 
in the postoperative use of antibiotics, electrolytes, 
water, and blood transfusion give an apparent ad¬ 
vantage to any new type of surgery. It is better to 
run series of older and newer types of operation 
contemporaneously (unity of time). Attention to the 
design of investigations is as important in surgery as 
in laboratory experimentation. 


The effect of this work in the experimental labora¬ 
tory was projected into the field of my clinical sur¬ 
gery. As a result, my colleagues and I were among 
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hypertrophy of the lymphoid areas of the terminal portion of 
the ileum. There were scattered petechial hemorrhages through¬ 
out both the parietal and visceral peritoneum. 

Histological examination of numerous lymph nodes presented a 
similar picture. There was complete destruction of the normal 
architecture by small-cell lymphocytic proliferation and extensive 
invasion of the capsular areas. Numerous areas of hemorrhage 
and necrosis were also in evidence. Fibrosis was minimal. No 
Sternberg cells were found. Sections from the left lung showed 
complete atelectasis. Sections of the right lung showed scattered 
bionchopneumonic foci and congestion of the alveolar capillaries. 
Many of the alveolar spaces contained a thin, pink-staining 
homogeneous exudate. 

Examination of the heart showed the myofibrils to be within 
normal limits. There appeared to be a slight interstitial edema. 
No evidence of recent infarction was noted. Examination of the 
liver showed scattered foci of small, immature lymphocytes. 
These were congregated in the more peripheral areas of the 
lobules. There was congestion of the central lobular veins. On 
examination the spleen showed almost complete replacement of 
the splenic architecture by proliferating small lymphocytes. The 
Malpighian corpuscles were not discernible as such. The pancreas 
and adrenal glands appeared to be within normal limits. The 
kidneys showed marked congestion of the peritubular plexus. 
No lymphocytic infiltrations were noted in this organ. The 
parenchymal structure was within normal limits. 

The cause of death was found to be lymphocytic lymphosar¬ 
coma involving primarily the abdominal lymph nodes, with 
hemothorax on the left, complete atelectasis of the left lung; 
bronchopneumonia, pulmonary congestion, and edema of the 
right lung; lymphosarcomatous infiltration of the liver and 
spleen; and aplasia of bone marrow. 

Case 3.—A 29-year-old male was first seen at the Quain and 
Ramstad Clinic on June 28, 1952. He had had a cold for the 
previous week, was tired and exhausted, and had generalized 
aches and pains, with some slight fever. Examination revealed 
slight pharyngitis and no adenopathy. The entire general phys¬ 
ical examination was normal. The urinalysis showed 1+ albumin, 
a few red blood cells, and a few pus cells. The hemoglobin level 
was 13.8 gm. per 100 cc. and the white blood cell count 12,800 
per cubic millimeter. 

The patient was again seen on July 5, 1952, complaining of 
pain in the lower left quadrant and of continued weakness. 
Physical examination revealed the spleen to be enlarged approxi¬ 
mately 8 cm. below the left costal margin. There were numerous 
petechiae present over the trunk and extremities. The hemo¬ 
globin level was 12.4 gm. per 100 cc. and white blood cell count 
20,800 per cubic millimeter, the differential smear showing 
polymorphonuclear neutrophil leukocytes, 28%; lymphocytes, 
50%; monocytes, 7%; basophils, 12%; and eosinophils, 2%. The 
platelet count was 40,000 per cubic millimeter; bleeding and 
clotting time were normal. Urinalysis was negative. A chest 
x-ray showed a mass extending out from both hilar areas of the 
mediastinum. Bone marrow examination showed the myeloid- 
erythroid layer to be equal to 34%. Stained smears showed a 
marked lymphoid picture, with numerous lymphoblasts and 
prolymphocytes. Mature lymphocytes were prominent. Mega¬ 
karyocytes and megakaryoblasts were more numerous than nor¬ 
mal. The erythroid and myeloid elements were fairly well 
crowded out. Agglutination tests for typhoid H and O antigens, 
paratyphoid A and B, brucellosis, and Proteus vulgaris X19 
were all negative. The heterophil antibody test was negative. 
Kahn and Wassermann tests were negative; the blood urea 
value was 40 mg. per 100 cc. A peripheral blood smear showed 
definite immature blast forms. 

The patient was placed on cortisone therapy and given multi¬ 
ple blood transfusions. His condition deteriorated rapidly, with 
marked hemorrhagic phenomenon and marked enlargement of 
the spleen. The family decided to have further consultation, and 
the patient was moved by automobile against our advice. He 
died en route on July 23, 1953. Consequently, no autopsy was 
performed. His condition had been diagnosed as acute lympho¬ 
cytic leukemia. 

Case 4.—A 33-year-old female seen at the Quain and Ram¬ 
stad Clinic on Oct. 14, 1954, complained of exhaustion, ecchy- 
mosis of the skin and the lower extremities, and swelling and 
hemorrhage of the gums. She had had these symptoms for the 


previous two weeks and had been examined at the Mayo Clinic 
during the previous week, where a diagnosis of monocytic 
leukemia had been made. 

Histonj .—The patient’s history included various diseases and 
complaints: in 1941, influenza; in 1942, sterility, menorrhagia, 
and left ovarian cyst; in 1945, pain in the right abdomen, with 
performance of oophorectomy and salpingectomy on the right 
and subsequently, at the Mayo Clinic, removal of a tumor of the 
spinal cord that was apparently benign and left no residual effect; 
in 1947 and 1948, menorrhagia and incomplete abortions (pa¬ 
tient seen at Quain and Ramstad Clinic); and in 1952 a hysterec¬ 
tomy was performed. The pathologist’s report contained findings 
of leiomyoma, with the endometrium in the proliferative phase, 
leukoplakia of the cervix, and fibroma of the right ovary. 

This patient’s hemoglobin level, white blood cell count, and 
differential count had been normal during all this period. The 
last complete blood study done before the present illness was on 
April 23, 1953, in which the hemoglobin level was 12.8 gm. per 
100 cc. and the white blood cell count was 11,000, with lympho¬ 
cytes, 19%; myelocytes, 78%; monocytes, 2%; and basophils, 1%. 
The patient was seen as recently as July 22, 1954, at which time 
she complained of general fatigue, which previously had been 
a frequent symptom, and headaches. At that time x-ray of the 
sinuses revealed bilateral antral sinusitis and the hemoglobin 
value was 12.8 gm. per 100 cc. A white blood cell count was not 
done. The general physical examination at that time was nega¬ 
tive.. No enlargement of the spleen was noted, and no petechiae 
were seen. 

Course— A general physical examination in October, 1954, 
showed numerous petechiae and hypertrophied, hemorrhagic 
gums. The spleen was palpable 2 fingerbreadths below the 
costal margin; the hemoglobin level was 10.8 gm. per 100 cc.; 
the red blood cell count was 3,420,000 per cubic millimeter; 
and the white blood cell count was 6,300. The differential count 
was lymphocytes, 19%; monocytes, 40%; neutrophils, 16%; eosino¬ 
phils, 2%; basophils, 1%; myelocytes, 2%;. progranulocytes, 3%; 
blast cells, 12%; atypical lymphocytes, 2%; and promonocytes, 5%. 
The platelet count was 33,000 per cubic millimeter. Chest x-rays 
were negative. The patient was treated with transfusions, local 
x-ray treatment to the gums to relieve the hemorrhage and ooz¬ 
ing, which was a marked symptom, and other symptomatic 
therapy. Site became gradually worse and died on Dec. 10,1954. 
Permission for autopsy was not granted. The patient’s condition 
was diagnosed as monocytic leukemia. 

Comment 

We have been unable to discover any environmental 
agent that can be invoked to explain the occurrence of 
four cases of acute leukemia in this family. The failure 
to find such agents does not mean, of course, that they 
do not exist. If the)' do exist, we are still confronted 
with the necessity for explaining why some of the chil¬ 
dren contracted leukemia while the others did not. 

There is evidence to suggest that in tin’s family hered¬ 
ity may play an important role in determining suscep¬ 
tibility to acute leukemia. It is a well-known genetic 
fact that among the parents of individuals suffering 
from a rare disease due to a recessive gene the fre¬ 
quency of consanguineous marriages is greater than it 
is among the general population. The rarer the disease, 
the greater the frequency of consanguinity among the 
parents of those afflicted with the disease. We have 
already indicated that the parents of these patients are 
first cousins. We do not know the frequency of mar¬ 
riages between first cousins in North Dakota. Such 
marriages must be rare, however, because North Da¬ 
kota prohibits marriages of first cousins by law. It is 
suggestive also that two of the three families known 
to have at least three children affected with acute leu¬ 
kemia are the result of consanguineous marriages. 
Anderson reported that the parents of the children in 
the pedigree that he published were not related, but 
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disturbances that occur in a small percentage of cases 
after Billroth 2 (Polya) gastric resections. Although 
the results seemed to be very good for two or three 
years, a year or so later ulcers 'recurred in approxi¬ 
mately 8% of botli types of intestinal replacements, a 
percentage quite similar to that after the Billroth 1 
procedure, when the proximal segment of the resected 
stomach is anastomosed to the duodenum. This result 
might have been anticipated, since the interposed 
intestinal segment did not help in reducing the gastric 
secretion or gastric acidity, which is so important in 
the prevention of recurrent ulceration. The longer-term 
results in a larger series of cases led one of these in¬ 
vestigators to state in a letter to me that he had dis¬ 
carded the operation, except for those very few patients 
in whom considerable loss of weight interfered with 
capacity to work, and that he had returned to the 
Billroth 2 procedure for all other patients with chronic 
recurring duodenal ulcer. 

Billroth 1 and 2 Operations. —Theoretically, it 
seemed reasonable to assume that the Billroth 1 pro¬ 
cedure would be followed by fewer recurring ulcers 
than the Billroth 2 procedure, because after the Bill¬ 
roth 1 anastomosis the duodenum receives the secre¬ 
tion from the remaining portion of the stomach. 
Logically it should be more resistant than the jejunum 
to the action of the acid of gastric secretion. Unfortu¬ 
nately this has not proved to be the case, and it took 
time to determine this. The incidence of recurring 
ulcers after the Billroth 1 operation was approximately 
9% in several series in which the patients 7 were studied 
after a lapse of more than 3 years and in Lynn’s 
and my series' 1 from the Mayo Clinic in which the 
patients were studied after a lapse of 6 to 15 years. 
This contrasts markedly with an incidence of ulcera¬ 
tion recurrence of from 1.5 to 3% in a five-year follow¬ 
up 8 after the Billroth 2 type of resection had been 
performed at the clinic. After both the Billroth 1 and 
Billroth 2 operations, the percentage of cases in which 
symptoms of dumping and loss of weight (related 
to too rapid emptying of the gastric segment and too 
rapid passage of food through the intestine) occur is 
not high. Moreover, the incidence following the two 
types of operation does not differ much. These cir¬ 
cumstances lead naturally to the conclusion that the 
Billroth 1 resection is not as good an operation for 
duodenal ulcer as the Billroth 2 operation. Neither 
is it as good in the treatment of chronic gastric ulcer, 
for, here again, the recurrence rate is greater after the 
Billroth 1 operation than with the Billroth 2 operation. 

The early reports from one American clinic on the 
low incidence of ulcer recurrence after the Billroth 1 
operation ln can, I believe, be attributed to the fact 
that in more than 61% of the cases less than a year had 
elapsed since operation and in 27% less than three 
months; also, a very large segment of stomach (three- 
fourths or more) was removed. In a later report” 
from the same group, a large number of cases were 
reported with a follow-up of one to eight years. Such 
a follow-up statement without information on how 
many patients were operated on only one year before 
or how many in the intervening years up to eight leaves 
much to be desired. If a half, a third, or a fourth of the 
patients had been operated on less than three years 
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before follow-up, the results are not comparable to 
those of others who have reported a much higher 
incidence of recurring ulceration after a lapse of 
three or five years. Moreover, in this particular series 
of cases it was difficult to determine the number of 
patients in the categories of duodenal, gastric, and 
gastrojejunal ulcer who had the operation and the 
relative percentage of recurrences in each group. 
This breakdown of the peptic ulceration is important 
because duodenal, gastric, and gastrojejunal ulcers 
differ markedly as to cause, pathological changes, and 
response to treatment. 

Careful Definition of Terms— Another problem in 
the reporting of clinical observations is that various 
authors use different sets of classifications of what 
constitutes excellent, good, fair, and poor results, or 
satisfactory or unsatisfactory ones. Unless each author 
defines exactly what he means, it is difficult to de¬ 
termine which patients have been cured of their 
lesions and which have not. There is, of course, an 
in-between group who will show improvement, but 
this may or may not be associated with recurrent 
ulceration of varying degrees. 

As an example of this, I would like to refer again 
to the treatment of certain duodenal ulcers, by gastro¬ 
enterostomy and vagotomy. One group of observers 
have classified their results as good, fair, and poor; 
another group as excellent, unsatisfactory, and poor. 
To evaluate the results in these two groups properly, 
it seems important to determine wherein the good 
and the fair groups differed from the excellent and 
unsatisfactory groups, for the combined percentages 
neary approached each other. Since classification of 
poor results was defined in both reports similarly and 
indicated proved ulcer recurrences, this classification 
was the most important accurate area for evaluation. 
In both series the percentages of poor results were 
about the same. Yet, in writing of this procedure one 
group of observers wrote enthusiastically about it, 
whereas the other did not. This difference in attitude 
confuses the reader, who finds it difficult to draw 
proper conclusions. The reader must not be misled 
by the enthusiasm of one author and the lack of it 
by another, but should carefully examine the dat 
in the tables and in the text of the paper, and drav 
his own conclusions. 

Operations for Strictures of the Bile Ducts.—In tin 
treatment of lesions of the biliary tract, cholecys 
tectomy and exploratory choledochostomy have be 
come almost standardized procedures for certaii 
lesions. On the other hand, in the presence of ; 
stricture of the common bile duct too extensive t( 
allow excision and approximation of the unstricturec 
ends of the duct, a biliary-intestinal anastomosis i: 
necessary. In my experience with almost 400 patient: 
with stricture of the common bile duct operated or 
since 1924, 12 anastomosis of the common or hepatic 
duct or both hepatic ducts to the duodenum has beer 
followed by a 70 to 75% incidence of relief of obstruc¬ 
tive symptoms without recurrences of intralrepatic 
infection, unless contraction of the anastomosis or 
curred. Some observers have drought that if the 
ducts were anastomosed to a loop of jejunum • a 
enteroanastomosis was performed, or the ducts w 
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the first to use dextrose solutions intravenously for 
certain liver disturbances, especially those associated 
with jaundice. Also after studying the effects of cal¬ 
cium chloride solution injected intravenously into 
dogs, we began to give it to jaundiced patients prior 
to operations to reduce the bleeding tendency. It 
did not do nearly as well as vitamin K, but it helped 
for a time before vitamin K was available. I have 
mentioned this early training because a period of 
laboratory research has become almost routine in 
present-day fellowship or residency programs. 

The same careful planning and rational analysis 
that are used in a laboratory experiment and in con¬ 
trolling it should be used in the planning, control, and 
analysis of surgical problems and in the evaluation 
of results of the surgical treatment. The results of a 
laboratory experiment, study, or clinical surgical in¬ 
vestigation should be recorded. If they are worthy of 
publication in a medical or surgical journal, tire paper 
should be constructed so that the reader has no doubts 
about them. In addition, the paper should be interest¬ 
ing to read. This means that each paragraph must be 
considered in its relation to the paper as a whole and 
that each sentence should be carefully composed. 

Need for Suitable Controls 

Suitable controls are necessary in all investigations. 
Only too frequently an earnest and scientifically minded 
surgeon will have good ideas and carry them through, 
but in his enthusiasm he will fail to recognize that a 
longer period of study, in a larger number of cases 
than he has, would give him a truer view and act 
as a control for his enthusiasm. Others may have 
similar ideas and yet obtain results that differ from 
his own because they have studied for a longer period 
or after more careful planning. Hence a broad review 
of the literature covering the subject under investiga¬ 
tion should be made in the library. From this review 
the surgeon can determine whether his problems are 
similar to those presented in the literature with re¬ 
gard to the location, size, and type of lesion; the sex 
of the patient; the duration of follow-up; and the 
many other important factors that enter into the 
evaluation of medical and surgical therapy. It also 
should suggest to him that some of his observations 
may not be comparable with others he has made be¬ 
cause some essential factor has not been considered. 
Thus the review of the literature is an important 
control and should be observed. 

Albritton 1 has recently written an excellent article 
on medical research. He listed six unities of measure¬ 
ment-time, place, material, procedure, personnel, and 
mental attitude—that should be observed in order to 
collect comparable data. These unities are most im¬ 
portant. Reading and study of his article are strongly 
recommended. 

In evaluating the results of any surgical procedure, 
I have been impressed particularly by the need of the 
passage of three or, better, five years after the opera¬ 
tion. This is especially true if the surgical procedure 
is a new one or a modified old one. If the latter, it is 
well to know also in what important respect it differs 
from the original one, and how the modification ac¬ 
complishes more "Awn the original procedure docs. 
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This is particularly true in the fields of gastric and bili¬ 
ary surgery in which surgical lesions drastically change 
not only the functioning of the viscus but that of the 
entire body as well, as do the surgical procedures 
used in their treatment. I have mentioned some of the 
most important controls; there are others, but these 
come first. 

Illustrations from Gastrointestinal 
and Biliary Surgery 

I have chosen to illustrate my thesis that attention 
to controls is necessary in surgical investigation by 
discussing some of the newer developments in the 
surgical treatment of certain lesions of the gastro¬ 
intestinal and biliary tracts. I have been interested in 
these two fields of surgery for more than 35 years, 32 
of them I have spent as a surgeon. The data to be 
presented will, I believe, speak for themselves. In 
many of these tire enthusiasm engendered by short¬ 
term results has changed after a lapse of three to 
five years. In some respects these later results were 
similar to those of former studies or followed the _ 
pattern indicated in the experimental laboratory. 

Vagotomy .—The first example that comes to mind 
is vagotomy in the treatment of duodenal ulcer. This 
was used by Latarjet and Pauchet in France in 1922 
and by Pieri and Tanferna in Italy in 1930 and dis¬ 
carded by them because of the results. Latarjet in 
commenting on these results stated that Greggion 
was able to produce a high incidence of gastric ul¬ 
cerations in rabbits by denervating their stomachs 
and adding food with a high fibrous content. Gastric 
denervation has led also to gastric ulcerations in man 
and, therefore, use of vagotomy alone has been aban¬ 
doned in the treatment of duodenal ulcer. Other 
laboratory studies pointed to this possibility'. In 1929 
in our experimental laboratory, Hartzell studied the 
effects of vagotomy on eight dogs. He found reduction 
in gastric acidity during the time that food was in the 
stomach in most of his animals. Two and a half years 
later, Vanzant, 2 on studying Hartzell’s dogs and some 
others, found that free acid was present in all but one 
of Hartzell’s original group and the gastric motility 
of 7 of 10 dogs was essentially normal. I found the 
same results in many cases when vagotomy was used 
in the treatment of duodenal ulcer, 3 and it was not 
until gastroenterostomy or gastric resection was added 
that the results of vagotomy compared with results 
of gastroenterostomy or gastric resection without 
vagotomy. After a five-year follow-up in a large series 
of such cases from one clinic, a 12% 2 incidence of 
poor results (meaning recurring ulcer) was reported, 
whereas only a year previously the incidence of poor 
results was reported from the same institution as 
only 7%. 

Use of Jejunum or Colon as Replacement for Re¬ 
sected Stomach .—Another example of the value of a 
longer follow-up was in the results that followed the 
use of an isolated portion of transverse colon 5 or of 
jejunum c inserted between the stomach remaining 
after resection for peptic ulcer and the duodenum, 
to act as a reservoir so that food would enter the 
duodenum more slowly. It was hoped that this would 
overcome the dompmg syoxptoms wad the outritioual 
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disturbances that occur in a small percentage of cases 
after Billroth 2 (Polya) gastric resections. Although 
the results seemed to be very good for two or three 
years, a year or so later ulcers 'recurred in approxi¬ 
mately 8% of both types of intestinal replacements, a 
percentage quite similar to that after the Billroth 1 
procedure, when the proximal segment of the resected 
stomach is anastomosed to the duodenum. This result 
might have been anticipated, since the interposed 
intestinal segment did not help in reducing the gastric 
secretion or gastric acidity, which is so important in 
the prevention of recurrent ulceration. The longer-term 
results in a larger series of cases led one of these in¬ 
vestigators to state in a letter to me that he had dis¬ 
carded the operation, except for those very few patients 
in whom considerable loss of weight interfered with 
capacity to work, and that he had returned to the 
Billroth 2 procedure for all other patients with chronic 
recurring duodenal ulcer. 

Billroth 1 ami 2 Operations.— 1 Theoretically, it 
seemed reasonable to assume that the Billroth 1 pro¬ 
cedure would be followed by fewer recurring ulcers 
than the Billroth 2 procedure, because after the Bill¬ 
roth 1 anastomosis the duodenum receives the secre¬ 
tion from the remaining portion of the stomach. 
Logically it should be more resistant than the jejunum 
to the action of the acid of gastric secretion. Unfortu¬ 
nately this has not proved to be the case, and it took 
time to determine this. The incidence of recurring 
ulcers after the Billroth 1 operation was approximately 
9% in several series in which the patients 7 were studied 
after a lapse of more than 3 years and in Lynn’s 
and my series 8 from the Mayo Clinic in which the 
patients were studied after a lapse of 6 to 15 years. 
This contrasts markedly with an incidence of ulcera¬ 
tion recurrence of from 1.5 to 3% in a five-year follow¬ 
up 0 after the Billroth 2 type of resection had been 
performed at the clinic. After both the Billroth 1 and 
Billroth 2 operations, the percentage of cases in which 
symptoms of dumping and loss of weight (related 
to too rapid emptying of the gastric segment and too 
rapid passage of food through the intestine) occur is 
not high. Moreover, the incidence following the two 
types of operation does not differ much. These cir¬ 
cumstances lead naturally to the conclusion that the 
Billroth 1 resection is not as good an operation for 
duodenal ulcer as the Billroth 2 operation. Neither 
is it as good in the treatment of chronic gastric ulcer, 
for, here again, the recurrence rate is greater after the 
Billroth 1 operation than with the Billroth 2 operation. 

The earl\' reports from one American clinic on the 
low incidence of ulcer recurrence after the Billroth 1 
operation 10 can, I believe, be attributed to the fact 
that in more than 61% of the cases less than a year had 
elapsed since operation and in 27% less than three 
months; also, a very large segment of stomach (three- 
fourths or more) was removed. In a later report 11 
from the same group, a large number of cases were 
reported with a follow-up of one to eight years. Such 
a follow-up statement without information on how 
many patients were operated on only one year before 
or how many in the intervening years up to eight leaves 
much to be desired. If a half, a third, or a fourth of the 
patients had been operated on less than three years 
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before follow-up, the results are not comparable to 
those of others who have reported a much higher 
incidence of recurring ulceration after a lapse of 
three or five years. Moreover, in tin's particular series 
of cases it was difficult to determine the number of 
patients in the categories of duodenal, gastric, and 
gastrojejunal ulcer who had the operation and the 
relative percentage of recurrences in each group. 
This breakdown of the peptic ulceration is important 
because duodenal, gastric, and gastrojejunal ulcers 
differ markedly as to cause, pathological changes, and 
response to treatment. 

Careful Definition of Terms.— Another problem in 
the reporting of clinical observations is that various 
authors use different sets of classifications of what 
constitutes excellent, good, fair, and poor results, or 
satisfactory or unsatisfactory ones. Unless each author 
defines exactly what he means, it is difficult to de¬ 
termine which patients have been cured of their 
lesions and which have not. There is, of course, an 
in-between group who will show improvement, but 
this may or may not be associated with recurrent 
ulceration of varying degrees. 

As an example of this, I would like to refer again 
to the treatment of certain duodenal ulcers, by gastro¬ 
enterostomy and vagotomy. One group of observers 
have classified their results as good, fair, and poor; 
another group as excellent, unsatisfactory, and poor. 
To evaluate the results in these two groups properly, 
it seems important to determine wherein the good 
and the fair groups differed from the excellent and 
unsatisfactory groups, for the combined percentages 
neary approached each other. Since classification of 
poor results was defined in both reports similarly and 
indicated proved ulcer recurrences, this classification 
was the most important accurate area for evaluation. 
In both series the percentages of poor results were 
about the same. Yet, in writing of this procedure one 
group of observers wrote enthusiastically about it, 
whereas the other did not. This difference in attitude 
confuses the reader, who finds it difficult to draw 
proper conclusions. The reader must not be misled 
by the enthusiasm of one author and the lack of it 
by another, but should carefully examine the data 
in the tables and in the text of the paper, and draw 
his own conclusions. 

Operations for Strictures of the Bile Ducts.— In the 
treatment of lesions of the biliary tract, cholecys¬ 
tectomy and exploratory choledocbostomy have be¬ 
come almost standardized procedures for certain 
lesions. On the other hand, in the presence of a 
stricture of the common bile duct too extensive to 
allow excision and approximation of the unstrictured 
ends of the duct, a biliary-intestinal anastomosis is 
necessary. In my experience with almost 400 patients 
with stricture of the common bile duct operated on 
since 1924, 12 anastomosis of the common or hepatic 
duct or both hepatic ducts to the duodenum has been 
followed by a 70 to 75% incidence of relief of obstruc¬ 
tive symptoms without recurrences of intrahepatic 
infection, unless contraction of the anastomosis oc¬ 
curred. Some observers have thought that if the bile 
ducts were anastomosed to a loop of jejunum and an 
enteroanastomosis was performed, or the ducts were 
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anastomosed to an isolated loop of jejunum (Roux 
en Y), this would prevent reflux of duodenal contents 
through the biliary-duodenal anastomosis and reduce 
the incidence of cholangitis. .. 

Musgrove, Grindlay, and Karlson in 1952 reported 
that barium given to dogs refluxed into the intra- 
hepatic bile ducts when a duct was anastomosed to 
the duodenum or to a loop of jejunum, although it did 
not do so when the Roux-Y type of defunctionalized 
loop of jejunum was used. In spite of this fact the dogs 
in which the duct had been anastomosed to the duo¬ 
denum had no more, if as much, hepatic infection, 
were in better general condition, and had gained more 
weight than the dogs subjected to the Roux-Y pro¬ 
cedure. 12 

Kleinert and Large performed choledochoduoden- 
ostomy on 14 dogs; all survived. They also made a 
Roux-Y anastomosis between the bile duct and a de¬ 
functionalized loop of jejunum in nine dogs. All lost 
weight and five died within six months. In an analysis 
of their results, Kleinert and Large stated that only 
about half of the animals in which the duct was anas¬ 
tomosed to the duodenum had mild degrees of in¬ 
fection, whereas seven of the nine dogs that had the 
Roux-Y anastomosis had severe degrees of infection 
in the wall of the duct. 12 

Clinical experience and laboratory experiments have 
shown that when cholangitis develops after the Roux-Y 
anastomosis, which it does with about the same in¬ 
cidence and for the same reason as after the biliary- 
duodenal anastomosis, it is due to the same cause in 
both, namely, obstruction at the anastomosis. More¬ 
over, one surgical group, after a series of both types of 
operations, reported 2 cases in 13 in which duodenal 
ulcer developed after the Roux-Y jejunal anastomosis 
to the bile duct, 13 and they indicated their preference 
for the biliary-duodenal anastomosis. 

The advantages of the biliary-duodenal anastomosis 
are that it is easier and safer, for there are usually a 
great many adhesions about the duodenum, stomach, 
the hepaticoduodenal ligament, and the structured 
duct. In this procedure also the operation is confined 
to only one part of the abdomen that is isolated from 
the general peritoneal cavity by other adhesions. This 
is important, for if oozing or temporary leakage of 
biliary secretion occurs, it drains to the exterior and 
not into the peritoneal cavity and is more readily con¬ 
trolled. I have seen partial obstructions due to con¬ 
traction of biliary-duodenal and biliary-jejunal anas¬ 
tomoses to a diameter of but a few millimeters. Severe 
attacks of pain without jaundice have resulted in some 
cases and attacks of chills, fever, and jaundice with¬ 
out pain in others. These episodes of jaundice and 
' fever without pain have led to the erroneous diagnosis 
of regurgitant cholangitis. So, the problem of post¬ 
operative cholangitis in the cases of stricture is related 
to contracture and obstruction of the biliary-intestinal 
ianastomosis, whatever type has been made, and if bile 
is directed away from the duodenum by a biliary- 
jejunal anastomosis, duodenal ulcer may occur. 

Results of Surgical Treatment of Carcinoma of the 
Stomach .—During the past 15 years there has been a 
noteworthy improvement in the five-year survival rates 
■ following operations for cancer of the stomach. At the 


J.A.M.A., January 5, 1957 

Mayo Clinic there has been a 180% increase in five- 
year survivals (from 5 per 100 in our 1907-1916 series 
to 14 per 100 in the 1940-1949 series). 14 This is for all 
patients with cancer of. the stomach who came to the 
Mayo Clinic during these years and received the 
diagnosis of malignant disease of the stomach. The 
five-year survival rate in cases in which resection was 
carried out increased from 29.2% in our first series to 
34.8% in the 1940-1949 series. This increase is attrib¬ 
uted to the fact that there were more patients under¬ 
going exploration and there were more resections. Also 
there have been improvements in technique and re¬ 
sections of greater magnitude, with a 100% lowering 
of hospital mortality rates. Better preoperative prep¬ 
aration and postoperative treatment with antibiotics, 
electrolytic and fluid control, blood transfusion, and 
better anesthesia played important roles, probably more 
important than any particular change or addition to 
the surgical technique. I refer particularly to the ques¬ 
tion of routine total gastrectomy in all cases of gastric 
carcinoma, the removal of periaortic and perihepatic 
nodes, and partial hepatectomy done at the time of 
the primary operation or at reoperation when removal 
recurrences are suspected. 

Let us first analyze the questions about total gas¬ 
trectomy. In our experience at the Mayo Clinic the 
number of total gastrectomies for gastric carcinoma or 
sarcoma has increased in proportion to the number of 
partial gastrectomies in the past few years to a yearly 
number of about 25 total gastrectomies to 120 partial 
gastrectomies. Total gastrectomy has been carried out 
for carcinoma and sarcoma only when partial gas¬ 
trectomy would not remove the lesion and go well 
beyond it, as proved by immediate microscopic ex¬ 
amination of frozen sections. Of course, as much of 
the duodenum is removed as possible, while still allow¬ 
ing enough to close the end accurately. The average 
hospital mortality rate after total gastrectomy has de¬ 
creased from 66% for the years 1930-1939 to 12.9% for 
1948-1950; it has decreased from 15 to 5.9% in the 
same periods after partial gastrectomy. Fly and Priest¬ 
ley 15 have recently reported that the five-year survival 
rates after total gastrectomy now are 12% in cases of 
carcinoma, 55% in cases of sarcoma, and 83% in 20 
cases in which the operation was done for large high 
benign gastric lesions. 

In both the total and the partial gastrectomies for 
malignant lesions as performed at the clinic, the gas¬ 
trocolic omentum and the gastrohepatic omentum, 
with their contained nodes, including the subpyloric 
groups, and frequently the spleen were removed. If 
nodes were enlarged in the periaortic region or near the 
hepatoduodenal ligament, these were removed also if 
this could be done completely and safely. (All en¬ 
larged lymph nodes are not necessarily enlarged due 
to malignancy, for many of them on microscopic ex¬ 
amination are found to be inflammatory.) Otherwise 
nodes in the region were not sought for, nor was a 
secondary operation done due to possible or actual in¬ 
volvement of nodes or of the remaining segment of the 
stomach, unless x-ray examination showed gastric in¬ 
volvement or there were clinical symptoms of gastro¬ 
intestinal obstruction, with pain, loss of weight, or 
anemia alone or in combination. Even with these in- 
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dications, reoperation was seldom productive, for if 
recurrences were present they were usually multiple 
and completely irremovable or the recurrence could 
not be removed because of location, extent, or fixation. 

Two questions arise. Would use of total gastrectomy 
in all cases of carcinoma of the stomach with dissec¬ 
tion of nodes in the periaortic region and about the 
hepatoduodenal ligament, then or later, improve re¬ 
sults? Or would an earlier second exploration improve 
results? In answer to the first question, at one time 
one group of observers proceeded with total gastrec¬ 
tomy for all gastric carcinomas and advocated its use, 
but a fe\\ r years later they reported that their survival 
rates and results had so worsened that they had aban¬ 
doned the operation except in cases in which the 
lesion could not be removed by partial gastrectomy. 

A report by one group of investigators 10 of the im¬ 
proved results of the more radical surgery for malig¬ 
nant gastric lesions, with more radical nodal 
dissections at the time of gastrectomy or later, with 
or without removal of portions of the liver or pan¬ 
creas because of metastatic or recurring involvement, 
is not convincing to me. Even when these procedures 
were used, their reported over-all five-year survival 
was 12.5 per 100, while ours 14 was 14 per 100. Their 
reported five-year survival rate after resection per¬ 
formed from 1946 through 1949 was 29.0%; ours was 
34.8% for operations performed from 1940 through 
1949. In the cases with nodal involvement, their five- 
year survival rate was 14.5%, while ours was 18.6%. 
I believe the improvement in survival rates that they 
have noted over the years is due to the same causes 
that we and others have experienced and results from 
the many factors that I have previously mentioned. 

I am very much in favor of the performance of any 
surgical procedure that can be undertaken at a reason¬ 
able risk either as a primary or secondary operation if 
the patient’s life can be benefited. Many years ago Sir 
John B. Sutton stated in a Mayo Foundation lecture 
that it was the duty and, indeed, an obligation of the 
surgeon in operating on patients with malignant dis¬ 
ease not to be satisfied with removing just the operable 
lesions, for later removal of secondary lesions has a 
place, especially if such action will relieve the patient 
of pain, bleeding, ulceration, and infection and make 
the remaining months or perhaps years of life more 
comfortable ones. This, I think, is a sound philosophy, 
and experience has justified a reasonable attack on 
recurring cancerous lesions under the circumstances 
mentioned. On the other hand, when reoperation is 
done, it must be understood by both patient and 
surgeon that sometimes the desired benefits will not 
be obtained. In fact, the patient’s condition may be 
worsened, and a long and expensive convalescence in 
the hospital may be necessary. 

Comment 

Space does not permit discussion of certain other 
procedures that have been recommended seemingly 
with some scientific evidence that they were an im¬ 
provement over other procedures of proved value. 
Frequently these studies are of too short duration; 
the greater operative risk and the prolonged period of 
convalescence are not taken into account. The lapse 
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of a longer period thus may change the over-all picture 
of the comparative results of the old procedure and 
the new or modified new one. 

What I have said must in no way be construed as a 
criticism of the surgical investigator or as lack of 
recognition of the value of surgical investigations. 
They are as important as research in the experimental 
laboratory, but, as the latter are usually well con¬ 
trolled, the former should be also, and care must be 
taken to evaluate a new or modified surgical procedure 
not only on the basis of one’s own results but on the 
results of other investigators with regard to types of 
operation and similarity' or dissimilarity' of lesions and 
ethnic background of the patients. Also, care must be 
taken to study these results after the passage of 3 or, 
better, 5 and 10 years and, wherever possible, to corre¬ 
late them with observations made in the experimental 
laboratory. 

200 First Ave. S. W. 
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A CLINICAL STUDY OF MECHANISMS OF ACTION OF CHLORPROMAZINE 

Erwin Lear, M.D., Albert E. Chiron, M.D. 
and 

Irving M. Pallin, M.D., Brooklyn, N. Y. 


Chlorpromazine, an amine derivative of phenothia- 
zine, was first synthesized in France in 1950. 1 Subse¬ 
quently, it was used throughout the continent in 
conjunction with hibernation anesthesia, 2 and, in May, 
1954, chlorpromazine was introduced into clinical use 
in this country as an antiemetic drug. This agent has 
been shown to possess a wide range of physiological 
activity because of its action on the central nervous 
system. It has been used widely in the field of psy¬ 
chiatry; in the treatment of narcotic addiction and 
alcoholism; in the palliative management of terminal 
carcinoma; and in various phases of anesthesia, 3 such 
as premedication, the control of traction reflexes 
during anesthesia, and the reduction of postopera¬ 
tive nausea, vomiting, and pain. 

Potentiation of many drugs commonly employed in 
anesthesia, such as the narcotics, barbiturates, and 
ether, was noted when the agents were combined 
with chlorpromazine. Our interest in this compound 
was initially based on its use as an adjunct to pre¬ 
medication, thus permitting smaller doses of pre¬ 
operative narcotics to be given and hence reducing 
the undesirable side-effects associated with their ad¬ 
ministration. The use of chlorpromazine in premedica¬ 
tion has been challenged, primarily because it causes 
hypotension that is refractory to the commonly used 
vasopressors; chlorpromazine has also been reported 
to reverse the pressor response to epinephrine. The 
use of chlorpromazine with spinal anesthetics has 
also been questioned, since both the spinal anesthetic 
and chlorpromazine may produce hypotension. 

Our experience with chlorpromazine as an adjunct 
to premedication now includes its use in over 3,500 
cases; in over 1,450 of these cases the operation was 
done with the patient under spinal anesthesia. We 
became interested in the possibility of producing epi¬ 
nephrine reversal in the human under spinal anesthe¬ 
sia with chlorpromazine premedication. We also 
analyzed our cases in which the operation was done 
with the patient under spinal anesthesia in an attempt 
to elucidate the mechanisms of blood-pressure change 
associated with chlorpromazine premedication when 
combined with the spinal anesthesia required for 
given surgical procedures. 

Epinephrine Reversal 

The pressor response to intravenously given epi¬ 
nephrine is reversed in the laboratory animal after 
injection of chlorpromazine.’ Foster and his co¬ 
workers, 3 using human volunteers, reported epineph¬ 
rine reversal on the blood vessels of the hand, where 

From tile Department of Anesthesiology, Jewish Hospital of 
Brooklyn. 

Read before the Section on Anesthesiology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 13, 
1956. 


• The effects of chlorpromazine as part of the pre- 
medication for surgical anesthesia were studied in 
3,500 cases, including 1,450 cases of spinal anes¬ 
thesia. Special attention was given to its effects on 
blood pressure, because of reports that it reversed 
the normal pressor response of the patient to 
epinephrine and so increased the danger of hypo¬ 
tension. This reversal, though seen in laboratory 
animals, was not demonstrable in human subjects 
receiving the doses of chlorpromazine and epineph¬ 
rine especially given for the purpose. The chlor¬ 
promazine did reduce the magnitude of the pressor 
response to epinephrine, especially in patients under 
spinal anesthesia, (n fhose patients whose initial 
blood pressure was below 140 mm. Hg, the chlor¬ 
promazine premedication had little additional de¬ 
pressor effect when compared to standard premed¬ 
ication. Experience showed that the hypotension in¬ 
duced by chlorpromazine was not a handicap to 
patients receiving adequate oxygen, water, and elec¬ 
trolytes and that if was preferable to the state of 
compensated normotension that sometimes masks im¬ 
pending shock. 


vasoconstrictor tone is highest, after intravenous ad¬ 
ministration of chlorpromazine. The British investi¬ 
gators proposed that the use of epinephrine to correct 
chlorproinazine-induced hypotension is “useless if not 
dangerous.” A segment of our series of patients receiv¬ 
ing chlorpromazine and a spinal anesthetic was then 
exposed to attempts at the production of epinephrine 
reversal. None of the patients in the following series 
received vasopressors prior to or during surgery ex¬ 
cept for epinephrine, in the amounts noted with each 
case. The dosage schedule for epinephrine was based 
on a range of 0.15 to 0.30 meg. per kilogram of body 
weight. The drug was given intravenously, either as 
a drip or, when this became impractical, as an injec¬ 
tion uirectly into the intravenous tubing. There were 
no instances of sudden significant blood loss in these 
patients, nor were surgical reflexes encountered that 
might have altered the study. Most of the patients 
dozed under the influence of the premedication, al¬ 
though a few received small amounts of intravenously 
given thiobarbiturates or nitrous oxide. 

Figure 1 shows the blood-pressure record of a 21- 
year-old female who had received chlorpromazine 
and a spinal anesthetic. Immediately after adminis¬ 
tration of the spinal anesthetic, the blood pressure fell 
30 mm. Hg below the preoperative level, and admin¬ 
istration of an epinephrine drip containing 0.5 mg. of 
the drug dissolved in 1 liter of 5% dextrose in water 
was therefore started. The patient received 50 ml. of 
solution, equivalent to a total of 25 meg. of epineph- 
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rine, withiii the next three to five minutes. The blood 
pressure showed a peak response of 40 mm. Hg, and, 
although it began to fall as administration of the drip 
was discontinued, the base-line pressure became sta¬ 
bilized at a level 20 mm. Hg higher than that im¬ 
mediately after the spinal anesthetic had been given. 
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Fig. 1.—Effect on blood pressure of epinephrine drip given to 21- 
year-old woman under spinal anesthesia who had received chlorpro- 
mazine preoperatively. 

Epinephrine reversal could not be demonstrated. In 
an attempt to rule out masking of epinephrine reversal 
by the dominant pressor response, progressively de¬ 
creasing doses of epinephrine were given until a dose 
of 0.125 meg. was reached. Epinephrine reversal was 
not demonstrable. The dose range of 0.125 to 10 meg. 
was repeated on a number of other patients with no 
clinical evidence of reversal. 

The attenuation of pressor response to epinephrine 
has also been demonstrated in patients under spinal 
anesthesia. Three normotensive female patients of the 
same general age and physical status were studied. 

One patient received no chlorpromazine and served 
as a control. The other two received chlorpromazine 
as a part of their premedication; one of these had a 
normotensive course, while the other became hypo¬ 
tensive after the administration of a spinal anesthetic. 

The three patients were given 25 meg. of epinephrine 
intravenously. The hypotensive individual showed 
marked attenuation of pressor response, with a peak 
pressure increase of only 15 mm. Hg, as contrasted to 
a 25 mm. Hg rise in the woman given chlorpromazine 
who remained normotensive and a 30 mm. Hg rise in 
the control. (We were unable to detect epinephrine 
reversal in the clinical course of these patients.) After 
a period of stabilization, 50 meg. of epinephrine was 
given to the patients, with an unexpected response 
from the hypotensive patient. If severity of hypoten¬ 
sion be considered the index of chlorpromazine 
adrenolytic activity, then the markedly hypotensive 
patient should be extremely resistant to blood-pres¬ 
sure correction with epinephrine; however, instead of 
a pattern of continuing attenuation, a pressor response 
of 60 mm. Hg peak was noted in the hypotensive pa¬ 
tient, as compared to 40 mm. Hg in the normotensive 
patient receiving chlorpromazine and 90 mm. Hg in 


the control. Further studies on patients who became 
hypotensive after receiving chlorpromazine and a 
spinal anesthetic substantiated these findings. The 
hypotensive patients respond to increasing doses of 
epinephrine with equipressor responses. Figure 2 
shows the record of a female patient of similar age 
and physical status as those discussed above. This 
patient came to surgery with a pressure of 90/60 
mm. Hg. She had received premedication with chlor¬ 
promazine. After administration of the spinal anes¬ 
thetic, her pressure became stabilized at 70/40 mm. 
Hg. A 10-mcg. dose of epinephrine was given in¬ 
travenously, with a peak response of 30 mm, Hg. 
With increasing doses of epinephrine, there occurred 
a stepwise increase in blood pressure. Again there 
was no evidence of epinephrine reversal. Reversal is 
extremely difficult to reproduce clinically. Although 
some attenuation of epinephrine activity occurred in 
patients who had received chlorpromazine as com¬ 
pared to controls, there was no significant effect on 
the equipressor response to epinephrine, and grad¬ 
uated doses of the drug caused stepwise responses 
in the blood pressure. It has been our clinical experi¬ 
ence that the hypotensive patient showed greater re¬ 
sponse to increasing doses of epinephrine than the 
normotensive patient who had received chlorproma¬ 
zine and a spinal anesthetic. 

Chlorpromazine in Conjunction with Spinal Anesthesia 

Many anesthesiologists have experienced great diffi¬ 
culty in correcting the blood-pressure declines result¬ 
ing from the combination of premedication with chlor¬ 
promazine and spinal anesthesia. Any agent that is to 
become a routine part of the anesthesiologist’s arma¬ 
mentarium should not require that the most potent of 
vasopressors, with its own inherent dangers, be given 
to offset side-effects. Consequently, our statistics on 
the effect of chlorpromazine premedication on blood 



^EPINCPHRINE ^EPINEPHRINE ^EPINEPHRINE^ EPINEPHRINE 

O.OIMG. O.OIMG. 0.02MG. 0.03MG. 


Fig. 2.—Blood-pressure record of patient under spinal anes¬ 
thesia who had received chlorpromazine preoperatively. 

pressure were reviewed. Variation from patient to 
patient was studied. Since the level of spinal anthesia 
also contributes to alterations in blood pressure, data 
were reviewed with regard to correlating the level of 
anesthesia and the blood-pressure changes in patient 
receiving chlorpromazine. There were 1,450 patients 
who underwent surgery with chlorpromazine pre- 
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medication and under spinal anesthesia. Five hundred 
fifty-one (38%) underwent major gynecologic surgery; 
261 underwent abdominal surgery (of these, 59 had 
intestinal operations; -19, gastrectomy; 128, gallbladder 
surgery; 19, abdominal-perineal surgery; 13, appen¬ 
dectomy; 19, laparotomy; and 4, sympathectomy); 188 
(13%) had hernia repair; 145 (10%) were operated on 
for hemorrhoids: 203 (14%) underwent major geni¬ 
tourinary surgery; 58 (4%) had orthopedic surgery; 
and 44 (3%) underwent miscellaneous procedures. The 
ages of the patients ranged from 14 to 84 years, and 
patients in all risk categories were included. 

Blood, Pressure Change After Premedication.—The 
patients were classified into three general groups on 
the basis of degree of blood-pressure change after 
premedication as compared to blood pressure on ad¬ 
mission. Patients exhibiting a fall in pressure of 30 
mm. Hg or less were placed in group 1, those with a 
fall of from. 31 to 60 mm. Hg in group 2, and those 
with falls of over 60 mm. Hg in group 3. Control pa¬ 
tients who received standard premedication fell pre¬ 
dominantly into group 1 (92%). By way of contrast, 
only 80% of the 1,450 patients receiving chlorproma- 
zine premedication fell into group 1, while 16.5% fell 



Fig. 3.—Blood-pressure falls of patients, A, with pressures on 
admission of less than 140/90 mm. Hg and, B, with pressures 
on admission of 140/90 mm. Hg or greater. 


into group 2 and 3.5% into group 3. These figures 
would appear to substantiate the observations of nu¬ 
merous investigators that the use of chlorpromazine 
does increase the incidence of preoperative hypoten¬ 
sion. If, however, only those patients receiving chlor¬ 
promazine who had pressures on admission of under 
140/90 mm. Hg are included in the analysis, the per¬ 
centage of patients now in group 1 rises to more close¬ 
ly approach the control figures, as will be noted in 
figure 3. It should be emphasized that all patients 
with pressures on admission of 140/90 mm. Hg and 
greater are not necessarily hypertensive; the hyper¬ 
tension in a number of these patients represents a 
reaction to the stress .imposed upon them by the hos¬ 
pital admission. There were 303 patients, or 21% of 
the 1,450 patients, with blood pressures on admission 
of 140/90 mm. Hg or greater. 

Blood Pressure Change After Administration of 
Spinal Anesthetic.— There was a marked lowering of 
blood pressure in all patients in the series after the 
administration of a spinal anesthetic. In the over-all 
series, only 53% of the patients were in group 1, with 
lowering of pressure from that on admission of 0 to 


30 mm. Hg, while 31% were in group 2 and 16% in 
group 3. Of the 303 patients (21%) with pressures on 
admission of 140/90 mm. Hg or greater, 21% were in 
group 1, 33% in group 2, and 46% in group 3. 

Level of Spinal Anesthesia.— The blood-pressure 
change immediately after administration of the spinal 
anesthetic is related to the level of anesthesia required 



Fig. 4.—Blood-pressure falls immediately after administration 
of spinal anesthetic as compared to pressure on admission in 
patients receiving premedieation with chlorpromazine and under 
high spinal anesthesia (T-4) for upper abdominal surgery. 
19% E = epliedrinc; 8% V = methovamine (Vasoxyl) hydro¬ 
chloride. 

for a given type of surgery. High levels of anesthesia 
reduce the area wherein compensatory vasoconstric¬ 
tion normally occurs. In a patient who has received 
premedication with chlorpromazine, the level of spinal 
anesthesia plays little active role in the blood-pressure 
pattern. Figure 4 illustrates the observation that 



Fig. 5.—Blood-pressure falls immediately after administration 
of a spinal anesthetic as compared to pressure on admission in 
patients receiving premedication with chlorpromazine and un¬ 
der low spinal anesthesia (T-S) for lower abdominal surgery by, 
A, the vaginal approach and, B, the abdominal approach. 

blood-pressure changes in patients under high spinal 
anesthesia (T-4) exhibit little difference when com¬ 
pared to those in the over-all series (fig. 3). Blood- 
pressure changes in patients under low spinal anesthe¬ 
sia (T-8) (fig. 5), such as is given for major gynecologic 
surgery, also compare favorably to those in the over¬ 
all series (fig. 3). 
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Tlie effect of the lithotomy position on blood pres¬ 
sure, as in vaginal plastic surgery, is minimized. Fig¬ 
ure 6 shows the record of a 49-year-old female who 
came to the operating room for repair of a cystocele 
and rectocele after receiving standard premedication. 
After administration of the spinal anesthetic, the pa¬ 
tient was placed in the lithotomy position and the 
pressure was permitted to become stable. When the 
pressure maintained itself for 15 minutes, 12.5 mg. of 
chlorpromazine was given slowly intravenously. The 
blood pressure fell sharply 60 mm. Hg below the pa¬ 
tient’s control level. This dose was repeated at 15- 
minute intervals until a total of 50 mg. of the drug 
had been given. There was no further drop in blood 
pressure, however, until the end of the procedure. 


the myocardium, increasing cardiac "output and hence 
raising the blood pressure; there is also some degree 
of arteriolar constriction. Methamphetamine (Deso- 
xyephedrine) hydrochloride is primarily a cerebral 
stimulant, although it causes some increase in myo¬ 
cardial activity and some peripheral constriction. 
Methoxamine (Vasoxyl) hydrochloride is a vasopressor 
with an entirely peripheral effect; the bradycardia 
often associated with the use of this agent may be of 
central origin. Figure 8 shows blood-pressure changes 
after administration of a spinal anesthetic to the en¬ 
tire series of patients receiving chlorpromazine pre- 
operatively, each of whom had received one of three 
vasopressor agents. These data confirm the observa¬ 
tions of many with regard to the ineffectiveness of 
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Fig. 6.—Record of patient operated on in lithotomy position. Patient received standard premedication. 


when the patient’s legs were lowered. The hypoten¬ 
sion corrected itself approximately three hours post- 
operatively. Figure 7 shows the record of a patient 
undergoing a similar procedure, except that the pa¬ 
tient received premedication with chlorpromazine. 
Immediately after administration of a spinal anes¬ 
thetic, the blood pressure continued to fall, despite 
the use of the lithotomy position. The blood pressure 
returned to its preoperative level shortly after the 
patient was returned to her bed. 

Blood Pressure Changes After Use of Vasopressors 
Before Administration of Spinal Anesthetic .—The com¬ 
monly used vasopressor agents are of three basic 
types: myocardial stimulants, cerebral stimulants, and 
peripheral constrictors. Ephedrine acts directly on 


routine doses of the standard vasopressors. Methoxa¬ 
mine, however, appears more effective in prevent¬ 
ing the severe pressure falls (over 60 mm. Hg), as 
can be seen by contrasting the percentage of pa¬ 
tients in group 3 for each of the three pressor 
agents studied. 

Comment 

The central action of chlorpromazine is apparently 
responsible for the majority of physiological altera¬ 
tions associated with its use. Early in the course of 
study of this compound, ganglionic blocking proper¬ 
ties were thought to be responsible for the hypoten¬ 
sion not infrequently seen. A number of studies have 
subsequently demonstrated the fact that chlorproma- 





























34 


CHLORPROMAZINE-LEAR ET AL. 


J.A.M.A., January 5, 1957 


zine was not a true'ganglionic blocking agent. Adren¬ 
olytic properties have been demonstrated in the 
laboratory animal. We have noted epinephrine re¬ 
versal in the laboratory but have been unable to 
reproduce this phenomenon clinically. Although some 
.degree of peripheral activity contributes to the clinical 
picture, the central action of this drug is responsible 
for its wide range of physiological effects. In the series 
of patients receiving chlorpromazine and a spinal 
anesthetic, the blood-pressure changes are primarily 
a result of chlorpromazine administration rather than 
a function of the level of anesthesia. Vasopressors, 
regardless of mechanisms, are unable to correct the 
pressure changes with any degree of constancy. The 
concomitant use of barbiturates in patients under 


lation, and the sleep regulatory processes noted with 
the use of chlorpromazine are the results of a reduc¬ 
tion in hypothalamic activity. 

With the increasing knowledge of function within 
the central nervous system, it has become apparent 
that no one center in the brain entirely controls the 
activity of a system. Evidence of sympathetic activity 
can also be elicited from those areas of the prefrontal 
cortex that are thought to represent cortical projection 
of the hypothalamus. 6 The thalamus, gyrus fornicatus, 
and ascending reticular activating system are also 
related to sympathetic function. The ascending retic¬ 
ular activating system is a multisynaptic medial brain¬ 
stem structure that receives collateral fibers from the 
classic ascending sensory pathways. 7 Sensory input to 
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' spinal anesthesia who have received chlorpromazine 
1 further aggravates blood-pressure changes and in- 
1 creases the resistance to correction with vasopressors. 

' The additive effect of barbiturates and chlorproma- 
' zine is related to the ability of both compounds to 
depress the hypothalamus and the reticular activat- 
' ing system. 

’ The hypothalamic region of the diencephalon is 
. responsible for the regulation of temperature and the 
, sleep processes. The posterior nuclear group in the 
hypothalamus, when stimulated experimentally, pro- 
■ duces a number of reactions characteristic of sym¬ 
pathetic activity: dilatation of the pupils, sweating, 
i inhibition of intestinal activity, liberation of epineph- 
;rine, tachycardia, and a rise in blood pressure. The 
i depression of sympathetic activity, temperature regu- 


this system must serve a function common to all 
sensory input, the maintenance of a state of alertness 
at cortical levels for incoming stimuli. Depression of 
this system produces marked somnolence in the lab¬ 
oratory animal, with limited response to stimuli (audi¬ 
tory and olfactory), and would appear to be the neuro¬ 
physiological basis of ether analgesia (Artusio). 

Peripheral sympathetic activity and circulating epi¬ 
nephrine also contribute to the maintenance of cor¬ 
tical activity as a function of the stress reaction of an 
organism. That this occurs by mechanisms other than 
circulatory has been demonstrated experimentally. 8 
Studies implicate the reticular activating system as the 
cause of the increased cortical activity after rises in 
the amount of circulating epinephrine. If the brain 
stem cephalad to the quadrigeminal bodies is severed. 
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with cerebral circulation remaining intact, intraven¬ 
ously given epinephrine does not produce intensifica¬ 
tion of cortical action potentials. Laboratory animals 
given chlorpromazine premedication exhibit attenu¬ 
ated responses to intravenously given epinephrine. 
Depression of the reticular activating system and 
hypothalamus by chlorpromazine probably accounts 
for the wide activity range of this compound. 

The antishock property" of chlorpromazine is re¬ 
lated to a combination of central effect and the periph¬ 
eral manifestations of this effect. Normally, under 
conditions of stress, the sympathetic nervous system 
responds with a mass reaction. Vasoconstriction and 
an increased cardiac output are the results of hypo¬ 
thalamic activity on the adrenal medulla, while the 
adrenal cortex responds to hypothalamic activity by 
way of neural connections to the anterior hypophysis 
and the subsequent production of corticotropin 
(ACTH). The reticular activating system, too, responds 
to stress by increasing cortical sensitivity to incoming 
stimuli; its role beyond that of an arousal mechanism 
is not fully understood at present. Vasomotor activity 
increases under adrenergic influence, with constriction 
of precapillary sphincters and the consequent shunt¬ 
ing of blood to the vital centers (heart and brain) to 
the exclusion of the remainder of the body. In early 



Fig. 8.—Blood-pressure changes after administration of a 
spinal anesthetic to patients who had received premedication 
with chlorpromazine and. A, 50 mg. of ephedrine; B, 20 mg. of 
methoxamine (Vasoxyl) hydrochloride; or, C, 20 mg. of Meth- 
amphetamine (Desoxyephedrine) hydrochloride. 


shock, renal blood flow, which normally represents 
about 25% of total circulating volume, falls to ap¬ 
proximately 10% or less of its usual amount. 1 " There 
is a 75% reduction in femoral blood flow in experi¬ 
mental animals exposed to nonhemorrhagic shock. 
This large reduction in flow occurs before there are 
any noticeable blood pressure changes, so that the 
animal can be said to be in the compensatory stage of 
shock at a time when pulse and blood pressure offer 
no warning signs of shock per se. 

The persistence of vasoconstriction eventually leads 
to areas of localized ischemia, 11 with the subsequent 
release of tissue metabolites and breakdown products. 
The integrity of an anoxic capillary bed is further 
disturbed by tissue breakdown products, and vasocon¬ 
striction yields to dilatation and to increased mem¬ 
brane permeability, with consequent fluid loss. Dilata¬ 
tion of the capillary bed in areas affected by the 
shunting of blood leads to the formation of large 
stagnant pools of blood, which further diminishes the 
already embarrassed circulating volume. Eventually, 
peripheral failure leads to a central vascular collapse. 


With the reduction in sympathetic reaction to stress 
that occurs with administration of chlorpromazine, 
renal and splanchnic vascular beds receive a more 
adequate share of available circulating blood volume; 
tissue anoxia is reduced, vascular integrity maintained, 
and fluid loss from altered permeability is absent. 
This discussion is not meant to infer that a permanent 
protection from shock exists but rather that there is a 
prolongation of the temporary state during which cor¬ 
rective therapy can be instituted without exhausting 
the patient’s reserve. In the patient who has received 
chlorpromazine, the blood pressure responds early to 
blood loss, and hence blood replacement is begun at 
a period when blood loss might have been masked by 
compensatory vasoconstriction without chlorproma¬ 
zine. Should extensive intravenous therapy fail to re¬ 
turn blood pressures to reasonable levels, the addition 
of conservative amounts of vasopressor will elicit a 
marked response from a dilated vascular tree of good 
integrity' and adequate functional reserve. 

We have used chlorpromazine premedication in 
well over 3,500 patients undergoing a wide range of 
surgical procedures and of varying risks and ages. 
Clinically, these patients do well when exposed to 
potentially traumatic and hemorrhagic surgery. The 
incidence of surgical shock in the operating room is 
less than it was previously. What hypotension does 
occur under chlorpromazine premedication is safely 
handled. First, the patient who has received adequate 
sedation before operation has a reduction in metabolic 
activity and, therefore, requires less oxygen. Secondly, 
patients under anesthesia receive a high percentage of 
oxygen. Finally', the liberal use of intravenous therapy 
(not vasopressors) tends to restore blood pressure. 

Summary 

While epineplirine z-eversal is rather easily repro¬ 
duced in the laboratory animal, clinically this phe¬ 
nomenon is difficult to produce in the human. Epi¬ 
nephrine continues to cause an equipressor response 
in patients who have received chlorpromazine. Chlor¬ 
promazine premedication is associated with a 20% in¬ 
cidence of hypotension, as compared to a 7 to 8% 
incidence with standard premedication. If patients 
are arbitrarily divided into two groups, those with 
pressures on admission of below 140/90 mm. Hg and 
of 140/90 and greater, then the response to chlor¬ 
promazine in the former group compares favorably 
to the response noted with standard premedication. 
The blood-pressure change after administration of a 
spinal anesthetic in the patient receiving chlorproma¬ 
zine is more a result of the administration of this 
agent than a function of the level of anesthesia. 
Standard vasopressor agents are of little value in cor¬ 
rection of pressure change under spinal anesthesia, but 
methoxamine (Vasoxyd) hydrochloride appears more 
effective than ephedrine or methamphetamine (Des- 
oxy'ephedrine) hy'drochloride in correcting severe 
pressure falls of over 60 mm. Hg. Chlorpromazine- 
induced hypotension is no problem in the operating 
room, where patients with lowered metabolic activity' 
are exposed to a high-oxygen atmosphere and liberal 
amounts of intravenous therapy. 

555 Prospect Place (16) (Dr. Lear). 
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CLINICAL NOTES 


UTERINE FIBROIDS ASSOCIATED WITH POLYCYTHEMIA 

Lawrence Singmaster, M.D., Philadelphia 


Since 1953, three reports have appeared in the liter¬ 
ature on polycythemia associated with uterine fibroids. 1 
In each of the three cases, the authors pointed out that 
after a hysterectomy a state of polycythemia no longer 
existed. I should like to report a fourth case, which 
recently was treated on the surgical service at the 
Lankenau Hospital, in which polycythemia was re¬ 
lieved by a hysterectomy. 

Report of a Case 

A 38-year-old female was admitted to the hospital on Jan. 19, 
1956, with the chief complaint of intermenstrual bleeding on 
two occasions during the two months prior to admission. Each 
of the episodes of bleeding had lasted approximately eight days. 
When the patient consulted her family physician, hospitalization 
because of a uterine tumor was advised. Neither the systemic 
review nor the medical or family history was remarkable. The 
social history revealed that the patient worked as a waitress and 
that her habits- were not remarkable. Physical examination 
showed her to be a well-developed female with a rather florid 
countenance and in no apparent distress.- The blood pressure in 
both arms was 118/80 mm. Hg, and the pulse rate was 80 per 
minute. The only remarkable finding in the remainder of the 
physical examination was that of a large mass, arising supra- 
pubically, in the lower part of the abdomen; this was confirmed 
by pelvic and rectal examinations. Speculum examination of the 
cervix revealed that it contained several small Nabothian cysts 
and that no blood was present at the external os or in the 
x'agina. The size of the pelvic tumor, which appeared to arise 
from the uterus, was approximately that of a large grapefruit; 
it extended almost to the navel. 

Laboratory studies on admission revealed a hemoglobin level 
of 18 gm. per 100 cc. and 6,320,000 red blood cells and 10,500 
white blood cells per cubic millimeter, with a normal differen- 

From the Surgical Service of Gilson Colby Engel, M.D., 
Lankenau Hospital. 


tial count. The urinalysis was not remarkable, and a serum 
chorionic gonadotropin test was negative. The blood cell count 
was repeated two days after admission, at which time the hemo¬ 
globin level was found to be 16.3 gm. per 100 cc., with 6,350,000 
red blood cells per cubic millimeter. The white blood cell count 
was 8,100 per cubic millimeter, with a normal differential. An 
.x-ray was taken of the abdomen; this confirmed the findings of 
a homogeneous mass with no abnormal calcifications occupying 
the pelvis. The distribution of gas in the intestine was not re¬ 
markable. 

The patient underwent operation four days after admission, 
at which time a large fibroid tumor of the uterus was removed 
by total hysterectomy and both tubes and the left ovary were 
removed as well as the appendix. Complete examination of the 
remainder of the abdomen revealed no further pathology, and 
the operation was terminated uneventfully. Pathological examina¬ 
tion of the specimens revealed leiomyomas of the uterus, endo¬ 
metrial cyst of the left ovary, Nabotluan cyst of the cervix, and 
a normal appendix. At the time of surgery a bone marrow 
biopsy specimen was also taken from the ileum. A study of the 
specimen revealed normoblastic hyperplasia. Blood lost during 
the procedure was minimal, yet on two days after surgery the 
hemoglobin level was 14.1 gm. per 100 cc., with 3,980,000 red 
blood cells per cubic millimeter. The white blood cell count was 
not remarkable. The patient convalesced uneventfully and was 
discharged eight days after surgery, at which time a final blood 
cell count revealed a hemoglobin level of 13.5 gm. per 100 cc., 
with 4,370,000 red blood cells per cubic millimeter and a 
normal white blood cell count. 

The patient was subsequently seen for a postoperative check¬ 
up one month after surgery; at this time her hemoglobin level 
was 14 gm. per 100 cc., with 4,870,000 red blood cells per cubic 
millimeter. Studies six months after operation revealed a hemo¬ 
globin level of 14.2 gm. per 100 cc., with 4,900,000 red blood 
cells per cubic millimeter. The rather marked floridness had left 
her face, and she had returned to work without further com¬ 
plaints. 
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Comment 

It is hoped that further reporting on the association 
of polycythemia and fibroid tumors will lead to an 
explanation of their coexistence. 

406 Lankenau Medical Bldg. (31). 
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A TEACHING INSTRUMENT FOR PROCTOSIGMOIDOSCOPY 

Robert Turell, M.D., New York 


It has long been recognized that effective teaching 
of colorectal endoscopy calls for simultaneous observa¬ 
tion by the teacher and pupil of the same area and/or 
lesion. Various instruments have been described from 
time to time, but none apparently has become popular. 
Appreciating the need for such a teaching tool, I set 
out some 15 years ago to design an instrument that 
would make possible the simultaneous viewing of the 
examining field by two or more observers. The first 
effort (fig. 1) consisted of two arms with optical 



Fig. 1.—Original teaching instrument sigmoidoscope for simul¬ 
taneous viewing of examining field by two persons. 

systems mounted on a device with built-in magnifying 
lenses. This instrument has a screw-on adjustable 
mechanism, mounted on a Turell sigmoidoscope, that 
incorporates a dual system of illumination—proximal 
(the light near the examiner’s eye) as well as distal— 
and suction. 1 Although tills instrument made possible 
the simultaneous viewing of one area or lesion by two 
persons, the range of visibility was too greatly reduced 

From the Mount Sinai Hospital and the Albert Einstein Col¬ 
lege of Medicine. 


to render it practical. It is most useful when only 
supermagnification of the viewing area or lesion is 
desired. 

I therefore devised an improved and simplified in¬ 
strument (fig. 2A), which still offers great magnifica¬ 
tion. One part offers only distal illumination (fig. 2C), 
while another incorporates both the distal and proxi¬ 
mal systems of illumination (fig. 2B). The latter 
consists of a cylinder 5 cm. (2 in.) long, to which a 




Fig. 2.—A, teaching instrument in the sigmoidoscope. B, cylin¬ 
der with window for outlet of optical system, large bull) for 
proximal illumination, and long shaft with smaller bulb for 
distal illumination. C, cylinder with optical window and distal 
illumination only. D, interior of cylinder magnified (shaft with 
distal light removed for photographic purposes). E, interior of 
cylinder magnified. 

long arm containing a suitable system of lenses and 
two light connections is fastened. The interior of the 
cylinder contains the window or die outlet of the 
optical system, a 6-volt lamp for proximal illumina¬ 
tion, and a carrier of a 3-to-4-volt lamp for distal 
illumination. These lighting systems can be used indi- 
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vidually or simultaneously. At this stage of experi¬ 
mentation, the distal is still superior to the proximal 
illumination but has the disadvantage that the light 
may be obscured by excretions, blood, or feces, which 
necessitates cleansing of the bulb, thus interrupting 
the examination. Enough space within the cylinder 
remains for viewing of the interior of the color and 
for the introduction of an electrode, snare, or biopsy 
forceps (fig. 2D); the latter maneuvers are accomp¬ 
lished with ease after practice (the instrument with 
only the distal light has more space within the cylinder 
[fig. 2E]). The exterior of the cylinder fits snugly into 
the head of the shafts of both diameters, namely, 1.6 
or 2 cm. (% or % in.), of the Turell sigmoidoscope. 


J.A.M.A., January 5, 1957 
Summary 

An instrument has been designed that, when at¬ 
tached to tire Turell sigmoidoscope, makes possible 
the simultaneous examination of the terminal portion 
of the colon and rectum by two persons. It is simple in 
design and can be used with either proximal or distal 
(or simultaneous) illumination. It is useful for teach¬ 
ing of colorectal endoscopy. 

25 E. 83rd St. (28). 

The instrument described is manufactured by the American 
Cystoscope Makers, Inc., New York. 
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NEW AND NONOFFICIAL REMEDIES 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Remedies are based on the evaluation of available scientific 
data and reports of investigations. Applicable commercial names for preparations of evaluated 
drugs are listed at the end of monographs and parenthetically in the text of supplemental 
statements; additional commercial names of which the Council is informed will be included 
with subsequently published supplemental statements and annual editions of New and Non¬ 
official Remedies. H. D. Kautz, M.D., Secretary. 


Chloroprocaine Hydrochloride.— /J- Die thy lam i no¬ 
ethyl 2-chloro-4-aminobenzoate hydrochloride.—The 
structural formula of chloroprocaine hydrochloride 
may be represented as follows: 

H 2 n{ ^C-OCH;CH;N(CH;CHJ z • HCI 
Cl 

Actions and Uses.— Chloroprocaine hydrochloride, a 
local anesthetic agent, is similar in chemical structure 
and pharmacological action to the parent compound, 
procaine hydrochloride. The halogenated derivative 
produces a more rapid onset of action, with an anes¬ 
thetic potency at least twice as great as that of a 
similar amount of procaine. Its toxicity is low and 
of the same order of magnitude as that of procaine; 
the toxic effects are qualitatively similar. The drug 
produces little vasoconstriction; therefore, its toxicity 
may be appreciably decreased if absorption is slowed 
by administration in admixture with pressor agents, 
such as epinephrine. Chloroprocaine, like procaine, 
is hydrolyzed by plasma cholinesterase. The hydrolysis 
of the chlorinated derivative proceeds more rapidly 
than that of the parent compound, and the concentra¬ 
tion of cleavage products liberated from therapeutic 
doses is innocuous. The drug is not an efficient local 
anesthetic for topical application to the skin or mucous 
membranes. 

Chloroprocaine hydrochloride, either with or with¬ 
out the addition of epinephrine in suitable dilution, is 
useful as a local anesthetic in minor as well as in 


general surgical procedures. The drug has been suc¬ 
cessfully employed to produce analgesia or surgical 
anesthesia by the techniques of infiltration, field block, 
and regional nerve block, including caudal and epi¬ 
dural block. Although its usefulness for these pro¬ 
cedures has been sufficiently well demonstrated to 
warrant its trial, only subsequent clinical experience 
will determine its ultimate toxic potentialities as com¬ 
pared to those of longer established agents, such as 
procaine and tetracaine hydrochloride. The use of 
chloroprocaine hydrochloride for continuous peridural 
and spinal (subarachnoid) anesthesia has not been 
evaluated. 

Dosage.— Chloroprocaine hydrochloride is injected 
at various sites according to the type of local anesthe¬ 
sia to be produced. Because of rapid absorption and 
danger of untoward reactions, the dosage must be 
reduced when the drug is used without epinephrine. 
As with other local anesthetic agents, the dosage of 
chloroprocaine hydrochloride must be adjusted ac¬ 
cording to the need of the patient and the purpose 
for which anesthesia is required. 

For infiltration anesthesia, a 1% solution in admix¬ 
ture with a 1:200,000 dilution of epinephrine hydro¬ 
chloride is ordinarily used, the volume injected 
depending on the anatomic site and the extent of 
area to-be anesthetized. For most procedures, volumes 
ranging from 2 cc. to a maximum of 75 cc. will usually 
suffice. Should larger volumes be necessary, as in 
thoracoplasty, the concentration of the chloroprocaine 
solution per unit volume should be correspondingly 
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reduced. For regional nerve blocks, the volume and 
concentration of the agent vary according to the site 
and structure concerned, for example, 25 cc. of a 2% 
concentration for brachial plexus block and 3 cc. for 
cervical block. Except for anesthesia of the nose, ears, 
fingers, toes, and scrotal areas, the agent should be 
injected with a 1:200,000 dilution of epinephrine hy¬ 
drochloride. Epinephrine should be withheld if 
cyclopropane, trichloroethylene, ethyl chloride, or 
other anesthetics containing halogen are to be em¬ 
ployed. 

For single-injection caudal (extradural sacral) 
block, the dose of chloroprocaine hydrochloride usual¬ 
ly employed is 20 cc. of a 2% solution containing 
epinephrine 1:200,000. For caudal-transsacral block, 
5 cc. of a 2% solution with epinephrine 1:200,000 is 
injected into each sacral foramen, and 20 cc. of the 
same solution is introduced into the caudal canal. 
For epidural anesthesia by the single dose technique, 
both a 2% and 3% solution have been used, with and 
without added vasoconstrictors. The volume injected 
varies with the concentration of the solution employed 
and the operative procedure or areas to be anesthe¬ 
tized. In general, the volume should not exceed 25 to 
35 cc., especially when the 3% solution is used. Further 
study is necessary to determine the precise dosage 
for continuous epidural anesthesia. 

Applicable commercial name: Ncsaeaine Hydrochloride. 

Maltbie Laboratories Division, Wallace & Tiernan Inc., co¬ 
operated by furnishing scientific data to aid in the evaluation of 
chloroprocaine hydrochloride. 

Intramuscular Use of Erythromycin 

The Council has evaluated the usefulness and safety 
of intramuscularly administered erythromycin (Iloty- 
cin). On the basis of currently available evidence, the 
Council concluded that this use is justified in certain 
situations. Thus, the antibiotic may be used for the 
treatment of severe infections caused by beta-hemoly- 
tic steptococci, pneumococci, and micrococci and in 
patients who are allergic to penicillin or whose organ¬ 
isms, notably micrococci, are resistant to penicillin 
but sensitive to erythromycin. For therapy of the sus¬ 
ceptible infections, intramuscular administration 
should be reserved for patients in whom oral medica¬ 
tion is not feasible or intravenous administration of 
soluble salts of the drug is difficult or impractical. 
These limitations are necessitated by the pain that the 
drug may produce at the site of injection. Although 
sterile abscess formation and other signs of local tissue 
irritation ordinarily are not observed after the usual 
doses, pain and induration may follow intramuscular 
administration of larger doses. 

When indicated, erythromycin is administered by 
deep intramuscular injection, preferably in the gluteal 
muscles or the outer aspect of the thigh, in average 
doses of 100 mg. (2 cc. of a solution containing 50 mg. 
per cubic centimeter). This may be repeated at 4 to 6 
hour intervals as needed and as tolerated by the pa¬ 
tient. No more than 4 cc. of the solution should be 


COUNCIL ON PHARMACY AND CHEMISTRY 

injected at one time, and the site of administration 
should be changed for each subsequent injection. 
Administration in the arm muscles should be avoided 
because of associated pain. In general, the use of 
erythromycin given intramuscularly in infants should 
be avoided because of the relatively small muscle 
mass. In those instances in which the intramuscular 
administration of erythromycin is necessary in infants, 
proportionately smaller doses should be used. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to describe the intramuscular 
use of erythromycin. 

Eli Lilly & Company cooperated by furnishing scientific data 
to aid in the evaluation of the intramuscular use of erythromycin. 


Oral Use of Phytonadione 

The Council has evaluated the oral use of 
phytonadione (Mephyton) for the treatment of 
hypoprothrombinemia induced by anticoagulant 
therapy and other conditions characterized by over¬ 
prolonged prothrombin times. On the basis of current¬ 
ly available evidence, the Council concluded that 
phytonadione is effective by the oral route and that 
this route is preferable to intravenous administration, 
except in emergency situations in which bleeding is 
imminent or has actually occurred or in patients in 
whom oral therapy is impractical or contraindicated. 
Thus, the drug may be used to combat hypopro¬ 
thrombinemia, whether caused by anticoagulant 
therapy, inadequate absorption or endogenous pro¬ 
duction of vita min K, neonatal deficiency of pro¬ 
thrombin, or the toxic action of agents such as 
salicylates and phenylbutazone. 

For the nonemergency treatment of hypoprothrom¬ 
binemia induced by anticoagulant therapy, initial 
doses of 5 to 10 mg. should be administered orally. If 
a subsequent determination of prothrombin time indi¬ 
cates the need for more vigorous therapy but does not 
indicate the necessity for intravenous medication, ad¬ 
ditional doses of 15 to 25 mg. or more may be admin¬ 
istered orally. Immediate intravenous infusion of 10 
to 50 mg. of phytonadione in an emulsion is indicated 
for the emergency treatment of undue hypopro¬ 
thrombinemia induced by anticoagulant therapy. For 
the treatment of hypoprothrombinemic conditions of 
other etiology, the drug is administered either intra¬ 
venously or orally, depending on the severity of the 
situation. Dosage by either route is the same and 
usually ranges from 2 to 20 mg.; on occasion, as much 
as 25 to 50 mg. may be necessary. If prothrombin 
deficiency is caused by obstruction of bile or loss of 
it through biliary fistula, bile salts should be given 
with orally administered phytonadione. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to describe the oral use of 
phytonadione. 

Merck Sharp & Dohme Research Laboratories, Division of 
Merck & Co., Inc., cooperated by furnishing scientific data to 
aid in the evaluation of the oral use of phytonadione. 



40 


J.A.M.A., January 5, 1957 


THE JOURNAL 

OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 

Editor and Managing Publisher . . AUSTIN SMITH, M.D. 

Associate Editor .JOHNSON F. HAMMOND, M.D. 

Assistant Editors WAYNE G. BRANDSTADT, M.D. 

FREDERIC T. JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 

Assistant to the Editor .. MILTON GOLIN 

Editor for Medical Literature Abstracts . . GEORGE HALPERIN, M.D. 


Subscription price . . Fifteen dollars per annum in advance 

Cable Address.“Medic, Chicago” 


THE ADENOVIRUSES 

Studies of a group of viruses variously named (AD 
for “adenoid degeneration,” RI for “respiratory ill¬ 
ness,” and APC for “adenoidal-pharyngeal-conjuncti- 
val”) have resulted in their being classed together and 
called the adenoviruses at the suggestion of a group 
of virologists. 1 This action was taken in view of the 
fact that certain characteristics were observed in all 
these viruses. All types (1) grow only in tissue cul¬ 
tures of certain human or simian cells, (2) produce 
cytopathogenic changes in such cultures, (3) are 
nonpathogenic for the usual laboratory animals, (4) 
are heat labile, (5) are filterable, (6) are resistant to 
antibiotics and ether, and (7) have a group-specific 
but not type-specific, soluble, complement-fixing 
antigen. 2 Hilleman and co-workers 3 found evidence 
that the RI-67 group of viruses, now known as type 4, 
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cause a large proportion of cold-agglutinin-negative 
cases of primary atypical pneumonia and an acute 
respiratory disease (ARD) that Ginsberg and co¬ 
workers 4 believe is a clinical entity distinct from 
primary atypical pneumonia and from the common 
cold. This disease runs a short but acute febrile 
course, with cough and hoarseness the. chief respira¬ 
tory symptoms. In another study, Hilleman and co¬ 
workers 5 6 observed an epidemic of this disease in a 
group of recruits. In this epidemic 25% had to be 
hospitalized, 25% were treated as outpatients, and 
the rest although not clinically ill all showed labora¬ 
tory evidence of infection. Bell and co-workers 2 found 
that, after swabbing the conjunctivas of a group of 
volunteers with adenovirus, laboratory evidence of 
infection in all subjects and clinically recognizable 
illness in 94% of those whose serum prior to inocula¬ 
tion contained no immune bodies could be demon¬ 
strated. Huebner and co-workers 0 have shown that 
these viruses readily spread from person to person. 

According to Rowe and Huebner, 7 at least 14 sero¬ 
logic types have been separated on the basis of neu¬ 
tralization tests. Laboratory diagnosis of the group by 
complement fixation is comparatively easy, but the 
diagnosis of the type is still a tedious process. All of 
the types recognized have not been widely studied, 
but evidence that types 1, 2, and 5 are frequently 
associated with febrile respiratory infections in young 
children is accumulating. Type 3 causes a new entity' 
that Rowe and Huebner call pharyngoconjunctival 
fever, which is most frequently seen in children. Types 
4 and 7 cause much of the acute respiratory disease 
and primary aty'pical pneumonia seen. Types 6 and 10 
cause conjunctivitis, and type 8 is believed to cause 
epidemic keratoconjunctivitis. According to Jawetz 
and co-workers, 8 9 ty'pes 1, 2, 5, and 6 can be isolated 
from the tonsils and adenoids of many persons but 
they do not often spontaneously cause disease. In 
another article, Bell and co-workers 0 state that type 
3 is definitely a pathogen but that 25 to 40% of the 
cases of infection with this virus go unrecognized un¬ 
less they are seen as part of an epidemic. 

Bell 2 used a heat-and-formalin-killed ty'pe 3 vaccine 
and found that the resulting antibody formation pro¬ 
tected volunteers against challenge in the same 
proportion as a group of adults with naturally acquired 
immunity were protected. There were no untoward 
local or systemic reactions to the vaccine. On the basis 
of these observations. Bell and co-workers 10 used a 
commercially prepared trivalent vaccine (type 3, 4, 
and 7) on 4,000 recruits. Substantial antibody respon¬ 
ses to all three types and protection against acute 
respiratory disease caused by type 4 were observed. 
Because the hospital admission rate for adenovirus 
infections is so great in recruits, Hilleman and his 
group developed a formalin-killed bivalent (types 4 
and 7) vaccine. Their results, described in this issue 
(pages 4 and 9), were encouraging. The vaccine 
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was found to be safe and effective, and after its use 
the neutralizing antibody titer level against adeno¬ 
virus type 3 was as great as those against types 4 and 7. 

The advent of simpler methods of isolating viruses 
in tissue cultures has facilitated the recognition of 
hitherto unrecognized viruses, some of which are 
disease agents and some of which form part of the 
normal viral flora of the body. Evidence is accumulat¬ 
ing that many types, if not all, of the adenoviruses are 
disease agents and that most adults have experienced 
infection with one or more types of this group. 
Earlier hopes that all respiratory diseases of unknown 
origin could now be attributed to these newly recog¬ 
nized viruses, however, have not materialized, and as 
yet there is no easy laboratory method of differentiat¬ 
ing the various types of adenoviruses. Great progress 
has been made, and there is no reason to believe that 
many problems connected with respiratory diseases of 
viral origin will not be solved in the foreseeable future. 


NEW DEMOGRAPHIC DATA 

An abundance of new facts of interest to physicians 
is supplied by the recent report “Health and Demo¬ 
graphy” from the U. S. Department of Health, Educa¬ 
tion, and Welfare.' The physician’s interest in vital 
statistics as applied to ethnology and anthropology 
has both scientific and personal reasons. Many of the 
scientific aspects of the present collection of data are 
pointed out in an excellent commentary that goes 
with the many tables and charts. This general commen¬ 
tary, as is noted in the foreword, necessarily omits 
many of the insights significant for specific programs. 
Such insights will be supplied easily by the reader. 
The basic facts are there, to serve varying purposes 
for a long time to come. A few points have been 
selected for examples here. 

The graph for the population of the United States, 
with or without the extension predicted on the as¬ 
sumption of fertility rates continuing at the 1954-1955 
level, still has much the shape of a compound-interest 
curve: it has been rising more steeply each year. It 
is very much the kind of curve one would predict for 
a young country where famine, sickness, and crime 
were not yet offsetting the ability of the human race to 
increase in a geometric progression. The commentary 
points out that a major breakthrough on one of the 
leading causes of death would make the curve rise 
even more steeply. The facts reported by the demog¬ 
rapher must be accepted; they agitate people who 
think in negative terms but inspire those who try to 
think positively. The facts and probabilities favor 
population growth, and this means continued neces¬ 
sary increases in the number of physicians, nurses, 
other health personnel, health facilities, and innumer¬ 
able other social agencies. 


Charts contrasting the marked decline in the mor¬ 
tality of the young with the comparatively stationary 
mortality of the old remind the physician of the urgent 
problems of disability', chronic disease, and malignant 
neoplasms in the later years of life. The many tri¬ 
umphs over diseases of childhood have caused the 
curve for percentage distribution of the population by 
five-year age groups to assume a curious shape with 
few precedents in the history of mankind. In 1950, 
for instance, there was a larger percentage of people 
in the 15-19 year age group than in any other. It is 
hard to imagine this as anything but a temporary 
condition, but before pediatrics made its astonishing 
advances this would have been inconceivable in a 
country with a steady birth rate. 

There are several times in the career of the physi¬ 
cian when he faces the need of deciding where he 
shall live: during his school years, during the period 
of his professional activity, and after his retirement. 
Many of the data as to the geography of disease and 
longevity are therefore of persona] interest to him. 
The present booklet contains some items of extra¬ 
ordinary interest in that connection. One map gives 
the density of population by counties and shows that 
there are still sizable areas with populations under 
2 per square mile. This may comfort those who have 
been disquieted by the disappearance of vacant lots 
in cities, the shrinkage of countryside between sub¬ 
urbs, and the lack of residual spaces where airplanes 
can fly without danger of falling on people. It also 
suggests places for retirement, for vacations, and for 
investments in real estate. For anyone planning to 
move, however, caution is suggested by another group 
of maps. There are sizable differences among the states 
as to extent of industrialization, levels of income, and 
expectancy of life. Some maps show the percentage 
of change in population of states and counties; they 
indicate that some states have gained by more than 
20% in population from 1950 to 1954, while others 
have lost by more than 2%. The reasons for such 
migration should be studied by anyone planning to 
change his place of residence. Several maps show in 
various ways the extent of internal migration within 
the United States. This phenomenon, whatever the 
conditions may be that encourage it, is one of the 
most healthful aspects of American life. It makes 
possible the escape of labor from conditions that, at 
times and places in the past, have threatened to de¬ 
generate into serfdom; it makes possible the escape 
of any individual or family from an oppressive social 
or geographical climate. In short, it helps with the 
innumerable little personal adjustments whereby 
small-scale miseries are kept from adding up to large- 
scale social dislocations. 


1. Healtli and Demography, Public Health Services Publica¬ 
tion 502, U. S. Department o£ Health, Education, and Welfare, 
Public Health Service, Bureau of State Services, National Office 
of Vital Statistics, Oct., 1956. 
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ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN SEATTLE, NOV. 27-30, 1956 


The actions of the House of Delegates at the Seattle 
Meeting are herewith abstracted so that the readers may 
have this information in digest form. The official pro¬ 
ceedings will be made available, as in the past, in a 
booklet, which will be sent to all members of the 
House of Delegates and officers of the American Med¬ 
ical Association by the Secretary. This booklet will not 
be available for several weeks.— Ed. 

Invocation 

The Rt. Rev. Stephen F. Bayne Jr., Bishop of Olym¬ 
pia, pronounced the following invocation: 

Let us pray. O Sovereign Lord, from whom all life 
and health comes, we beseech Thee to behold and 
bless the work of all physicians. Thou, who by the 
example of blessed Luke, the physician, blessed the 
work of the healers of men’s bodies and minds, do 
Thou now bless our work and our thought. Grant us, 
O Blessed Lord God, to remember always that Thou 
didst come into this world not to be ministered unto 
but to minister and to give Thy life a ransom for many. 
So take into Thy generous and gracious keeping all 
who give themselves in the service of their fellow men. 
Help us, we pray, to remember that man is body and 
soul, that healing is one and that all healing is Thine. 

Guide and enlighten Thou, as we meet, the minds 
and hearts of those who seek to serve Thee and the 
truth. As we are not able to please Thee without Thy 
grace, we beseech Thee to pour Thy grace into our 
hearts that what we here do and say may be to Thy 
glory and to the well-being of Thy children. And 
finally, O Lord God, put into our hearts an endless 
anger against all ruthless power that destroys life, and 
in Thy mercy grant to this world Thy peace and a 
just order and an abiding reverence for life and an 
eternal concern for healing. All this we pray in His 
name, from whom all strength cometh, Jesus Christ, 
our Lord. Amen. 

Preliminary Report of Reference Committee on 
Credentials 

Dr. R. T. Johnstone, Chairman, Section on Preven¬ 
tive Medicine, reported that 182 delegates were pres¬ 
ent. 

The Speaker, Dr. E. Vincent Askey, announced that 
more than a quorum was present and declared the 
House open for business. 

Report of Reference Committee on Rules and Order 
of Business 

Dr. Orwood J. Campbell, Chairman, Minnesota, sub¬ 
mitted the following report, which- was adopted: 

Your Reference Committee on Rules and Order of 
Business wishes to recommend that (1) the record of 
the Reference Committee on Credentials shall stand 
as the official roll call at each meeting of the House; 


(2) the order of business distributed to the House 
shall be the official order of business; this may he 
varied by the Speaker at his direction subject to ob¬ 
jection sustained by the House; and (3) the Speaker 
may grant the privilege of the floor to such persons 
as may be presented by the President or Chairman of 
the Board of Trustees or others who may expedite the 
business of the House subject to objection sustained 
by the House. 

Adoption of Minutes of Chicago Annual Meeting 

On motion of Dr. J. Mather Pfeiffenberger, Illinois, 
seconded by Dr. Walter E. Vest, West Virginia, and 
carried, the mintes of the annual meeting held in Chi¬ 
cago, June 11 to 15, 1956, were adopted as printed in 
The Journal of the American Medical Association. 

Announcement Regarding General Practitioner 
of the Year Award 

Dr. Gunnar Gundersen, Chairman of the Board of 
Trustees, announced that a special committee of the 
Board had selected Dr. Edward M. Gans of Harlow- 
ton, Mont., to receive the General Practitioner of 
the Year award. 

Presentation and Remarks of Dr. Andy Hall 

Dr. Harold M. Camp, secretary of the Illinois State 
Medical Society, was given the privilege of the floor 
to introduce Dr. Andy Hall, Mount Vernon, Ill., recipi¬ 
ent of the General Practitioner of the Year award in 
1949. Dr. Hall addressed the House as follows: 

I certainly appreciate the honor that you conferred 
on me years ago. One of my chief diversions is attend¬ 
ing medical meetings. I began 66 years ago, at which 
time I graduated from Northwestern University. I 
have had a very happy career, and I am glad to belong 
to a medical group that has done more to advance 
our civilization than any other trade or profession. 
Just how long I shall be able to attend these medical 
meetings I don’t know, but, when I get to the place 
where I can’t attend a medical meeting, I am ready 
to check out. 

Introduction and Remarks of Dr. John M. Travis 

The Speaker called to the rostrum, Dr. John M. 
Travis, Jacksonville, Texas, General Practitioner of the 
Year for 1952, who spoke as follows: 

In 1952,1 had the great honor of being the General 
Practitioner of the Year of the United States. It is the 
greatest honor that I have had conferred upon me. I 
really enjoyed it. I put in most of my time visiting over 
the country. I think I went into 28 states and was on the 
program 32 times. I spent a little money and had a lot 
of fun. As Dr. Hall says, I think it is one of the great¬ 
est honors that can be conferred upon a man. Just 
being a modest Texan, I accepted that honor. It is a 
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great honor, and I am sure it is one of the greatest 
things that the general practitioner has. We look for¬ 
ward to it every year. I have not missed a meeting 
since I had that honor, and Dr. Hall and I meet here 
to thrash out things that some of the Board have 
passed on. Generally, you get a man that doesn’t live 
as long as Dr. Hall, who just keeps on and on and on, 
and I am trying to follow in his footsteps. 

Presentation of General Practitioner of the 
Year Award 

The Chairman of the Board of Trustees, Dr. Gunnar 
Gundersen, presented to Dr. Edward M. Gans, Har- 
lowton, Mont., the General Practitioner of the Year 
gold medal, with the following remarks: 

I am happy to announce that a committee of the 
Board of Trustees today selected Dr. Edward M. Gans, 
SO, of Harlowton, Mont., to receive the American 
Medical Association’s General Practitioner of the Year 
award. 

Dr. Gans, who has been a member of the Montana 
Medical Association and the American Medical Asso¬ 
ciation for 44 years, has a record of more than 50 years 
of general practice behind him. He practiced medicine 
in Judith Gap, Mont., for 17 years, and he is in his 27th 
year of practice in Harlowton. Before going to Mon¬ 
tana, he practiced one year in Dickinson, N. D., and 
six years at Eveleth, Minn., for a grand total of 51 
years of service to mankind. Known as “Old Doc” 
Gans to distinguish between him and his two doctor 
sons, this tall, lean man whom we honor today has 
helped to deliver babies in automobiles, box cars, and 
ranch homes. He estimates that he has delivered 
enough babies to populate Petroleum County, Mont. 
His oldest son, Dr. Paul Gans, is practicing medicine 
in Lewistown, Mont., and his other son. Dr. Edward 
Gans, is carrying on an eye, car, and nose practice in 
Oakland, Calif. 

Last September when the house of delegates of the 
Montana Medical Association selected Dr. Gans to 
receive the General Practitioner award for the State 
of Montana, a newspaper, Tlw Daily Missoulian, paid 
him one of the finest editorial tributes that could be 
paid to any doctor. It was stated in the newspaper, 
and I quote: 

Dr. Gans is a rugged fellow of 80 years whose career is in the 
best American tradition. The “riches'' part of the “rags to riches” 
story may have to be measured in service to mankind, but if so 
there is an ample amount. “Doe” Gans, like many another who 
has gone up the ladder to inevitable achievement, started on a low 
rung. Eighty years ago last December he was born in Minnesota, 
one of a family of 13 children of immigrant parents to reach 
maturity. He attended and then taught in rural schools, com¬ 
pleted a normal college course and was a school principal for a 
couple of years before graduating from the University of Minne¬ 
sota Medical School. Through his long period of practice, he has 
stayed on through good years and bad, giving the people who 
depend on him the best he has. Entirely apart from his medical 
knowledge, that is considerable, his kindly manner and down- 
to-earth philosophy endear him to his community. 

Along with his busy practice, Dr. Gans found time 
to serve as mayor of Judith Gap and for eight years 
was coroner of Wheatland County. 

After he was named Montana’s General Practitioner 
of the Year, his son Paul received a letter from an old 
friend of the family, P. L. Haegen of Buffalo, Mont. 


It was a long letter, but parts of it express so well the 
professional philosophy of the man we selected as the 
American Medical Association “G. P.” of the year. The 
letter said in part: 

He has been more than just a doctor in our times of need. In 
the winter of 1920 when the whole family was down with scarlet 
fever, Dr. Gans not only tended to those in the household but 
also to the livestock until he could arrange’for a man to help out. 
During that time we lost our first bom to the fever and he was 
kindness itself with a steady and sustaining faith that helped as 
no words could do. We sure hated to see him leave the Gap in 
1929. We were there in the Gap the day he moved his beloved 
house to Harlowton. It was one of the few times I ever saw my 
mother cry. Perhaps a woman knows better than a man what a 
doctor can mean to a community or to a person. 

I am happy, on behalf of the Association, to desig¬ 
nate you, Dr. Gans as the General Practitioner of the 
Year and to present you with this medal in token of 
our esteem and good wishes. 

Remarks of Dr. Edward M. Gans 

Dr. Edward M. Gans, Harlowton, Mont., ac¬ 
cepted the General Practitioner of the Year award 
with the following remarks: 

Gentlemen, you can’t know how much I appreciate 
this honor that you have bestowed upon me. Really, 
it is more than I expected. I have always tried to 
practice medicine in accordance with the code of 
/Esculapius and Hippocrates, and I will say this for 
myself, that I have never said a bad word against 
any doctor. I recall one instance where I was called 
out in the country about 40 miles northwest of Judith 
Gap to see a lady. It was a night call. She said she had 
been sick for a week, she had had a doctor out in 
Lewistown, and he was no good. I said, “Well, that’s 
a good doctor.” She said, “Not with me.” “Have you 
paid the doctor?” She said, “No, and I won’t.” I said, 
“Then you won’t pay me either,” and she didn’t. That 
is the kind of stuff we run across. 

I have enjoyed my 51 years of practice. I.am still 
practicing medicine, I make night calls, and I am 
going to keep on doing it until the old grim reaper 
gets me. Agiin I want to thank you gentlemen for 
this honor which you have bestowed upon me. You 
can’t imagine how much I appreciate it. 

Citation to Ciba Pharmaceutical Products, Inc. 

Dr. Dwight H. Murray, President, presented a cita¬ 
tion to Ciba Pharmaceutical Products, Inc., with the 
following remarks: 

Two years ago last September, a new television 
program was introduced to the general public. It was 
Medical Horizons, presented by Ciba Pharmaceutical 
Products, Inc., in cooperation with the American Med¬ 
ical Association. The program, which features “live” 
pickups from hospitals, medical schools, and research 
institutions, is now in its third year. Unlike many tele¬ 
vision programs that lose popularity with the passing 
of time, “Medical Horizons” now has a larger audience 
than ever before. 

Many people have asked me the meaning of the 
phrase “in cooperation with the American Medical 
Association” as used on this television show. It means 
that the Association checks the subjects to be used, 
the physicians to appear, and both the program and 
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advertising commercial scripts. This is our way of 
making sure that the medical information reported 
is sound and accurate. 

By presenting “Medical Horizons,” Ciba is perform¬ 
ing a distinct service to the medical profession. The 
television audience, which makes up a vast segment 
of our population,. sees our physicians at work and 
learns their important role in improving the health of 
our nation. For this reason, the Board of Trustees is 
presenting a special citation to Ciba. Here today to 
receive it is Mr. T. F. Davies Haines, President of 
Ciba Pharmaceutical Products, Inc. 

The citation presented to Mr. Haines reads as fol¬ 
lows: 

The American Medical Association takes pleasure in present¬ 
ing this citation to Ciba Pharmaceutical Products, Inc., for the 
sendee it has performed to the medical profession and to the 
nation through its weekly television series, Medical Horizons. By 
accurately and dramatically telling the story of medicine and 
medical progress through “live” pickups from hospitals, medical 
schools, and research laboratories, you have given the general 
public a new insight into the work and achievements of its 
doctors. 

Because of these outstanding contributions to medicine, you 
have proved yourself deserving of this special recognition. 

Dwight H, Murray, M. D., President 

Gunnar Gundersen, M.D., Chairman, Board of Trustees 

American Medical Association Nov. 27, 1956 

Remarks of the President of Ciba 

Mr. T. F. Davies Haines, President of Ciba Phar¬ 
maceutical Products, Inc., addressed the House as 
follows: 

Mr. President, Mr. Speaker, and Gentlemen: It is 
with real pride and satisfaction that I receive this 
citation on behalf of Ciba Pharmaceutical Products. 
The fact that you have awarded it to us shows that 
we have in large measure succeeded in accomplishing 
what we set out to do when, two years ago, we began 
our series of television programs which was, in the 
words of your citation, to give the American public a 
new insight into the work and achievements of the 
American doctor. 

Ciba exists to serve the doctor and, through him, 
the public, and for the past 60 to 70 years it has en¬ 
deavored to make the association with the practicing 
physicians as close as possible. Thus, Ciba has a very 
real appreciation of the enormous accomplishments of 
the doctor. This appreciation has been gained in a 
number of ways, the most important of which is prob¬ 
ably in the field of research. As an ethical pharma¬ 
ceutical company, Ciba bases all its activities on re¬ 
search. It is only by constant and extensive research 
that companies like Ciba can furnish the medical pro¬ 
fession the new and continuously improved products 
that have played such an important part in enabling 
physicians to raise the standard of medical care to its 
present high level. A great deal of this research must 
necessarily be conducted in our own laboratories. It is 
there that the chemical research is done which forms 
the basis for every new product. It is also in our lab¬ 
oratories that most of the pharmaceutical and physio¬ 
logical work is done as well as tire extensive toxicity 
tests that must precede any clinical testing. But for the 
final and all-important clinical research, we must de¬ 
pend on the medical men who are devoting their lives 
to caring for the sick in the hospitals and clinics 
throughout the country. It is they who must find out 


how our drugs act on human beings, what are the 
indications for them, the proper dosage, and, of course, 
the contraindications. 

We naturally appreciate that the approved medica¬ 
tions which we play our part in providing are only 
one, although an important, element in the progress 
made in the past generation in medical care. We are 
fully aware of the tremendous strides that have been 
made in surgery, rehabilitation, and other forms of 
treatment and care. It is thus readily understandable 
why most of our programs have been devoted to show¬ 
ing the progress that is being made in these other fields 
and why, in paying our tribute in these TV programs 
to the American doctor, we have done our best to 
give a well-balanced picture of what he is doing in the 
clinics and other research centers throughout the 
United States. 

Finally, I wish to express our appreciation for the 
constant assistance, advice, and encouragement we 
have received from your Association in producing 
these programs. It is a real pleasure and satisfaction 
for us to work with you in achieving our common 
goal which truly has given the American people a 
real insight into, and, we hope, a sense of appreciation 
and gratitude for the selfless and untiring work and 
outstanding achievements of the American doctor. 

Remarks of the Speaker, Dr. E. Vincent Askey 

Dr. E. Vincent Askey, Speaker of the House, pre¬ 
sented the following remarks, which, with the excep¬ 
tion of item 2, were referred to the Reference Com¬ 
mittee on Reports of Officers. Item 2 was referred to 
the Reference Committee on Amendments to the Con¬ 
stitution and Bylaws. 

We members of the House of Delegates have great 
responsibility to our profession. We must enunciate 
policy; we must recommend action; we must be alert 
at all times to protect the medical welfare of the pub¬ 
lic and that of our members. It has been said, “Of him 
to whom much is given much will be required.” To us, 
as doctors, much has been given in education, in 
opportunity, and in respect and love from our patients. 
Perhaps that is why people require so much from us 
and criticise us so freely. We, the governing body of 
the American Medical Association, are under especial¬ 
ly critical observation by the public at all times during 
our meetings. We strive to accomplish those tilings 
which will promote the welfare of the public by 
bringing good medical care to our patients. 

However, some things in which the public ardently 
believes are not always in the best interest of the 
public. When we speak out against these things that 
people have become accustomed to or have fixed 
ideas about, they are apt to misinterpret our motives 
and to react violently, to the detriment of our profes¬ 
sion as well as their own welfare. 

1. One subject we as members of the House of Dele¬ 
gates should consider carefully has to do with pro¬ 
posed resolutions which are presented to our House. 
I would call attention to the fact that no resolution 
presented to this House represents anything but the 
opinion of the man or group introducing it until it 
has been passed by this House. Therefore, any pro¬ 
posed resolution has no standing nor has it any impli¬ 
cation at all until the House has acted on it. At times 
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perfectly rational and fair propositions have been mis¬ 
understood and by reason of that misunderstanding, 
wrong statements have been disseminated by inter¬ 
ested spectators to the discredit of our profession and 
the injury of the public. We do not believe that there 
has been malice in this except in rare instances. To 
avoid these misunderstandings, I suggest that all reso¬ 
lutions be carefully reviewed as to form, verbiage, and 
intent, and in order to prevent any misinterpretation, 
that you consider submitting your resolution for re¬ 
view to officers of this House or appropriate staff. The 
intent or object of the resolution will thus remain un¬ 
changed, but the probability of wrong interpretation 
by the public will be reduced. A sentence from an 
editorial in the Exeter, Calif., Sun, speaking in regard 
to a resolution passed by our House, is significant: 
“Probably the greatest mistake of the A. M. A. is in¬ 
adequate consideration of its public relations when 
phrasing resolutions.” We wish to have the public 
know what we are doing. We want to cooperate with 
the press. However, we do not relish having our 
actions misinterpreted, nor our motives misjudged. 

2. Another very important matter is that of the 
modus operandi of elections. In our Bylaws, Chapter 
XIV, Section 2 (A), the time of election is designated 
to be on the fourth day of the session following the 
reports of committees and the final report of the Board 
of Trustees. This has caused some loss of time and a 
great deal of confusion in the past. 

I recommend that the Reference Committee on 
Amendments to the Constitution and Bylaws, to which 
this portion of this speech will be referred, consider 
the advisability of change at this session. I recommend 
that the Bylaws, Section 2 (A) of Chapter XIV, be 
changed to read as follows: 

Election of Officers.—Section 2. (A) Time.—Officers of the 
Association shall be elected by the House on the fourth day of 
...the annual session. The House may set the time or hour of such 
election by adopting an appropriate motion. The Reference Com¬ 
mittee on Rules and Order of Business at each annual session 
shall consider this matter and shall make recommendation to the 
House. 

3. Your Speaker would call attention to the files 
that were passed out to you. We all know that the 
innovation of the covers that Saunders Company have 
been glad to give us before has been very helpful to 
us. If you will note, they were used today, and in one 
side were put the resolutions which are in our hands 
and in the other side supplementary reports and spe¬ 
cial reports. That was done for a special reason. Be¬ 
cause, as they are introduced numerically, you have 
them in order of their introduction. 

Your Vice-Speaker and I felt that if you had a file 
on which each reference committee’s name was placed, 
so that you would know where everything went, and 
as a resolution or a report is received, if you placed it 
in the appropriate file for that committee, it would be 
very helpful. Then as you go to the reference com¬ 
mittee, you have immediately available before you all 
the material that goes into that committee. You do not 
have to hunt through the numbers to find out whose 
name it is or anything else, and, at the end of the 
session, if you will just fold this flap in and take it 
home with you, you have in your hands at all times 
what was done by each committee and what hap¬ 
pened. Please do not put anything in these folders 


until the report or resolution is referred by the Chair. 
Then, as it is referred, put it in its appropriate place 
and carry it. I think if you will use it in that way you 
will find that the proceedings of this House and the 
functions of our reference committees will be helped 
a great deal. 

Your Speaker and Vice-Speaker are at your service, 
and if you have questions we shall be happy to answer 
them. We wish to thank you for your consideration 
and cooperation that you have evinced so many times. 
Sometimes the going is difficult, but with your help 
we hope to conduct an efficient House. Parliamentary 
procedure will be enforced strictly at times of con¬ 
troversy. Leniency will be extended when it is deemed 
expedient to the best interests of the House. Your 
Speaker will consider promptly an}' objections to pro¬ 
cedure and will carry out the wishes of the House at 
all times. 

Reference Committee Appointments 

The Speaker announced the following list of refer¬ 
ence committee assignments, and called on the chair¬ 
man of each committee to stand as his name was 
called: 

Amendments to the Constitution and Bylaws 

Laurence S. Nelson, Chairman, Kansas 
Clifford C. Sherburne, Ohio 
Leopold H. Fraser, California 
Peter M. Murray, New York 
Louis C. Heare, Texas 

Board of Trustees and Seciietary, Reports of 

Charles G. Hayden, Chairman, Massachusetts 

Wyman D. Barrett, Michigan 

R. J. Azzari, New York 

Reuben A. Benson, Washington 

Frank H. Krusen, Section on Physical Medicine 

Credentials 

R. T. Johnstone, Chairman, Section on Preventive .Medicine 

Arthur A. Lamport, South Dakota 

Spencer A. Kirkland, Georgia 

Edward B. Tuohy, Section on Anesthesiology 

Stanley B. Weld, Connecticut 

Executive Session 

William D. Stovall, Chairman, Wisconsin 

Milford O. Rouse, Texas 

Vincent W. Archer, Virginia 

Paul A. Davis, Ohio 

Charles L. Shafer, Pennsylvania 

Hygiene, Pudlic Health, and Industrial Health 

Paul D. Foster, Chairman, California 
John N. Gallivan, Connecticut 
Raymond T. Holden, Washington, D. C. 

Edgar V. Allen, Section on Experimental Medicine and Thera¬ 
peutics 

Lall G. Montgomery, Section on Pathology and Physiology 

Insurance and Medical Service 

George A. Earl, Chairman, Minnesota 
James P. Hammond, Vermont 
J. Mather Pfeiffenberger, Illinois 
J. Wallace HurfF, New Jersey 
William F. Brennan, Pennsylvania 

Legislation and Public Relations 

John F. Lucas, Chairman, Mississippi 
Samuel J. McClendon, California 
Percy E. Hopkins, Illinois 
Norman A. Welch, Massachusetts 

Grover C. Penberthy, Section on Surgery, General and Abdominal 
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Medical Education and Hospitals 

William A. Hyland, Chairman, Michigan 
Thomas J. Danaher, Connecticut 
James Z. Appel, Pennsylvania 
Gerald D. Dorman, New York 
Frank A. MacDonald, California 

Medical Military Affairs 

Frank J. Holroyd, Chairman, West Virginia 
Wesley W. Hall, Nevada 
Archie O. Pitman, Oregon 

H. Relton McCarroll, Section on Orthopedic Surgery 
Wilkie D. Hoover, Oklahoma 

Miscellaneous Business 

Peter J. DiNatale, Chairman, New York 
Carll S. Mundy, Ohio 
Thomas W. McCreary, Pennsylvania 
Robert R. Kierland, Section on Dermatology 
Bruce E. Bradley, United States Navy 

Reports of Officers 

Millard D. Hill, Chairman, North Carolina 

Robert N. Larimer, Iowa 

Durward G. Hall, Missouri 

Aldrich C. Crowe, New Jersey 

Roy A. Wolford, Veterans Administration 

Rules and Order of Business 

Orwood J. Campbell, Chairman, Minnesota 
Walter P. Anderton, New York 
George D. Johnson, South Carolina 
Charles M. Hamilton, Tennessee 

Gordon F. Harkness, Section on Laryngology, Otology, and 
Rhinology 

Sections and Section Work 

L. Samuel Sica, Chairman, New Jersey 
Charles J. Ashworth, Rhode Island 
James H. Wooten Jr., Texas 

Charles L. Leedham, Section on Military Medicine 
R. Stanley Kneeshaw, California 

Tellers 

John S. DeTar, Chairman, Michigan 
Edward E. H. Munro, Colorado 
Harry L. Arnold Jr., Hawaii 
Walter C. Bomemeier, Illinois 
H. Linton January, New Mexico 

Sergeants-at-Arms 

H. Thomas McGuire, Master Sergeant, Delaware 
C. Paul White, Illinois 
F. Sanchez-Castano, Puerto Rico 

Speaker Askey continued his remarks as follows: 
Your Speaker would again call attention to various 
factors that are considered in appointing committees. 

■ The House of Delegates, as you know, has three 
classes of committees: (1) Standing committees 
(Councils) which are elected by the House; (2) 
reference committees appointed by the Speaker; (3) 
special committees which are established by action 
of the House and the manner of appointment de¬ 
termined by the House. 

When members are working on or recently have 
been on councils or special committees, they are not 
as a rule appointed to reference committees because 
of possible conflict in time or duty. Geographical lo¬ 
cation and ratio of state memberships are factors also 
considered. Ability or special knowledge are taken into 
consideration. Peculiar experience in certain problems 
is sometimes of great importance. It is my intention 
to.call on all members for service from time to time 


and I am sure of your support. Your willingness to 
serve has been remarkable. Please accept my thanks. 

Your Speaker would like again to express his belief 
that no member of a committee should disqualify 
himself unless some item under discussion applies 
specifically to him personally. He should consider all 
matters and decide on his recommendations purely 
on the facts presented to the reference committee. 
He then may either sign the committee report or may 
present a minority report and debate it on the floor 
of the House. 

Procedure of Introducing Resolutions 
or Reports to the House 

1. Regular reports that are in before the date of 
meeting and have been published are referred to 
reference committees without discussion. 

2. Supplementary or changes of reports by Roard 
of Trustees or councils or standing committees may be 
presented by reading or explanation by the Chairman 
presenting the report. These are matters that have 
been considered by the House. Each report then is 
referred to the proper committee unless the House 
wishes to act without reference to committee. 

3. Special committee reports may be presented in 
full and discussed by the Chairman at his discretion 
because they are reports on matters previously con¬ 
sidered by the House. They will then be referred to 
proper reference committee and action awaits that 
report. 

4. New business or resolutions on matters not pre¬ 
viously before the House will be introduced: (A) By 
number; (B) by title; (C) by name of introducer; 
(D) by reading the resolutions and deleting the 
reading of whereases; (E) reference to proper com¬ 
mittee. 

Discussion or debate is not in order on the floor 
of the House until the committee reports its findings 
and recommendations unless unanimously agreed by 
the House. Free discussion is in order before the 
reference committee. 

REPORT OF REFERENCE COMMITTEE 
ON REPORTS OF OFFICERS 

Dr. Millard D. Hill, Chairman, North Carolina, 
read the following report, which was adopted: 

Remarks of the Speaker .—Your reference committee 
wishes to commend Dr. Askey and Vice-Speaker Louis 
Orr for the excellent manner in which they have 
handled the affairs of this House of Delegates. 

Dr. Askey s remarks, made at the opening session on 
Tuesday, were especially commendable because they 
reflected hard work and sound planning. This com¬ 
mittee wishes to applaud him for the innovation of 
providing for the first time the green folder which 
serves as a permanent personal file for members of 
the House. This, the committee feels, is an excellent 
idea and should be continued at future meetings. The 
innovation is another reflection of his dynamic leader¬ 
ship and long range planning as Speaker of the 
House. The committee feels, too, that under Dr. 
Askey’s guidance the business of this House is carried 
on in a most expeditious and orderly manner. For 
that, the committee extends a vote of thanks to him 
and his capable staff. 
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REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, pre¬ 
sented the following report, which, together with the 
proposed amendment to the Bylaws, was adopted: 

Change in Bylaws Affecting Election of Officers.— 
Your reference committee considered Resolution No. 1 
and the pertinent suggestions included in the remarks 
of the Speaker of the House, Dr. Askey, in this regard. 
Both items suggested a change in the wording of 
Chapter XIV, Section 2, of the Bylaws. Inasmuch as 
the language proposed by Dr. Askey would provide 
more leeway in deciding the time of the election of 
officers, the reference committee suggests that it be 
adopted. It is our recommendation that Chapter XIV, 
Section 2 (A), of the Bylaws be amended to read as 
follows: 

“(A) Time.—Officers of the Association shall be 
elected by the House on the fourth day of the annual 
session. The House may set the time or hour of such 
election by adopting an appropriate motion. The 
Reference Committee on Rules and Order of Business 
at each annual session shall consider this matter and 
shall make recommendations to the House.” 

Address of the President, Dr. Dwight H. Murray 

Dr. Dwight H. Murray, President, delivered his ad¬ 
dress, which was referred to the Reference Commit¬ 
tee on Reports of Officers. (See Dr. Murray’s address 
in The Journal, Dec. 15, 1956, pages 1476-1478.) 

REPORT OF REFERENCE COMMITTEE 
ON REPORTS OF OFFICERS 

Dr. Millard D. Hill, Chairman, North Carolina, sub¬ 
mitted the following report, which was adopted: 

Address of the President.— Your reference committee 
discussed various points of Dr. Murray’s address to 
this House, and fortunately Dr. Murray himself was 
able to appear for a short time. He elaborated on 
some of the things covered in his address. 

Your committee feels that Dr. Murray’s message to 
this House, covering political, social, and economic 
problems relating to medicine, was one of the finest 
delivered by any president of the American Medical 
Association in recent years. With respect to his ad¬ 
dress, your committee offers several recommendations: 
(I) That the full text of his address be prepared in 
printed form, preferably in a pamphlet, and distributed 
as widely as possible; (2) that presidents and other 
officers of state medical associations use the points 
covered in Dr. Murray’s address as the basis for 
speeches and talks of their own in their local areas; 
(3) that state medical journals and other medical 
publications give serious thought to the immediate 
printing of his full text. The Journal of the American 
Medical Association will publish the full text, of 
course, but the committee feels that the text should 
also appear in every other medical journal and pub¬ 
lication so that as many physicians as possible become 
acquainted with the message. 

Dr. Murray’s address was given wide dissemina¬ 
tion through the public press. The two Seattle news¬ 
papers, for example, published lengthy abstracts on 


the front page under eight-column headlines. This 
is commendable, but the committee feels that a con¬ 
tinuing effort must be made through every avenue of 
communication to get medicine’s message, so ably 
expressed by Dr. Murray, to the minds and hearts of 
the American people. Medicine must find a way to 
disseminate as widely as possible its philosophy that 
freedom of practice is in the best interests of the 
people. Government intervention in medicine, as Dr. 
Murray said, is bad medicine for the public. He said 
also, and these are salient points: 

If an apathetic medical profession takes its freedom for 
granted, it will be the beginning of the end. . . . 

A strong, free profession must work- for freedom so that it 
may live in freedom.... 

Freedom to select a doctor is part of everyone’s great freedom 
to choose—to choose what he wears and eats, where he works and 
worships, and how he votes. . .. 

A nation can drift into stale medicine inch by inch just as 
surely as if the scheme were foisted upon a people overnight. . . 

It is time we stood up together for militant freedom and for 
full rights and responsibilities of the individual. .. 

Apathy by the few, or by the many, can be detrimental to 
all. 

These are poignant statements that carry the punch 
of a prize fighter. They sound a warning not only to 
physicians but to the American people as well, and 
your committee feels that it is medicine’s job to join, 
warmly and cooperatively, the many other fine, na¬ 
tional organizations that are fighting for the preserva¬ 
tion of individual freedoms. It is a job that requires 
expert consultation in the art of mass communication; 
a job that rests with our Board of Trustees for im¬ 
plementation. Medicine’s message, as expressed by 
Dr. Murray and by other fine, hard-working presi¬ 
dents who preceded him, must be hung on the door 
knobs of every American home. That is our imme¬ 
diate goal. 

Introduction of the President-Elect, 

DR. DAVID B. ALLMAN 

The Vice-Speaker, Dr. Louis M. Orr, presented to 
the House the President-Elect, Dr. David B. Allman, 
for the purpose of an introduction. 

Remarks of President of Woman’s Auxiliary, 

MRS. ROBERT FLANDERS 

Dr. David B. Allman, President-Elect, introduced 
Mrs. Robert Flanders, President of the Woman’s 
Auxiliary to tire American Medical Association, who 
gave tire following address that, together with the 
printed report of the Woman’s Auxiliary, was referred 
to tire Reference Committee on Miscellaneous Busi¬ 
ness: 

Mr. Chairman, Members of the American Medical 
Association, and Guests: It is an honor and a happy 
occasion to be here to represent our national auxiliary. 
From over 74,000 members I bring you greetings; 
from over 74,000 doctors’ wives drawn from every 
state in the union, the District of Columbia, Alaska, 
and Hawaii; doctors’ wives who are dedicated to the 
principle of apprising the people of every hamlet, 
every town, and every city of this great country of 
ours of the basic facts pertaining to a life of health, 
vigor, and usefulness. 
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Health Is Our Greatest Heritage is our theme for 
this year, and our aim is to help preserve this heritage 
for everyone in our nation. How are we doing this? 
By helping the American Medical Association with its 
program for the advancement of medicine and public 
health; by helping increase the sale of Today’s Health; 
by giving scholarships to young people training to be¬ 
come nurses or who are studying in any field allied 
to medicine. Last year the Auxiliary gave $161,927 in 
loans and scholarships. We also are helping by raising 
money to give to the American Medical Education 
Foundation. Over $106,000 was given to A. M. E. F. 
last year. Since the Foundation was started in 1951, 
the Auxiliary has given $281,392. This year our quota 
is $140,000.' 

We encourage all the members to study the bills 
introduced in Congress pertaining to medicine and 
public health and to know which bills should be 
passed, which shouldn’t, and why. We also urge all our 
members to help with mental health programs and 
civil defense, and to participate in drives for health 
agencies such as the American Cancer Society, Ameri¬ 
can Heart Association, National Tuberculosis Associa¬ 
tion, and National Foundation for Infantile Paralysis, 
to mention only a few. 

It is the desire of the Woman’s Auxiliary to the 
American Medical Association to continue our work, 
to increase our work, and to better our work. Your 
Auxiliary is willing and anxious to help you at all 
times. We consider it an honor to work with you and 
for you. Please call on your Auxiliary. 

REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Report of Womans Auxiliary.—Your reference com¬ 
mittee notes with pride the good work being done by 
the 74,348 members of our Woman’s Auxiliary. The 
continued efforts to increase membership in the Ameri¬ 
can Medical Association so that more of the doctors’ 
wives may participate in the affairs of the Auxiliary is 
hereby commended. The Auxiliary’s contribution to 
the American Medical Education Foundation in 1955- 
1956 was over $106,000, and since 1952, it has con¬ 
tributed over 8281,000. For this the Auxiliary merits 
our sincere thanks. The increase in the sale of Today’s 
Health is also noted. The Auxiliary expended $148,000 
for various nurse and medical personnel activities. 
Your committee recommends this program and urges 
its expansion if possible. The programs in safety, rural 
health, community health, civil defense, mental 
health, and child health and programs for the care 
of the aged are gratifying indeed, and we are certain 
that their efforts are recognized by the interested 
parties. Recognition by legislators of the work of the 
Auxiliary on medical legislation is noted. The work the 
Auxiliary is doing among lay organizations is many 
and varied. Mrs. Robert Flanders, President, deserves 
warm praise for her untiring efforts on behalf of the 
medical profession. She has attended 77 meetings 
throughout the year. Grateful thanks is hereby extend¬ 
ed to Dr. Ernest B. Howard and the loyal employees 
_of the A uxili ary for .their support-during .the .past year. 


Report of the Secretary 

Dr. George F. Lull, Secretary, presented his report 
(see The Journal, Oct. 20, 1956, pages 748-749) 
that was referred to the Reference Committee on Re¬ 
ports of Board of Trustees and Secretary. 

REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 

Dr. Charles G. Hayden, Chairman, Massachusetts, 
submitted the following report, which was adopted: 

Report of the Secretary: Your committee was pleased 
to note that within the past year membership in the 
American Medical Association has increased by 4,509 
members, despite the fact that small net losses oc¬ 
curred in nine states. It was also pleased to note that 
dues income received during the first six months of 
1956 exceeded the income received during the same 
period in 1955 by $202,940. Despite this relatively 
satisfactory picture, your committee is of the opinion 
that there is room for improvement, particularly in the 
states of Massachusetts, New York, Rhode Island, and 
Texas. It recommends, therefore, that the members of 
the House of Delegates, upon returning home, cause 
their respective state and local medical societies to 
give intensive and continuing attention to this im¬ 
portant matter. 

Your committee also desires to call special attention 
to the fact that the delinquency date for suspension of 
membership in the American Medical Association 
will be advanced to June 1 in 1957 and that a physi¬ 
cian cannot be reinstated for membership in the 
Association until his dues delinquency for the year 
in which he was dropped from membership is cleared 
through his constituent medical association. 

Supplementary Report of the Secretary 

The Secretary, Dr. George F. Lull, read the fol¬ 
lowing supplementary report, which was referred to 
the Reference Committee on Amendments to the Con¬ 
stitution and Bylaws: 

At its meeting in June, 1956, the House of Dele¬ 
gates directed the Secretary to meet with representa¬ 
tives designated by the Surgeons General of the Army, 
Navy, and Air Force to consider amendments to the 
Bylaws of the Association to provide that membership 
be made available to the reserve officers of the military 
services on extended active duty (Resolution No. 1 
introduced by Dr. Charles L. Leedham of the Section 
on Military Medicine). 

I have reviewed this matter and representatives of 
American Medical Association headquarters met with 
representatives of the three Surgeons General, and 
of the Surgeon General of the Public Health Serv¬ 
ice. We have reached the conclusion that a change 
should be made in the Bylaws to provide AMA Serv¬ 
ice Membership to military reservists who are on 
extended active duty as medical officers with the uni¬ 
formed services. Recommendations for changes in 
the Bylaws that will carry out the above intent have 
been made to the Council on Constitution and Bylaws 
that will report later at this meeting. 

It is recommended, however, that the provision of 
Resolution No. 1 that would retain membership for 
_one..year-.afterJeaving_-the.service^be..disapproved as 
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it might conflict in some instances with acceptance or 
rejection of such members for American Medical 
Association membership through local societies. 

Report of the Board of Trustees 

The Speaker referred items in the report of the 
Board of Trustees as printed in the Handbook of the 
House of Delegates (sec The Journal, Oct. 20, 1956, 
pages 749-793) to reference committees as indicated. 

The items entitled. Report on Matters Referred by 
House of Delegates, Distinguished Service Award, 
Scientific Publications, Library, Today's Health, Re¬ 
port of Law Department, Report of Committee on 
Medicolegal Problems, Report of Division of Councils 
of Therapy and Research, Report of Bureau of Medi¬ 
cal Economic Research, and Report of Directory-Bio¬ 
graphical Department were referred to the Reference 
Committee on Reports of Board of Trustees and 
Secretary. 

REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 

Dr. Charles G. Hayden, Chairman, Massachusetts, 
presented the following report, which was adopted: 

Report on Matters Referred by House of Delegates: 
In respect to matters referred to the Board by the 
House of Delegates, your committee notes with satis¬ 
faction that in each instance appropriate action either 
has been initiated or consummated. In this con¬ 
nection, it may be of interest to record: (1) That the 
Secretary is still collecting information from con¬ 
stituent state and territorial societies in respect to the 
costs they incur as a result of collecting American 
Medical Association dues. To date, only 19 replies 
have not been received, so it is anticipated that the 
project will be completed within the year; (2) that the 
Board of Trustees' Task Force on Socio-Economic 
Policy has submitted a preliminary report to the Board 
concerning the problems set forth in California Reso¬ 
lution No. 54 calling for the establishment of a Con¬ 
tinuing Commission on Economic Policy; and (3) that 
the Board of Trustees has authorized a survey in 
depth among physicians to determine how pharma¬ 
ceutical manufacturers may better serve the medical 
profession. Special emphasis is to be given to the 
methods of communication now employed by the in¬ 
dustry to reach the doctors of this country. 

Distinguished Service Award: Your committee 
wishes to emphasize the fact that nominations for the 
Distinguished Service award should be in the Secre¬ 
tary s office by March 1 of each year, and that in this 
connection it would be helpful if the Secretary were to 
alert the several specialty sections to a continuing 
review of possible candidates in their respective 
specialties. 

Scientific Publications: Your committee is very much 
impressed by the phenomenal progress that The 
Journal of the American Medical Association con¬ 
tinues to make despite change-over difficulties, which, 
fortunately, have now been all but resolved. Of par¬ 
ticular interest is the latest addition to The Journal 
known as “Medicine at Work.” The first appearance 
of this feature, which depicts physicians and their 
allies working together toward a solution of common 


problems both inside and outside the medical field, 
was so impressive that it is being republished by the 
Reader’s Digest. 

As far as the specialty journals are concerned, the 
picture is also a pleasant one. Circulation and ad¬ 
vertising have increased to the point where these 
journals will be self-sustaining in 1956. and more than 
self-sustaining thereafter. 

Your committee was informed that the Standard 
Nomenclature of Diseases and Operations is now 
used by 85% of the hospitals in this country and that 
as a result of the recent morbidity survey bv the 
Bureau of Medical Economic Research, which re¬ 
quired the use of common code numbers, the per¬ 
centage should reach 90 or more in the near future. 

It was also reported to your committee that the 
library is now up to date in its loan service department 
and, in fact, is soliciting business. 

Today’s Health is the only dark cloud on the hori¬ 
zon. Despite strenuous efforts to place it on a self- 
sustaining basis, it still requires subsidization. At the 
present time circulation is in the neighborhood of 
350,000, but it should be at least 1,000,000 in order to 
be self-supporting. The big problem is advertising. 
If it were to accept any and all kinds of advertising, 
it could become self-sustaining over night. This, of 
course, it will not and should not do. Your committee 
was happy to learn that the problems of Today’s 
Health are being given continuing attention and that 
the Board of Trustees is staunchly behind it. 

Report of the Law Department: In connection with 
this report, your committee wishes to point out the 
distinction between the national conference for at¬ 
torneys and executive secretaries of state and county 
medical societies, which is to be held at two-year 
intervals, and the regional conferences for all physi¬ 
cians and all lawyers which, during October, were 
staged in Chicago, Omaha, and New York in coopera¬ 
tion with the Cinunittee on Medicolegal Problems. 
Your committee wishes also to emphasize the desira¬ 
bility of establishing written codes of understanding 
at the local level in respect to medicolegal relationships 
and to call attention to the study that is being made 
of medical professional liability. 

Report of Division of Council of Drugs and 
Therapii: Your committee was informed that the name 
of the Council on Pharmacy and Chemistry has been 
changed by the Board of Trustees to the Council on 
Drugs in order that its proper sphere of interest and 
activity may be more accurately identified. By the 
same token, a study is being undertaken to the end 
that the name of the publication New and Nonofficial 
Remedies be changed to New and Nonofficial Drugs. 
In this instance, however, publication problems may 
prove to be a temporary barrier. 

In connection with the report of the Council on 
Foods and Nutrition, your committee was advised 
that it is not unlikely that the Goldberger award, 
which up to the present has been awarded by the 
Council on Foods and Nutrition, will soon become 
an award of the House of Delegates, together with the 
establishment of an appropriate lectureship. 

The next matter to come before your committee was 
consideration of the report of the Council on Medical 
Physics. As you know, this is the new name for the 
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Council on Physical Medicine and Rehabilitation, it 
having been changed in 1955. Your committee was 
informed that as a result of several meetings since its 
organizational meeting early in 1956, the Council has 
elaborated a program which will be published in an 
early issue of The Journal of the American Medical 
Association. It is the expectation of the Council that 
some of its activities will be in the field of radioactive 
isotopes. 

Your committee next considered the reports of the 
Committee on Research, the Committee on Pesticides, 
the Committee on Toxicology, the Committee on 
Cosmetics, the Chemical Laboratory, and the Bureau 
of Investigation. All of these reports are comprehen¬ 
sive and lucid, and your committee sees no need for 
further comments. 

Report of the Bureau of Medical Economic Re¬ 
search: In connection with this report, your committee 
was pleased to learn that the President of the American 
Bar Association has made passage of the Jenkins- 
Keogh bills one of the major objectives to be ac¬ 
complished during his term of office. Your committee 
recommends, therefore, that the Board of Trustees 
be instructed to accentuate cooperation between the 
American Medical Association and the American Bar 
Association, in such ways as it may deem appropriate, 
to the end that a bill of the Jenkins-Keogh type be 
enacted by the Congress of the United States during 
its next session. 


The report of the Council on Mental Health with 
the exception of the item therein entitled Committee 
on Alcoholism, the report of the Council on Indus¬ 
trial Health, and the report of the Bureau of Health 
Education were referred to the Reference Committee 
on Hygiene, Public Health, and Industrial Health. 

REPORT OF REFERENCE COMMITTEE 
ON HYGIENE, PUBLIC HEALTH, 

AND INDUSTRIAL HEALTH 

Dr. Paul D. Foster, Chairman, California, read the 
following report, which was adopted: 

Council on Mental Health: Your committee re¬ 
ceived that portion of the report of the Board of 
Trustees dealing with the report of the Council on 
Mental Health including its reports on the Joint Com¬ 
mission on Mental Illness and Health, Inc., on med¬ 
ical use of hypnosis, and of the Committee on Narcotic 
Addiction. Your committee commends and approves 
the actions and reports of this Council and its commit¬ 
tees. It has noted that reports will be forthcoming on 
the medical use of hypnosis and on the narcotics prob¬ 
lems, and expresses the hope that these reports will be 
available soon. Your committee believes that research 
into the causes and treatment of mental illness is ur¬ 
gently needed. It believes that the Joint Commission 
on Mental Illness and Health, Inc., should consider the 
advisability of having one of its member groups be¬ 
come a national voluntary health agency such as the 
American Heart Association or the American Cancer 
Society for die purpose of receiving private donations 
for the fight against mental illness. It recommends that 
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the Speaker of the House be instructed to transmit this 
recommendation to the Joint Commission on Mental 
Illness and Health, Inc. 

Your reference committee received that part of the 
report of the Council on Mental Health dealing with 
Mass Mediums, Conference of Mental Health Repre¬ 
sentatives of State Medical Associations, and the 
activities of the headquarters of the Council. 

Your committee notes with satisfaction the work 
of the Council in its support of the study of the effects 
of various mass mediums such as radio, television, 
and comic books on children, and looks forward with 
interest to die early publication of the final reports 
of the findings of this study. The sponsorship of an¬ 
nual conferences of mental health representatives of 
state medical associations is noted as a productive 
means of stimulating interest and activity in mental 
health at the state and county levels. The suggestions 
developed by the second Annual Conference on Men¬ 
tal Health relative to the composition and tenure of 
mental health committees of state medical associa¬ 
tions appears to be desirable as is the further sug¬ 
gestion that the personnel of these committees include 
representatives from a number of fields of medical 
practice in addition to that of psychiatry. Your com¬ 
mittee commends the increasing activities of the 
Council headquarters and especially its expanding 
contacts with such organizations as the Woman’s 
Auxiliary to the American Medical Association and the 
Joint Committee on Health Problems in Education of 
the National Education Association and the Ameri¬ 
can Medical Association. The brochure being de¬ 
veloped by the Joint Committee should fill a need for 
teaching material in the field of mental health for 
school use. 

The increasing utilization of the Council’s facilities 
as a source of advice, consultation and liaison is 
noted with satisfaction. Your committee wishes to 
compliment the Council on Mental Health for its 
excellent report. 

Bureau of Health Education: Your committee re¬ 
viewed the activities of the Bureau of Health Educa¬ 
tion and wishes to commend the Director of the 
Bureau and his staff for the manner in which they 
have performed their duties. The work of the Bureau 
in disseminating health information of a factual na¬ 
ture to the lay public is constantly expanding. Your 
committee was happy to note that all available me¬ 
diums were used in their educational program. The 
possibility of making greater use of television as an 
educational medium was discussed at some length 
with the Director of the Bureau. The cost would be 
high, but the effectiveness of this method is felt to be 
such that a study might be made to explore sources 
of revenue which would make its use possible. The 
aid of such groups as the American Heart Association, 
American Cancer Society, National Tuberculosis As¬ 
sociation, etc., as well as commercial organizations 
might be sought to this end. Your committee felt die 
Bureau should use any means at its disposal to present 
the desirability of a medical education to the youth 
of America. This could possibly be accomplished 
dirough the Joint Committee of the A. M. A. and die 
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N, E, A. on Health Problems in Education by obtain¬ 
ing the rapport and assistance of the educators of the 
nation. 

Council on Industrial Health: Your reference com¬ 
mittee received and discussed the report of the Coun¬ 
cil on Industrial Health. The participation of members 
of that Council and of other members of the Associa¬ 
tion in this review and discussion greatly aided your 
reference committee in its appraisal of the report. 

Your committee commends the Council on Indus¬ 
trial Health for its practice of holding its meetings in 
cooperation with regional or national conferences. 
The meetings at Houston, Detroit, and Philadelphia 
obviously afforded excellent opportunities for improv¬ 
ing rapport and cooperation with those interested in 
industrial health and related fields. Your committee 
appreciates the handicap under which the Council 
staff labored during 75 per cent of the year covered by 
this report, a handicap occasioned by the death of the 
Council Secretary in September, 1955. Your committee 
calls attention to numerous activities as evidence that 
the committees and subcommittees of the Council 
rallied behind the reduced staff to produce a year of 
excellent service. To cite each of these activities in¬ 
dividually would unduly burden the House at this 
time. Instead, your reference committee expresses 
here its approval of each and all of these activities as 
reported. Your committee especially commends the 
work of the Council in the field of workmen’s compen¬ 
sation, work absence due to nonoccupational disorders, 
interprofessional relations and its scientific publica¬ 
tions. 

The Council reports on its plans for the future. It 
is only in the final few paragraphs that your reference 
committee finds itself with a viewpoint slightly dif¬ 
ferent from that expressed in the report. Your refer¬ 
ence committee commends the Council's increasing 
interest in neurological and cardiac disorders as they 
relate to occupation, but suggests that the Council 
could make better progress in these spheres by re¬ 
questing representation on committees of existing na¬ 
tional voluntary health organizations interested in 
these disorders rather than to set up special com¬ 
mittees of the Council on Industrial Health. The 
American Heart Association, for example, already has 
several active committees on which the Council on 
Industrial Health could profitably seek representation. 
With the exception of this difference in viewpoint as 
to two proposed new committees of the Council, your 
reference committee believes the entire report of 
the Council on Industrial Health warrants your com¬ 
mendation and approval, and your reference commit¬ 
tee so recommends. 


The report of the Council on Rural Health was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

Report of the Council on Rural Health: The report 
of this Council, under the chairmanship of Dr. F. S. 
Crockett of Indiana, was considered by your reference 


committee. Your reference committee notes until re¬ 
gret the death of Dr. Henry Randel of Fresno, Calif. 
It notes that 24 states have held successful health 
conferences or similar activities during the year. A 
successful conference was held in the New England 
region in April, 1956. 

Your committee also notes that the 11th National 
Conference on Rural Health, held in Portland, Ore., 
was an outstanding success. The committee is pleased 
to note that constant liaison has been maintained with 
leaders of national farm organizations, the land-grant 
colleges, the Agricultural Editors Association, and 
many other national organizations, as well as with 
state and local units of these component groups. 
Another point of especial interest is the cooperation 
with the Texas A & M College and the Agricultural 
Extension Services of the 15 southern states in supply¬ 
ing a teacher for a course in health organization for 
negro county-extension-agents. 

The Council on Rural Health has been effective in 
its work to improve rural medical care. Your reference 
committee heartily commends the Council for a suc¬ 
cessful year of activity. 


The report of the Committee on Legislation, the 
report of the Washington Office, and the report of 
the Department of Public Relations, were referred 
to the Reference Committee on Legislation and Public 
Relations. 

REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. John F. Lucas, Chairman, Mississippi, read the 
following report, which was adopted: 

Report of the Committee on Legislation: Your ref¬ 
erence committee received and considered in detail 
the report of the Committee on Legislation. Both tire 
chairman and immediate past chairman of the Com¬ 
mittee on Legislation conferred with your reference 
committee, describing in detail the procedures, pro¬ 
cesses, and manners of approach to medical legislative 
problems. It is felt that an invaluable contribution is 
being made to the profession by the Committee on 
Legislation. Despite reverses, the over-all legislative 
program of the Association has been constructive, up¬ 
lifting, and positive. 

Report of the Washington Office: Your reference 
committee next considered the report of the American 
Medical Association Washington Office. It especially 
appreciated the privilege of conferring with Dr. 
Thomas H. Alphin, Director, and Mr. James Foristel, 
legal advisor of our Washington Office. Your com¬ 
mittee was particularly impressed with the high caliber 
and volume of activity in this office where, in tire 
immediately past legislative year, some 571 bills be¬ 
fore the Congress having medical implications were 
carefully reviewed and monitored. It is felt that the 
work of the relatively small staff in Washington using 
only 2.5% of our total Association budget should be 
especially commended. Your committee feels that the 
Board of Trustees is wisely providing for the main¬ 
tenance and continuance of this indispensable staff 
activity removed physically from our Chicago head¬ 
quarters. The service of the Washington Newsletter, 
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Council on Physical Medicine and Rehabilitation, it 
having been changed in 1955. Your committee was 
informed that as a result of several meetings since its 
organizational meeting early in 1956, the Council has 
elaborated a program which will be published in an 
early issue of The Journal of the American Medical 
Association. It is the expectation of the Council that 
some of its activities will be in the field of radioactive 
isotopes. 

Your committee next considered the reports of the 
Committee on Research, the Committee on Pesticides, 
the Committee on Toxicology, die Committee on 
Cosmetics, the Chemical Laboratory, and the Bureau 
of Investigation. All of these reports are comprehen¬ 
sive and lucid, and your committee sees no need for 
further comments. 

Report of the Bureau of Medical Economic Re¬ 
search: In connection with this report, your committee 
was pleased to learn that the President of the American 
Bar Association has made passage of the Jenkins- 
Keogh bills one of the major objectives to be ac¬ 
complished during his term of office. Your committee 
recommends, therefore, that the Board of Trustees 
be instructed to accentuate cooperation between the 
American Medical Association and the American Bar 
Association, in such ways as it may deem appropriate, 
to the end that a bill of the Jenkins-Keogh type be 
enacted by the Congress of the United States during 
its next session. 


The report of die Council on Mental Health with 
the exception of the item therein entitled Committee 
on Alcoholism, the report of the Council on Indus¬ 
trial Health, and the report of the Bureau of Health 
Education were referred to the Reference Committee 
on Hygiene, Public Health, and Industrial Health. 

REPORT OF REFERENCE COMMITTEE 
ON HYGIENE, PUBLIC HEALTH, 

AND INDUSTRIAL HEALTH 

Dr. Paul D. Foster, Chairman, California, read the 
following report, which was adopted: 

Council on Mental Health: Your committee re¬ 
ceived that portion of the report of the Board of 
Trustees dealing with the report of the Council on 
Mental Health including its reports on the Joint Com¬ 
mission on Mental Illness and Health, Inc., on med¬ 
ical use of hypnosis, and of the Committee on Narcotic 
Addiction. Your committee commends and approves 
the actions and reports of this Council and its commit¬ 
tees. It has noted that reports will be forthcoming on 
the medical use of hypnosis and on the narcotics prob¬ 
lems, and expresses the hope that these reports will be 
available soon. Your committee believes that research 
into the causes and treatment of mental illness is ur¬ 
gently needed. It believes that the Joint Commission 
on Mental Illness and Health, Inc., should consider the 
advisability of having one of its member groups be¬ 
come a national voluntary health agency such as the 
American Heart Association or the American Cancer 
Society for the purpose of receiving private donations 
for the fight against mental illness. It recommends that 
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the Speaker of the House be instructed to transmit this 
recommendation to the Joint Commission on Mental 
Illness and Health, Inc. 

Your reference committee received that part of the 
report of the Council on Mental Health dealing with 
Mass Mediums, Conference of Mental Health Repre¬ 
sentatives of State Medical Associations, and the 
activities of the headquarters of the Council. 

Your committee notes with satisfaction the work 
of the Council in its support of the study of the effects 
of various mass mediums such as radio, television, 
and comic books on children, and looks forward with 
interest to the early publication of the final reports 
of the findings of this study. The sponsorship of an¬ 
nual conferences of mental health representatives of 
state medical associations is noted as a productive 
means of stimulating interest and activity in mental 
health at the state and county levels. The suggestions 
developed by the second Annual Conference on Men¬ 
tal Health relative to the composition and tenure of 
mental health committees of state medical associa¬ 
tions appears to be desirable as is the further sug¬ 
gestion that the personnel of these committees include 
representatives from a number of fields of medical 
practice in addition to that of psychiatry. Your com¬ 
mittee commends the increasing activities of the 
Council headquarters and especially its expanding 
contacts with such organizations as the Woman’s 
Auxiliary to the American Medical Association and the 
Joint Committee on Health Problems in Education of 
the National Education Association and the Ameri¬ 
can Medical Association. The brochure being de¬ 
veloped by the Joint Committee should fill a need for 
teaching material in the field of mental health for 
school use. 

The increasing utilization of the Council’s facilities 
as a source of advice, consultation and liaison is 
noted with satisfaction. Your committee wishes to 
compliment the Council on Mental Health for its 
excellent report. 

Bureau of Health Education: Your committee re¬ 
viewed the activities of the Bureau of Health Educa¬ 
tion and wishes to commend the Director of the 
Bureau and his staff for the manner in which they 
have performed their duties. The work of the Bureau 
in disseminating health information of a factual na¬ 
ture to the lay public is constantly expanding. Your 
committee was happy to note that all available me¬ 
diums were used in their educational program. The 
possibility of making greater use of television as an 
educational medium was discussed at some length 
with the Director of the Bureau. The cost would be 
high, but the effectiveness of this method is felt to be 
such that a study might be made to explore sources 
of revenue which would make its use possible. The 
aid of such groups as the American Heart Association, 
American Cancer Society, National Tuberculosis As¬ 
sociation, etc., as well as commercial organizations 
might be sought to this end. Your committee felt the 
Bureau should use any means at its disposal to present 
the desirability of a medical education to the youth 
of America. This could possibly be accomplished 
through the Joint Committee of the A. M. A. and the 
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N. E. A. on Health Problems in Education by obtain¬ 
ing the rapport and assistance of the educators of the 
nation. 

Council on Industrial Health: Your reference com¬ 
mittee received and discussed the report of the Coun¬ 
cil on Industrial Health. The participation of members 
of that Council and of other members of the Associa¬ 
tion in this review and discussion greatly aided your 
reference committee in its appraisal of the report. 

Your committee commends the Council on Indus¬ 
trial Health for its practice of holding its meetings in 
cooperation with regional or national conferences. 
The meetings at Houston, Detroit, and Philadelphia 
obviously afforded excellent opportunities for improv¬ 
ing rapport and cooperation with those interested in 
industrial health and related fields. Your committee 
appreciates the handicap under which the Council 
staff labored during 75 per cent of the year covered by 
this report, a handicap occasioned by the death of the 
Council Secretary in September, 1955. Your committee 
calls attention to numerous activities as evidence that 
the committees and subcommittees of the Council 
rallied behind the reduced staff to produce a year of 
excellent service. To cite each of these activities in¬ 
dividually would unduly burden the House at this 
time. Instead, your reference committee expresses 
here its approval of each and all of these activities as 
reported. Your committee especially commends the 
work of the Council in the field of workmen’s compen¬ 
sation, work absence due to nonoccupational disorders, 
interprofessional relations and its scientific publica¬ 
tions. 

The Council reports on its plans for the future. It 
is only in the final few paragraphs that your reference 
committee finds itself with a viewpoint slightly dif¬ 
ferent from that expressed in the report. Your refer¬ 
ence committee commends the Council’s increasing 
interest in neurological and cardiac disorders as they 
relate to occupation, but suggests that the Council 
could make better progress in these spheres by re¬ 
questing representation on committees of existing na¬ 
tional voluntary health organizations interested in 
these disorders rather than to set up special com¬ 
mittees of the Council on Industrial Health. The 
American Heart Association, for example, already has 
several active committees on which the Council on 
Industrial Health could profitably seek representation. 
With the exception of this difference in viewpoint as 
to two proposed new committees of die Council, your 
reference committee believes the entire report of 
the Council on Industrial Health warrants your com¬ 
mendation and approval, and your reference commit¬ 
tee so recommends. 


The report of the Council on Rural Healdi was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

Report of the Council on Rural Health: The report 
of this Council, under the chairmanship of Dr. F. S. 
Crockett of Indiana, was considered by your reference 


committee. Your reference committee notes widi re¬ 
gret the death of Dr. Henry Randel of Fresno, Calif. 
It notes that 24 states have held successful healdi 
conferences or similar activities during the year. A 
successful conference was held in the New England 
region in April, 1956. 

Your committee also notes diat die Ilth National 
Conference on Rural Health, held in Pordand, Ore., 
was an outstanding success. The committee is pleased 
to note that constant liaison has been maintained widi 
leaders of national farm organizations, the land-grant 
colleges, the Agricultural Editors Association, and 
many other national organizations, as well as with 
state and local units of these component groups. 
Anodier point of especial interest is the cooperation 
with the Texas A & M College and die Agricultural 
Extension Services of the 15 soudiern states in supply¬ 
ing a teacher for a course in health organization for 
negro county-extension-agents. 

The Council on Rural Health has been effective in 
its work to improve rural medical care. Your reference 
committee heartily commends die Council for a suc¬ 
cessful year of activity. 


The report of die Committee on Legislation, die 
report of the Washington Office, and die report of 
die Department of Public Reladons, were referred 
to the Reference Committee on Legislation and Public 
Relations. 

REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. John F. Lucas, Chairman, Mississippi, read the 
following report, which was adopted: 

Report of the Committee on Legislation: Your ref¬ 
erence committee received and considered in detail 
the report of the Committee on Legislation. Both the 
chairman and immediate past chairman of the Com¬ 
mittee on Legislation conferred with your reference 
committee, describing in detail die procedures, pro¬ 
cesses, and manners of approach to medical legislative 
problems. It is felt diat an invaluable contribution is 
being made to the profession bv die Committee on 
Legislation. Despite reverses, the over-all legislative 
program of the Association has been constructive, up¬ 
lifting, and positive. 

Report of the Washington Office: Your reference 
committee next considered die report of die American 
Medical Association Washington Office. It especially 
appreciated the privilege of conferring with Dr. 
Thomas H. Alphin, Director, and Mr. James Foristel, 
legal advisor of our Washington Office. Your com¬ 
mittee was particularly impressed with the high caliber 
and volume of activity in this office where, in the 
immediately past legislative year, some 571 bills be¬ 
fore the Congress having medical implications were 
carefully reviewed and monitored. It is felt diat die 
work of the relatively small staff in Washington using 
only 2.5% of our total Association budget should be 
especially commended. Your committee feels diat die 
Board of Trustees is wisely providing for the main¬ 
tenance and continuance of this indispensable staff 
activity removed physically from our Chicago head¬ 
quarters. The service of the Washington Newsletter, 
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regularly received by some 10,000 county, state, and 
national officials and key persons is especially worthy 
of commendation. 

Report of the Department of Public Relations: Your 
reference committee received the report of the Depart¬ 
ment of Public Relations. It was grateful for the 
privilege of conferring with Mr. Leo E. Brown, the 
department Director, who was especially helpful in 
explaining the extensive and manifold activities of 
this tremendously important function of our Associa¬ 
tion. Your committee would impress upon each mem¬ 
ber of this House of Delegates the importance and 
paramount interests of medicine which lie in the field 
of medical public relations. It feels that the Associa¬ 
tion is particularly fortunate in the quality and caliber 
of staff personnel devoted to this endeavor. Your 
reference committee commends the Department of 
Public Relations on the production of the motion pic¬ 
ture, “The Case of the Doubting Doctor,” and recom¬ 
mends that each component and constituent society 
widely utilize this valuable membership-indoctrina¬ 
tion aid. 

Your reference committee invites your attention to 
the wide scope of activities included in the work of 
the Department of Public Relations, particularly as 
relates to press relations; magazine, television, and 
motion picture liaison; literature preparation and dis¬ 
tribution; special projects; services to component and 
constituent societies; and services to councils, bureaus, 
and committees, and other supportive activities. 


The item entitled Hospitalization of Patients with 
Alcoholism, and the item concerning the Committee 
on Alcoholism of the Council on Mental Health were 
referred to the Reference Committee on Medical Edu¬ 
cation and Hospitals. 

REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, pre¬ 
sented the following report, which was adopted: 

Report of the Board of Trustees Dealing icith Hos¬ 
pitalization of Patients with Alcoholism: Specifically, 
this section refers to a consideration by the Council 
on Mental Health and its Committee on Alcoholism 
of the problem of the hospitalization of patients with 
the diagnosis of alcoholism. Your committee urges the 
adoption of the following statement of the Council on 
Mental Health, which is quoted from the report of 
the Board of Trustees: 

1. Alcoholic symptomatology and complications which occur 
in many personality disorders come within the scope of medical 
practice. 

2. Acute alcoholic intoxication can be and often is a medical 
emergency. As with any other acute case, the merits of each 
individual case should he considered at the time of the emer¬ 
gency. 

3. The type of alcoholic patient admitted to a general hospital 
should be judged on his individual merits, consideration being 
given to the attending physician’s opinion, cooperation of the 
patient, and his behavior at the time of admission. The admitting 
doctors should then examine the patient and determine from the 
history and his actions whether he should be admitted or refused. 

4. In order to offer house officers well-rounded training in the 
general hospital, there should be adequate facilities available as 
part of a hospital program for care of alcoholics. Since the house 
officer in a hospital will eventually come in contact with this type 
of patient in practice, his training in treating this illness should 


come while he is a resident officer. Hospital staffs should be urged 
to accept these patients for treatment and cooperate in this 
program. 

5. With improved means of treatment available and the 
changed viewpoint and attitude which places the alcoholic in the 
category of a sick individual, most of the problems formerly en¬ 
countered in the treatment of the alcoholic in a general hospital 
have been greatly reduced. In any event, the individual patient 
should be evaluated rather than have general objection on the 
grounds of a diagnosis of alcoholism. 

It is recognized that no general policy can be made for all 
hospitals. Administrators are urged to give careful consideration 
to the possibility of accepting such patients in the light of the 
newer available measures and the need for providing facilities for 
treating these patients. In order to render a service to the com¬ 
munity’, provision should be made for such patients who cooper¬ 
ate and who wish such care. 

In order to accomplish any degree of success with the prob¬ 
lem of alcoholism, it is necessary that educational programs be 
enlarged, methods of case finding and follow-up be ascertained, 
research be encouraged, and general education toward accept¬ 
ance of these sick people be emphasized. The hospital and its 
administration occupy a unique position in the community which 
allows them great opportunities to contribute to the accomplish¬ 
ment of this purpose. It is urged that general hospitals and their 
administrators and staffs give thought to meeting this responsi¬ 
bility. 

Your reference committee recommends that this 
action be brought to the attention of the Council on 
Medical Education and Hospitals from the standpoint 
of implementing educational approaches to the prob¬ 
lem of alcoholism and that it also be referred to the 
Joint Commission on Accreditation of Hospitals and 
to the American Hospital Association in an effort to 
obtain more interest on the part of hospital adminis¬ 
trators and their staff toward meeting this ever- 
increasing responsibility. 


The report of the Council on National Defense was 
referred to the Reference Committee on Medical 
Military Affairs. 

REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 

Dr. Frank J. Holroyd, Chairman, West Virginia, 
submitted the following report, which was adopted: 

Your reference committee is very much impressed 
with the report of the Council on National Defense 
and with its accomplishments as therein outlined. 

The Career Incentive Program has shown excellent 
results, in spite of the fact that it did not go as far as 
recommended by the American Medical Association. 
The three military agencies in October, 1956, stated 
that enlistments were then greater than resignations 
in the regular corps. The corps has been composed 
of about one-third regular officers and two-thirds 
draftees. This should be reversed. Since time in the 
medical school is counted as longevity, all medical 
officers start as captains in the Army and Air Force 
and lieutenants in the Navy. The services are using 
more and more non-medical personnel to relieve medi¬ 
cal officers of duties other than purely professional 
work. The situation has improved to the place where 
the Department of Defense is satisfied that they will 
not have to ask for an extension of the “Doctor-Draft” 
act. Your committee believes that this whole matter 
can be handled by further improving the incentive 
program and by delaying the call for doctors until 
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their medical education, internship, and residency are 
completed. They will then be better able to serve 
their country. 

Your committee wishes to call attention of the 
House to the excellent work of the Council, largely 
through the efforts of Mr. Frank W. Barton and staff, 
concerning the survey of discharged medical person¬ 
nel, liaison with physicians on active military duty, 
and the placement assistance program. These activi¬ 
ties have not only helped the doctors affected and the 
communities but also is an excellent public relations 
activity of the Association. 

Your reference committee notes with approval the 
actions taken by die Council on National Defense in 
the field of mass casualty handling in the event of 
disaster or enemy action. It is heartened by the steps 
taken by the Committee on Civil Defense in working 
out an effective program of medical care during na¬ 
tional emergency and in defining the role of the 
physician as a leader in proper medical management 
of casualties. Through the sections of the American 
Medical Association a simple, effective plan of evolv¬ 
ing the principles of medical care during the early 
phases of a disaster will be developed through co¬ 
ordination with other medical specialty groups. Your 
reference committee endorses this action and recom¬ 
mends the Council continue its efforts to develop a 
training and operational program whereby each 
physician can be taught the essential life-and-limb- 
saving techniques needed immediately after a grave 
emergenv. 

It is further rcommended that the Council on Na¬ 
tional Defense in defining the role of the physician in 
mass casualty care give leadership to other health 
groups, such as dentists, nurses, and veteranarians, 
that will enable them to fill their parts in national 
medical emergencies. 

■ Your committee wishes to thank Dr. Hugh H. Hus¬ 
sey of the Board of Trustees, Dr. Harold S. Diehl, 
Chairman, Dr. Harold C. Lueth, member, and Mr. 
Frank W. Barton, Secretary, Council on National 
Defense, for their help and advice in its deliberations. 

The reports of the Council on Scientific Assembly 
and the Bureau of Exhibits were referred to the 
Reference Committee on Sections and Section Work. 

REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 

Dr. L. Samuel Sica, Chairman, New Jersey, read 
the following report, which was adopted: 

Your reference committee considered first the re¬ 
port of the Council on Scientific Assembly. The report 
dealt with tire following items: Council meetings, the 
Boston Clinical Meeting, the Chicago Annual Meeting, 
and medical motion pictures and television programs. 

Your committee commends the Council on Scien¬ 
tific Assembly for die efficient manner in which it has 
dealt with the business before it, and concurs in all 
its decisions or recommendations. Particularly your 
committee approves of the work done in furthering 
participation in science fairs, in the sphere of traffic 
accidents, and in maintaining closer affiliation with the 
scientific sections. Your committee compliments the 
- Council for its part in the scientific programs of the 


Boston Clinical Meeting and the Chicago Annual 
Meeting. It desires to support the plans under con¬ 
sideration for a combined meeting of die section secre¬ 
taries and section representatives in the near future. 

It is encouraging to note that the innovation of 
restricting admission to the Scientific Exhibit and to 
color television shows and motion pictures exclusively 
to physicians on certain specified mornings has been 
so well received. Your committee is of the opinion that 
the practice should be continued. The Council has also 
done commendable work in the field of management 
of the presentation of motion pictures and medical 
television. The Council has shown itself keenly sensi¬ 
tive to the importance of these media as a means of 
informing the profession of the most significant and 
recent scientific advances and developments. It has 
likewise done a satisfactory and commendable job in 
conjunction with the work of the Bureau of Exhibits. 
Unquestionably health exhibits and the maintenance 
of museums for health education are all timely factors 
in educating the public in the subject matter of health 
care and health maintenance. 


REGISTRATION AT THE CLINICAL MEETING, 
SEATTLE, NOV. 27-30, 1956. 


Alabama .. 

U 

Nebraska . 

12 

Alaska . 

10 

Nevada . 

7 

Arizona . 

3 

New Hampshire . 

1 

Arkansas . 

f» 

New Jersey . 

IS 

California . 

15-4 

New Mexico . 

.... o 

Canal Zone . 

0 

New York ... 

49 

Colorado . 

20 

North Carolina . 

7 

Connecticut . 

9 

North Dakota . 

9 

Delaware . 

1 

Ohio .. 

31 

District o l Columbia . 

20 

Oklahoma . 

7 

Florida . 

G 

Oregon . 

190 

Georgia . 

12 

Pennsylvania . 

26 

Hawaii . 

5 

Puerto Rico . 

1 


44 


2 

Illinois . 

78 

South Carolina . 

6 

Indiana . 

26 

South Dakota . 

? 

Iowa . 

11 

Tennessee . 

8 

Kansas . 

10 

Texas . 

20 

Kentucky . 

G 

Utah . 

20 

Louisiana . 

8 

^•rmont . 

1 

Maine . 

0 

Virginia ... 

? 

Maryland . 

S 

Seattle . 

.... 878 

Massachusetts . 

If. 

W ashinpton (State) . 

So.) 

at II.•• :• t. . . . 

37 

West Virginia . 

4 

Minnesota . 

40 

Wisconsin .. 

_22 

Mississippi . 

0 

Wyoming . 

9 





Montana . 

44 

Total . 

2 755 


OTHER COUNTRIES 




Argentina . 

1 

Paraguay . 

\ 

Canada . 

4G 

South Africa . 

1 

Ecuador ... 

1 

Sweden .... 

1 





Italy . 

1 

Total (Other Countries). 

58 

Netherlands . 

1 


2,755 

Netherlands. W r est Todies ... 

1 


— 

New Zealand .. 

1 

Grand Total. 

2,813 

Pakistan .. 

2 




NEW MEMBERS OF COUNCIL FIELD STAFF 

Dr. Walter B. Seelye, Seattle, and Dr. Robert H. 
Lowe, Indianapolis, have been added to the field staff 
of the Council on Medical Education and Hospitals of 
the American Medical Association. Dr. Seelye, a grad¬ 
uate of Harvard, is certified by the American Board of 
Pediatrics. Prior to World War II, he was in the pri¬ 
vate practice of pediatrics, and after returning from 
military service he became chairman of the depart¬ 
ment of pediatrics at the University of Washington, 
serving in this capacity until his recent appointment to 
the Council staff. His assignment will cover graduate 
medical education in Pennsylvania, Maryland, and 
•New-Jersey. - - . 
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Dr. Lowe, a graduate of the University of Vermont 
who subsequently obtained a master’s degree in hos¬ 
pital administration from Columbia University, served 
in the Army Medical Corps from 1940 to 1945 and 
since 1946 has been engaged in hospital administra¬ 
tion. Before joining the field staff of the Council he 
served as superintendent of the Indianapolis General 
Hospital. His assignment will cover Ohio, Indiana, 
and Michigan. 

LIST OF SOURCES OF FILMS ON HEALTH 

A booklet entitled “A List of Sources of Films on the 
Subject of Health” was recently prepared by the 
A. M. A.’s Council on Scientific Assembly. The list in¬ 
cludes the sources of motion pictures on the subject 
of health that have come to the Council’s attention. 
The booklet is arranged in three parts: (1) loans, 
rental, and sales libraries; (2) state health depart¬ 
ment film libraries; and (3) catalogs and special film 
lists. For complete listings of films, physicians should 
write directly to the sources listed. Copies of this 
booklet may be obtained from Motion Pictures and 
Television, A. M. A. headquarters, 535 N. Dearborn, 
Chicago 10. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 

FIFTY-THIRD ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 

Saturday, Feb. 9 

10 a. m.- 5 p. M., Room 7, Third Floor 

First Examination Institute Covering Obstetrics and Gynecology. 

Sponsored by the Federation of State Medical Boards 
of tlw United States. 

Sunday, Feb. 10 

9 a. M.— 1 p. m., Grand Ball Room 
Conference on Graduate Education for General Practice, 1957 

Cosponsored by the Council on Medical Education and Hos¬ 
pitals of the American Medical Association and the 
Advisory Board for Medical Specialties. 

2 p. m.—4 p. m.. Crystal Room 

Advisory Board for Medical Specialties—Business Session 

2 p. m.—5 p. M., Room 14, Club Floor 

Federation of State Medical Boards of the United States, 
Reports of Officers and Committees 

8 p. m.-IO p. m.. Room 14, Club Floor 

Conference of Secretaries of Federation of State Medical 
Boards of the United States 

Monday', Feb. 11 

9 a. m.—12:30 p. m., Grand Ball Room 

Medical Education Tomorrow 

Sponsored by the Council on Medical Education of the 
American Medical Association. 


Monday, Feb. 11 

2 p. m.- 5 p. m.. Grand Ball Room 

Conference on Postgraduate Medical Education 

Sponsored by the Council on Medical Education and Hos¬ 
pitals of the American Medical Association. 

6:30 p. m.-Chy'stal Room 

Annual Federation Dinner and Walter L. Bierring Lecture 

Sponsored by the Federation of State Medical Boards 
of the United States. 

Tuesday, Feb. 12 

9 a. M.-12 p. m., Red Lacquer Room 

Program of the Federation of State Medical Boards 
of the United States 

12:30 p. m.— 3 p. m.. Red Lacquer Room 

Federation of State Medical Boards of the United States— 
Annual Luncheon and Business Session 

Feb. 9, 10, 11, 12 

8 a. m.- 5 r. m., Room 2 

Headquarters, American Medical Association Press 
Sunday, Feb. 10, 9 a. m. 

Grand Ball Room 

Conference on Graduate Education for General Practice, 1957 

Cosponsored by the Council on Medical Education and Hos¬ 
pitals of the American Medical Association and the Advisory 
Board for Medical Specialties 

Morning Session, 9 a. m.-I p. m. 

John McK. Mitchell, M.D., Presiding, President, 
Advisory Board for Medical Specialties 

Welcome. 

H. G. Weiskotten, M.D., Chairman, Council on Medical 
Education and Hospitals, American Medical Association. 
Introductory Comment 

Edward L. Turner, M.D., Secretary, Council on Medical 
Education and Hospitals, American Medical Association. 
Role oe Undergraduate Medical Education in Preparation 
for Graduate Education 

E. Hugh Luckey, M.D., Dean, Cornell University' Medical 
College. 

Concept of Adequate Graduate Education for General 
Practice—1957, From Viewpoint of General Practice 
William B. Hildebrand, M.D., Menasha, Wis., Former 
President, American Academy of General Practice. 

What Should Constitute Graduate Medical Education for 
General Practice Today From Viewpoint of: 

Internal Medicine William B. Bean, M.D., Professor of 
Medicine, State University of Iowa Col¬ 
lege of Medicine. 

Charles B. Puestow, M.D., Clinical Pro¬ 
fessor of Surgery', University of Illinois 
College of Medicine. 

Philip S. Barba, M.D., Associate Profes¬ 
sor of Pediatrics, School of Medicine and 
Graduate School of Medicine, University 
of Pennsylvania. 

Lawrence M. Randall, M.D., Professor 
of Obstetrics and Gynecology', Mayo 
Foundation, Graduate School of Medi¬ 
cine, University of Minnesota; Chairman, 
Section on Obstetrics and Gynecology, 
Mayo Clinic. 

M. Ralph Kaufman, M.D., Clinical Pro¬ 
fessor of Psychiatry, Columbia Univer¬ 
sity College of Physicians and Surgeons; 
Chief of Psychiatry, Mount Sinai Hos¬ 
pital, New York City. 


Surgery 


Pediatrics 


Obstetrics and 
Gynecology 


Psychiatry 
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Discussion 

Question and answer period with speakers sitting as panel. 

Sunday, Fun. 10, 2 r. m.. Room 14 

Club Flood 

Federation of State Medical Boards of the United States 

Ai-tehnoon Session, 2 p. m.-5 p, m. 

Joseph J. Combs, M.D., Presiding President 
of the Federation 

Roll Call of Mkmueu Boabbs and Associate Memuehs 
ReI'OUT of THE PRESIDENT 

Joseph J. Combs, M.D., Secretary, North Carolina Board of 
Medical Examiners. 

Appointment of Committees—Repoiits of Officers, Nomi¬ 
nating, and Auditing 

Repout of the SuciiETAHY-TnEAsunEH-EmTon 

Walter L. Bmnnncc, M.D., Dos Moines, Iowa 
Repout of the Intebnship Review Committee 

Raymond S. Leopold, M.D., Member, Pennsylvania Board 
of Medical Education and Licensure. 

Bepout on Foueign Medical Gbaduates 

Elmeu W. Schnoou, M.D., President, Michigan Board of 
Registration in Medicine. 

REravr on Fiiist Examination Institute 

Stiles D. Ezell, M.D., Secretary, New York Board of Med¬ 
ical Examiners. 

Bepout on Public Relations 

M. II. Chaiib, M.D., Secretary, Texas Board of Medical 
Examiners. 

Evening Session, S p. m.-IO p. m. 

Confluence of Fedebation of State Boahd Sechetahies 

Monday, Feii. 11, 9 a. m. 

Guano Ball Room 

Council on Medical Education and Hospitals 
Medical Education Tomorrow 

Morning Session, 9 a. m.-12:30 p. m. 

H. G. Welskotten, M.D., Presiding, Chairman, 

Council on Medical Education and Hospitals 

Announcements and Opening Remauks 
Lasting Values in Medical Education, Chaibman's Addhess 
H. G. Weiskotten, M.D., Chairman, Council on Medical 
Education and Hospitals, American Medical Association 

Oiuexting Medical Students Towaiid "The Whole Patient” 
John C. Whitehoun, M.D., Director, Department of Psy¬ 
chiatry, and Henry Phipps Professor of Psychiatry, Johns 
Hopkins University School of Medicine 

Natuual and Physical Sciences Must Remain Basic in the 
Education of the Physician 

Dana W. Atciiley, M.D., Professor of Clinical Medicine, 
Columbia University College of Physicians and Surgeons. 

STnucruniNC Medical Education to Reflect Reseauch in 
Knowledge and Attitudes 

Edwaud W. Dempsey, M.D., Professor of Anatomy, Wash¬ 
ington University School of Medicine. 

Pnos and Cons of Integration and Cohbelation 

Oliveh Cope, M.D., Associate Professor of Surgery, Harvard 
Medical School; Visiting Surgeon, Massachusetts General 
Hospital. 

Summation 

W. Barry Wood Jr., M.D., Vice President, The Johns Hop¬ 
kins Medical Institution. 

Discussion 

Monday, Feb. 11, 2 v . m. 

Grand Ball Room 

Conference on Postgraduate Medical Education 


Afternoon Session, 2 p. m.-5 p. m. 

Victor Johnson, M.D., Presiding, Director, Maijo FouiuMlim 
for Medical Education and Research and Member, Council 
on Medical Education and Hospitals. 

Importance and Challenges Presented by Postgraduate 
Medical Education 

William A. Sodeman, M.D., Professor of Medicine and 
Chairman of the Department, University of Missouri '-'chool 
of Medicine. 

Curhent Position and Developments 

Glen R. Shepherd, M.D., Assistant Secretary, Council on 
Medical Education and Hospitals. 

Development of Medical School—State Medical Society 
Postgraduate Programs: an Analysis of the Kansas Story 
Mahlon H. Delp, M.D., Professor of Medicine and Assist¬ 
ant Dean, University of Kansas School of Medicine. 

Role of a Community Hospital in Continuing Education: 
The Hunterdon Experiment 

Edmund Pellegrino, M.D., Medical Director, Hunterdoi 
Medical Center. 

The Regional Hospital—Medical School Affiliation Po 

TENTIAUTIES AS EXEMPLIFIED BY THE MICHIGAN PLAN 

Harry A. Towsley, M.D., Professor of Pediatrics and Co 
ordinator Affiliated Hospital Activities in Postgraduate Med 
ical Education, University of Michigan Medical School. 

The Regional Hospital—Medical School Affiliation Po 

TENTIALITIES AS EXEMPLIFIED BY THE NEW YORK UnIVERSIY 

Plan 

Charles F. Wilkinson Jr., M.D., Professor and Chairman 
Department of Medicine, New York University Postgraduat 
Medical School. 

Discussion 

Monday, Feb, 11, 6:30 p. m. 

Crystal Room 

Federation of State Medical Boards of the United States 
Annual Federation Dinner 
Joseph J. Combs, M.D., Toastmaster 

Walter L. Bieruing Lecture. Fitness in Medicine 

Dwicht H. Murray, M.D., President, American Medici 
Association. 

Tuesday, Feb. 12, 9 a. m. 

Red Lacquer Room 
Morning Session, 9 a. m.-12:15 p. m. 

Joseph J. Combs, M.D., Presiding, President 
of the Federation 

Reevaluation of the Purposes of the Licensing Examine 
tion. President’s Address 

Joseph J. Combs, M.D., Secretary, North Carolina Boar 
of Medical Examiners, and President, Federation of Stat 
Medical Boards of the United States. 

Methods in the Examination of Modern Medical Student 
W iLLAnD C. Rapfleye, M.D., Dean, Columbia Universit 
College of Physicians and Surgeons. 

Purposes and Uses of the Institute Idea 

John L. Cauc.hey Jr., M.D., Associate Dean, Westei 
Reserve University College of Medicine. 

Application of the Institute Idea to the Licensing Exax 
ination 

S. M. Poindexter, M.D., Chairman, Idaho State Board < 
Medical Examiners. 

Afternoon Session, 12:30 p. m,-3:30 p. m. 

Joseph J. Combs, M.D., Presiding, President 
of the Federation 

Annual Luncheon and Business Session 

Reports of Committees, New and Unfinished Businei 
Election of Officers, Installation of President-Elect. 
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CALIFORNIA 

Society News.—With the January, 1957, issue the Hum- 
boldt-Del Norte Medical Society begins publication 
of a monthly bulletin. Dr. Theodore W. Loring, Eu¬ 
reka, has been appointed editor. Mr. Eddie Handley 
(304 American Trust Bldg., Santa Rosa) is advertising 
counsel. The national representatives are the County 
Medical Society Magazine Group (2025 N. Central 
Ave., Phoenix, Ariz.).—The Barlow Society for the 
History of Medicine (Dr. Robert J. Moes, president) 
recently presented the 16th George Dock Lecture and 
joined with the Los Angeles County Medical Asso¬ 
ciation in the dedication of the George Dock room 
in the lounge of the association, 1925 Wilshire Blvd., 
Los Angeles. Introductory remarks were made by 
Drs. Donald A. Charnock, president, California Med¬ 
ical Association; Edward C. Rosenow Jr., Pasadena, 
president, Los Angeles County Medical Association; 
Harold R. Witlierbee, chairman, board of trustees, 
Los Angeles County Medical Association; and Edgar 
F. Mauer, chairman, library committee, Los Angeles 
County Medical Association. The Dock lecturer, Dr. 
William Dock, Brooklyn, discussed “Advances in 
Medicine During the Professional Lifetime of Doctor 
George Dock.” 

CONNECTICUT 

Grant in Cerebral Palsy.—The Yale University School 
of Medicine, New Haven, has been awarded a grant 
of $425,199 by the U. S. Public Health Service to 
support investigations into the cause of cerebral palsy 
and mental retardation. Dr. Gilbert H. Glaser, associ¬ 
ate professor of neurology and chief of the section of 
neurology at the Yale-New Haven Medical Center, 
will be in charge of the project, which will extend over 
the next four years. Two of the chief doctors who will 
be working with Dr. Glaser are C. Lee Buxton, chair¬ 
man of the obstetrics department, and Milton J. E. 
Senn, chairman of the pediatrics department and di¬ 
rector of the Yale Child Study Center. The project will 
include research in developmental neurology with spe¬ 
cial reference to clinical and pathological correlations 
in cerebral palsy. Prenatal, perinatal, and postnatal 
factors will be correlated in infants showing signs of 
stress at birth or neurological disturbance later. 

ILLINOIS 

Lecture in Winnetka.—Dr. Ralph D. Rabinovitch, 
associate professor of psychiatry. University of Michi¬ 
gan Medical School, Ann Arbor, will present “Problems 
of the School Child,” Jan. 9, S p. m., at the North 
Shore Health Resort, 225 Sheridan Rd., Winnetka. 
Physicians are invited to attend. 

Physicians are invited to send to this department items of news of gen¬ 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Chicago 

Monthly Cardiac Conference.— 1 The monthly clinico- 
pathological cardiac conference of Cook County Hos¬ 
pital will be held Jan. 15 at 11 a. m. in the Children’s 
Amphitheater, 700 S. Wood St. “The Anatomic Base 
for a Theory of Conduction in the Human Heart” will 
be presented by the guest speaker, Dr. Maurice Lev, 
professor of pathology, University of Miami School of 
Medicine, Coral Gables, Fla. Physicians are invited. 

MARYLAND 

Society News.—At a meeting of the radiological sec¬ 
tion of the Baltimore City Medical Society, Dr. John M. 
Dennis, Baltimore, was elected chairman, and Dr. 
Nathan B. Hyman, Baltimore, secretary-treasurer.— 
The Maryland Radiological Society recently elected 
Dr. William N. Thomas Jr., Annapolis, president; Dr. 
John M. Dennis, Baltimore, vice-president; and Dr. 
Nathan B. Hyman, Baltimore, secretary-treasurer. 

Cobalt Unit for Cancer Therapy.—The University of 
Maryland School of Medicine and College of Physi¬ 
cians and Surgeons, Baltimore, has installed the first 
radioactive cobalt-60 unit for cancer therapy in the 
state in its division of radiotherapy, which is directed 
by Dr. Fernando G. Bloedorn, Baltimore. Approxi¬ 
mately $18,000 has been spent in renovation of an area 
of the university’s Psychiatric Institute into treatment, 
waiting, and dressing rooms, offices, and an especially 
equipped room for the three-ton machine. The facility, 
to be known as the Martha V. Filbert Radiation Unit, 
was made possible by a $35,000 gift from the Filbert 
Foundation. 

MINNESOTA 

Dr. Dry Returns to South Africa.—Dr. Thomas J. Dry, 
Rochester, has returned to Capetown, Union of South 
Africa, where he will be in private practice. A native 
of the Union of South Africa, Dr. Dry came to the 
Mayo Clinic as a fellow in medicine in 1931, was ap¬ 
pointed to the staff in 1935, and for the past five years 
has been head of a clinic section and Mayo Founda¬ 
tion professor. A past-president of the Minnesota Heart 
Association, he is author of a volume on cardiology 
and co-author of a history of cardiology and an atlas 
on congenital defects of the heart. Pending establish¬ 
ment of permanent residence. Dr. Dry’s address was 
given as: % Prof. F. Forman, Department of Medicine, 
University of Capetown, Capetown, South Africa. Dr. 
Dry has been succeeded as head of section by Dr. 
Robert L. Parker. 

Dr. Knapp Honored.—The American Congress of Phys¬ 
ical Medicine and Rehabilitation has awarded its 
gold key for distinguished service to Dr. Miland E. 
Knapp, Minneapolis, “in recognition of his services as 
practitioner, consultant, university professor, director 
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and authority on the treatment of poliomyelitis, where¬ 
by with the advantage of a background in surgery, be 
has interpreted to members of the general medical 
profession the aims and ideals of his colleagues in the 
field of physical medicine and rehabilitation; who, by 
his many accomplishments has notably advanced the 
Science and the Art of Physical Medicine and Rehabil¬ 
itation.” Dr. Knapp is clinical professor of physical 
medicine and rehabilitation at the University of Minne¬ 
sota Medical School, Minneapolis. He is a member of 
the board of directors of the Sister Elizabeth Kenny 
Foundation, consultant in physical medicine and re¬ 
habilitation for the Veterans Administration, and a 
past-president of the American Congress of Physical 
Medicine and Rehabilitation and the American Acade¬ 
my (formerly Society) of Physical Medicine and Re¬ 
habilitation, 

NEW JERSEY 

Meeting of Gastroenterologists.—The New Jersey 
Academy of General Practice will hold its fifth annual 
Scientific Assembly, Jan. 12, at the Hotel Berkeley- 
Carteret, Asbury Park. All physicians are invited to 
attend (registration fee, $5 for nonmembers). The 
program will include the following presentations: 

Common Disorders of the Esophagus, Max L. Som, New York. 
Pitfalls in the Management of Stomach and Duodenal Ulcers, 
Harry Shay, Philadelphia. 

Functional Versus Organic Patterns of the Colon, Bcrthold Wcin- 
garten. New York. 

Inflammatory Lesions of the Small Intestine, ]. Arnold Bargen, 
Rochester, Minn. 

Some Practical Aspects of Office Proctology, Richard A. Hopp, 
Essex County, N. Y. 

There will be a luncheon at 12:30 p. m. (courtesy 
of Ortho Laboratories) and a coektail-bulfet-dance 
6:00 p. m. (courtesy of Pfizer Laboratories). 

Symposium on Hepatobiliary Diseases.—A symposium 
on "Advances in Diagnosis and Treatment of Hepato¬ 
biliary Diseases” will be held at the Jersey City Medi¬ 
cal Center, Jersey City, Jan. 12, in celebration of the 
10th anniversary of clinical research on liver disease. 
Dr. Thomas J. White, chief of medical service at the 
center, will preside at the morning session, which will 
include papers on the use of liver function tests, diag¬ 
nostic and therapeutic value of liver biopsy, radio¬ 
logical evaluation of the hepatobiliary trees, clinical 
evaluation of the jaundiced patient, and constitutional 
hyperbilirubinemia. Luncheon will be preceded by a 
question-answer panel and followed by the afternoon 
session, over which Dr. Charles L. Brown, dean, Seton 
Hall College of Medicine, Jersey City, will preside. 
Topics for this session, which will end with a question- 
answer panel, will include medical management of 
cirrhosis, the role of the liver in surgical stress, physio¬ 
logical alterations in portal hypertension, surgical 
management of portal hypertension, and surgical treat¬ 
ment of primary and metastatic cancer of the liver. 
Cocktails, 6-7 p. m., will precede the annual dinner, at 
which tire guest speaker will be Dr. Isidore Snapper, 
director, department of medicine, Beth-El Hospital, 
Brooklyn, N. Y, 


NEW YORK 

Symposiums on Development of Physiological Thought. 
—The second of three symposiums on "The Historical 
Development of Physiological Thought in Medical Sci¬ 
ence” will be offered by the State University of New 
York at its Downstate Medical Center, Brooklyn, in 
the new Basic Sciences Building, 450 Clarkson Ave,, 
Jan. 8-10. The subject will be “Development of Spe¬ 
cific Concepts of Functional Processes.” Medical edu¬ 
cators, practicing physicians, members of the Ameri¬ 
can Association of the History of Medicine, medical 
students, and the general public are invited to attend. 

New York City 

Lectures for the Public.—The New York Academy of 
Medicine, 2 E. 103rd St., which is presenting “Medi¬ 
cine in tire Contemporary Scene” as its 22nd series of 
Lectures to the Laity, will offer on Jan. 9, 8:30 p. m., 
“Nutrition in Relation to Family Life in America" by 
Dr. Frederick J. Stare, professor of nutrition, Harvard 
Medical School, Boston. The presiding chairman will 
be Dr. Norman H. Jolliffe. The public is invited to at¬ 
tend (admission free) and to submit questions at the 
end of the lecture. 

PENNSYLVANIA 

Personal.—Dr. Myles R. Miller, Allentown, has joined 
the staff of Eaton Laboratories, Norwich, N. Y. 

Philadelphia 

Grant in Anesthesiology.—The Wellcome Trustees, 
London, recently made a grant of $69,000 to the Uni¬ 
versity of Pennsylvania School of Medicine, Philadel¬ 
phia. The money will support for a period of five years 
a Wellcome Associate Research Professorship in tire 
department of anesthesiology, of which Dr. Robert D. 
Dripps Jr. is head. The first appointee to the professor¬ 
ship is Dr. Henry L. Price Jr. 

Hospital News.—On Oct. 1, 1956, the medical staff of 
the Philadelphia General Hospital presented a pro¬ 
gram commemorating the international celebration of 
the 250th anniversary of the birth of Benjamin Frank¬ 
lin and the presentation of the Franklin medal author¬ 
ized by the 84th Congress of the United States to the 
Philadelphia General Hospital, Blockley division. The 
program was held under the auspices of the Franklin 
Institute. Dr. Charles Rupp Jr., president of the medi¬ 
cal staff, presided. Greetings by Dr. Thomas M. 
Durant, chief, department of medicine, preceded pres¬ 
entation of “Franklin; Doctor and Patient” by Whit¬ 
field J. Bell Jr., Ph.D., associate editor of “The Papers 
of Benjamin Franklin.” “Benjamin Franklin and the 
Rise of Free Treatment of tire Poor by the Medical 
Profession of Philadelphia” by Dr. Robert J. Hunter, 
active consulting otolaryngologist, was read by title. 

Pittsburgh 

Award to Dr. Alexander.—The Pennsylvania Public 
Health Association recently presented its annual award 
of merit to Dr. I. Hope Alexander, 50 years a physi¬ 
cian, who has been director of the health department 
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for 20 years. He has been active in the campaign for 
revision of Pennsylvania milk laws, smoke prevention, 
and health and x-ray surveys in Allegheny County. 

TENNESSEE 

Daniel Memorial Fund.—The William T. Daniel Me¬ 
morial Loan Fund has been established by the class of 
1941, Vanderbilt University School of Medicine, Nash¬ 
ville, in honor of Dr. William T. Daniel, who died Jan. 
15, 1953, when fire swept his home, also taking the 
lives of his wife and two daughters. The self-perpetu¬ 
ating fund, contributed by classmates of Dr. Daniel 
for medical students needing financial assistance, is 
administered by Dean John B. Youmans of the school 
of medicine. 

Hospital News.—Dr. Frank L. Roberts, associate dean 
of the University of Tennessee College of Medicine, 
Memphis, will direct a program of cooperation with 
about 30 hospitals in West Tennessee, outside Shelby 
County, to improve and extend their services to pa¬ 
tients. The program, which is being sponsored in co¬ 
operation with the Tennessee State Department of 
Health, is designed to augment hospital care now 
available in rural areas. Financed by a $50,000 grant 
from the Public Health Service, it will help hospitals 
improve their medical services and determine how the 
university can help in training personnel such as 
medical technicians and nurses. 

ISCONSIN 

Circuit Teaching Programs.—The council on scien¬ 
tific work of the State Medical Society of Wisconsin 
(in cooperation with the state board of health, the medi¬ 
cal schools of the University of Wisconsin, Madison, 
and Marquette University, Milwaukee, the Wisconsin 
Academy of General Practice, the Wisconsin Heart 
Association, the Wisconsin Anti-Tuberculosis Associa¬ 
tion, and the Wisconsin division of the American 
Cancer Society) has scheduled a series of 12 circuit 
teaching programs. During January these clinics will 
be held at St. Mary’s Hospital, Madison, Jan. 15; 
Mercy Hospital (nurses’ dormitory), Oshkosh, Jan. 16; 
and St. Nicholas Hospital, Sheboygan, Jan. 17. The 
faculty will consist of Drs. John S. Hirschboeck, Mil¬ 
waukee, internal medicine; Ralph A. Reis, Chicago, 
obstetrics; Howard J. Lee, Milwaukee, allergy; and 
James K. Stack, Chicago, orthopedics. The registra¬ 
tion fee, which includes a full afternoon and evening 
of instruction, with dinner, is $6. Participants are re¬ 
quested to attend both sessions, as the meetings will 
be correlated, and those who attend both sessions will 
receive credit for Academy of General Practice mem¬ 
bership requirements. Requests for reservations should 
be sent to the Wisconsin State Medical Society, P. O. 
Box 1109, Madison. 

Historian to Go to Switzerland.—Dr. Erwin H. Acker- 
knecht, chairman, department of the history of medi¬ 
cine, University of Wisconsin Medical School, Madi¬ 
son, will become director of the medical history institute 
at the University of Zurich, Switzerland, March 1. His 
official resignation from the University of Wisconsin, 
effective Jan. 31, will terminate 10 years of service as 


the university’s first professor of the history of medi¬ 
cine. Dr. Ackerknecht, who was born in Germany, 
came to this country in 1941 after serving in the 
French army. He was associated with the Museum of 
National History, New York, and Johns Hopkins Uni¬ 
versity, Baltimore, before coming to Wisconsin. He 
is the author of “A Short History of Medicine” and a 
biography of Dr. Rudolf Virchow. 

Personal.—Dr. John D. German, Clintonville, has ac¬ 
cepted appointment as chief of surgery at Man Me¬ 
morial Hospital in Man, W, Va, Dr. German was a 
member of the surgical staff of the Veterans Adminis¬ 
tration Hospital in Huntington, W. Va., before moving 
to Wisconsin in 1949. 

HAWAII 

Personal.—Dr. William J. Holmes, Honolulu, recently 
returned from a trip to the Orient and Australia. In 
Japan, Korea, and Okinawa, Dr. Holmes served as 
ophthalmological consultant to the office of civil af¬ 
fairs and military government, Department of the 
Army. In Australia and New Zealand, with Prof. Jules 
Francois, he was guest of honor at the annual Aus¬ 
tralian Ophthalmological Society in Brisbane and the 
annual meeting of the New Zealand Ophthalmolog¬ 
ical Society in Wellington. He was made honorary 

member of both of these societies.-Dr. Ralph M. 

Beddow, former fellow in medicine at the Mayo 
Clinic, Rochester, Minn., who went to Honolulu as 
physician-in-charge of the outpatient department of 
the Queen’s Hospital in 1955, has become associated 
with the Fronk Clinic of Honolulu in the practice of 
internal medicine. Dr. Beddow was recently appointed 
assistant chief of medicine at the Queen’s Hospital. 

GENERAL 

American Group Psychotherapy Association.—The first 
annual Training Institute of the American Group 
Psychotherapy Association (345 E. 46th St., New York) 
will be held Jan. 9 at the Henry Hudson Hotel, 353 
W. 57th St., New York. The institute will be open to 
association members, psychologists, and social work¬ 
ers who meet the minimum requirements for associate 
membership. The fee for the institute ($15 for mem¬ 
bers and $20 for nonmembers) includes registration, 
tuition fees, and dinner in the evening. 

Residency Training Program in Psychiatry.—The 
Stritch School of Medicine of Loyola University, Chi¬ 
cago, and its affiliated hospitals announce the forma¬ 
tion of a fully approved three-year residency training 
program in psychiatry. Information regarding the 
residency training program and the clinical and di¬ 
dactic material may be obtained from Dr. John J. 
Madden, Professor of Psychiatry and Neurology, 
Chairman, Department of Psychiatry and Neurology, 
Loyola University, Stritch School of Medicine, 706 
Wolcott Ave., Chicago. 

Wanted, Names of Card Services.—The National Li¬ 
brary of Medicine (formerly the Armed Forces Med¬ 
ical Library) is preparing an annotated list of card- 
form publications in medicine and related fields. The 
list will include publications that appear on perforated 
or lined sheets as well as those on separate cards. 
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Persons having or knowing of any such publications 
are asked to communicate with Mrs. Jane M. Fulcher, 
Reference Section, National Library of Medicine, 
Washington 25, D. C. (Mrs. Fulcher will supply any¬ 
one interested with a listing of those card services 
already known to her,) 

Safety Awards.—The National Safety Council invites 
entries for its 1956 Public Interest Newspaper awards. 
Entries, which must be received not later than Feb. 1, 
will be announced in April. They may be made by 
the entrant, by a local safety organization, or by any 
other logically associated group or individual. Entries 
must be made on an official entry blank, must be ac¬ 
companied by an exhibit of representative clippings 
or tear sheets, and should be accompanied by a state¬ 
ment summarizing any nonclassifiable safety activities 
performed during the year. Entries should be ad¬ 
dressed to Paul Jones, Director of Public Information, 
National Safety Council, 425 N. Michigan Ave., Chi¬ 
cago 11. 

Conference on Cerebral Vascular Disease.—A second 
Conference on Cerebral Vascular Diseases will be 
held at the Nassau Tavern, Princeton, N. J., Jan. 16-18, 
under the sponsorship of the American Heart Asso¬ 
ciation. Attendance will be by invitation only. The 
conference will be conducted as a series of round¬ 
table discussions involving approximately 40 partici¬ 
pants. All discussions will be transcribed, edited, and 
published as transactions, which will be made avail¬ 
able to the medical profession. Among the disciplines 
to be represented at the conference will be pathology, 
brain chemistry, physiology, blood coagulation studies, 
neurology, neurosurgery, psychiatry, electroencephal¬ 
ography, and studies in the fields of hypertension, 
atherosclerosis, and rehabilitation. 

Pan-Pacific Surgical Association.—The seventh Con¬ 
gress of the Pan-Pacific Surgical Association will be 
held in Honolulu, Nov. 14-22. These congresses are 
held triennially to fulfill the three basic tenets under 
which the association was formed in 1929: (1) to bring 
together surgeons from countries bordering on the 
Pacific Ocean for the exchange of surgical ideas and 
methods; (2) to develop an acquaintanceship among 
the surgeons so that they may be instrumental in pro¬ 
moting a spirit of good fellowship among the races of 
the Pacific; and (3) to further the principles of hospital 
standardization and administration. Members of the 
profession are cordially invited to attend with their 
families. For information, write to Dr. Forrest J. Pink¬ 
erton, Director-General, Pan-Pacific Surgical Associa¬ 
tion, Suite 230, Young Building, Honolulu, Hawaii. 

Postgraduate Clinics in Dermatology.—The University 
of California Medical Extension will offer a series of 
Postgraduate Clinics in Dermatology, Jan. 11-12, at 
the University of California Hospital in San Francisco. 
Lectures and round-table discussions will be devoted 
to common problems encountered in treatment; re¬ 
cent advances in dermatology; practical office tech¬ 
niques; and diagnostic aids. The material will be 
illustrated with Kodachrome slides and with practical 
demonstrations with patients. Dr. Rees B. Rees Jr., as¬ 


sociate clinical professor and chairman of the depart¬ 
ment of dermatology at the University of California 
School of Medicine, will serve as program chairman. 
The guest lecturer, Dr. George C. Andrews, clinical 
professor of dermatology at Columbia University Col¬ 
lege of Physicians and Surgeons, New York, will speak 
on “Evaluation of New Treatments.” The program is 
accredited for 14 hours by the American Academy of 
General Practice. The fee is $40. Information and ap¬ 
plication for enrollment may be obtained by writing 
Dr. Seymour M. Farber, Head, Medical Extension, 
University of California Medical Center, San Fran¬ 
cisco 22. 

Pediatrics Residency Fellowships.—'The American 
Academy of Pediatrics will grant 12 or more fellow¬ 
ships (six months to one year) to pediatric residents 
for the fiscal year 1957-1958, These fellowships, cre¬ 
ated to enable young physicians in the United States 
and Canada who are in financial need to complete 
their pediatric training, carry a stipend of $500-$l,000, 
depending on the need of the recipient and the length 
of time required to complete training. The fellowships, 
made possible by a grant to the academy from Mead 
Johnson & Company, will be granted as of July 1, 
1957. The deadline for receipt of applications will be 
March 1. 

Requirements for the awards are (1) a letter from 
the chief of service indicating that the proposed indi¬ 
vidual has completed, or will have completed by July 
1, 1957, one year of pediatric training credited by the 
American Board of Pediatrics, that the resident has 
performed his work ably, and that there is real need 
for financial assistance; (2) a letter from the resident 
requesting the fellowship, stating that he intends to 
enter pediatric private practice at the conclusion of 
his second year of training. Consideration will be 
given to geographical spread of appointments, so that 
all sections of the country will be represented, and 
preference will be exhibited for well-qualified but 
smaller training centers, which perhaps have fewer 
resources for assistant residents in training than do 
some of the larger centers. Research interests and 
accomplishments and desire to enter academic pedi¬ 
atrics are not criteria for the awards. Those interested 
in applying may correspond with the American Acad¬ 
emy of Pediatrics, 1801 Hinman Ave., Evanston, Ill. 

FOREIGN 

Meeting of Anesthesiologists.—The next joint meeting 
of the Austrian, German, and Swiss societies of anes¬ 
thesiologists will be held in Vienna, June 13-15. The 
main topic will be “Postoperative Treatment.” Appli¬ 
cations should be sent to Dr. K. Steinbereithner, I. 
Chirurgische Univseritats-Klinik, Wien IX, Alser- 
strasse 4, before Jan. 15 and applications for papers, 
to the same address, not later than Feb. 28. 

CORRECTION 

Aid in Calculation of Diets.—On page 1234 of The 
Journal, Nov. 24, 1956, the nomogram, which was 
reduced from the original size to column width, no- 
longer gives values in agreement with the formi 1 
on which it was based. The author of the article, 
Ralph J. Slonim Jr., now, points out that the . ■ 
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of the nomogram requires a certain fixed relation 
between the length of the lines and their relative dis¬ 
tance. It can, therefore, be reduced in size only if the 
reduction is done to scale. The following figure is a 
correct print of the nomogram when scaled to column 
width. 
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Nomogram for calculation of weight-changing diets. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 1S-20. Sec., Dr. 

D. G. Gill, State Office Bldg-, Montgomery 4. 

Arizona: 0 Examination. Phoenix, Jan. 16-18. Reciprocity. 
Phoenix, Jan. 19. Exec. Sec., Mr. Robert Carpenter, 826 
Security Bldg., Phoenix. 

Arkansas: 0 Examination. Little Rock, June. Sec., Dr. Joe Ver- 
ser, Harrisburg. 

Connecticut: 0 Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
Delaware: Examination. Dover, Jan. 8-10. Reciprocity. Dover, 
Jan. 17. Sec., Dr. Joseph S. McDaniel, 225 So. State St., 
Dover. 

District of Columbia: 0 Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

Georgia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 
Idaho: Examination and Reciprocity. Boise, Jan. 7-9. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Illinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 

of Regis,, Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 
Maine: Examination and Reciprocity. Portland, March 12-14. 

Sec., Dr. Adam P. Leighton, 192 State St., Portland. 
Massachusetts: Examination. Boston, Jan. 15-18. Sec., Dr. 

Bobert C. Cochrane, State Office Bldg., Boston. 

Michigan: 0 Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Mich¬ 
igan Ave., Lansing 8. 

Minnesota:” Examination. Minneapolis, Jan. 22-24. Reciprocity. 
St. Paul, Feb. 12-13. Sec., Dr. F. H. Magney, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June. Asst. Sec., Dr. R. N. 
Whitfield, Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

Nebraska; 0 Examination. Omaha, June 17-19. Director, Mr. 
Hosted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 


Nevada:” Examination and Reciprocity. Reno, Jan. 8. Sec., 
Dr. G. H. Ross, 112 North Curry St., Carson City. 

New Hampshire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat¬ 
rick H. Corrigan, 28 West State St., Trenton. 

New York: Examination. Albany, Buffalo, New York and Syra¬ 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 
Albany. 

North Carolina: Reciprocity. Charlotte, Jan. 14. Asst. Sec., 
Mrs. Louise J. McNeill, 716 Professional Bldg., Raleigh. 

Oklahoma: 0 Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 

Oregon: 0 Reciprocity. Portland, Jan. 4-5. Examination. Port¬ 
land, Jan. 7-8. Exec, Sec., Mr. Howard I. Bobbitt, 609 Failing 
Bldg., Portland 4. 

Pennsylvania: Examination. Philadelphia, Jan. 7-10. Act, Sec., 
Mrs. Marguerite G. Steiner, Box 911, Harrisburg. 

South Dakota:” Examination. Sioux Falls, Jan. 21-22. Ex. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

Utah: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1, 

Vermont: Examination and Reciprocity. Burlington, Jan. 30, 
Feb. 1. Sec., Dr. F. J. Lawliss, Riehford. 

Washington: 0 Examination and Reciprocity. Seattle, Jan. 14-16 
and Jan. 12. Sec., Mr. Edward C. Dohm, Olympia. 

West Virginia: Examination. Charleston, Jan. 7-9. Sec., Dr. 
Newman H. Dyer, State Office Building No. 3, Charleston 5. 

Wisconsin:” Reciprocity. Jan. 9. Examination. Madison, Jan. 
8-10. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 4. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

Alaska:” On application in Anchorage, Fairbanks, Juneau and 
other towns. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provenclier, Agana. 

Hawaii: Examination. Honolulu, Jan. 14-15. Sec., Dr. I. L. Til- 
den, 1020 Kapiolani St., Honolulu. 

Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. Jo¬ 
seph Mercado Cruz, Box 9156, Snnturcc. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 

District of Columbia: Reciprocity. Washington, March 11. 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 

Florida: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

Iowa: Examination. Des Moines, Jan. 8. Sec., Dr. Ben H. Peter¬ 
son, Coe College, Cedar Rapids. 

Michican: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., 
Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 8-9. Sec., Dr. Ray¬ 
mond N. Bieter, 105 Millard Hall, University of Minnesota, 
Minneapolis. 

Nebraska: Examination. Omaha, Jan. 8-9. Director, Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

Nevada: Examination. Reno, Jan. 8. Sec., Dr. Donald G. Cooney, 
Box 9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, Jan. 20. Reciprocity. 
Santa Fe, Jan. 6. Sec., Mrs. Marguerite Cantrell, Box 1522, 
Santa Fe. 

Oklahoma: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Washington: Examination. Seattle, Jan, 9-10. Sec., Mr. Edward 
C. Dohm, Olympia. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

Alaska: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
See., Dr. C. Earl Albrecht, Box 1931, Juneau. 

"Basic Science Certificate required. 
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DEATHS 


McAskill, James Ernest ® Watertown, N. Y.; born in 
Highgate, Ontario, Canada, Jan. 31, 1888; M.B., 
Queen’s University Faculty of Medicine, Kingston, 
Ontario, Canada, 1914, and M.D, in 1921; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology 
and Otolaryngology and the American Laryngological, 
llhinological and Otological Society; fellow of the 
American College of Surgeons; veteran of World War 
I, and was decorated with the British Military Cross 
by King George V; past-president, vice-president, and 
treasurer of the Jefferson County Medical Society; 
past-president and secretary of the Fifth District 
Branch of the Medical Society of the State of New 
York; at one time vice-president of the Medical So¬ 
ciety of the State of New York; honorary member of 
the medical staff, past-president of the medical staff, 
and formerly chief of the eye, nose, and throat depart¬ 
ment of the Mercy Hospital; honorary member of the 
medical staff and served as chief of the eye, nose, and 
throat department of the House of the Good Samari¬ 
tan; past-president of the Queen’s University Alumni 
Association and at the time of his death a member of 
the university’s board of trustees; died Oct. 6, aged 
68, of coronary occlusion. 

Bellinger, Grover C., Salem, Ore.; born in 1884; Willa¬ 
mette University Medical Department, Salem, 1909; 
also a graduate in pharmacy; an associate member of 
the American Medical Association; member and past- 
president of the American Trudeau Society; member 
and at one time vice-president of the American Col¬ 
lege of Chest Physicians, Oregon State Medical Soci¬ 
ety, and the National Tuberculosis Association; during 
World War I served as a chest specialist on the local 
medical advisory board for the draft and in World 
War II served as advisor in tuberculosis for the state 
medical officers in selective service; since 1946 area 
consultant for the Veterans Administration; superin¬ 
tendent of the Oregon State Tuberculosis Hospital 
from 1913 until his retirement in 1954; died in the 
Salem General Hospital Oct. 24, aged 72, of chronic 
lymphocytic leukemia. 

Sears, Charles Edwin ® Portland, Ore.; born in Rock 
Island, Ill., Sept. 20, 1878; College of Physicians and 
Surgeons of Chicago, School of Medicine of the Uni¬ 
versity of Illinois, Chicago, 1901; clinical professor of 
internal medicine at the University of Oregon Med¬ 
ical School; specialist certified by the American Board 
of Internal Medicine; fellow of the American College 
of Physicians; past-president and councilor of the 
Oregon State Medical Society; served on the board of 
censors, council, and many committees of the Mult¬ 
nomah County Medical Society; in 1953 appointed by 
the late Governor Paul Patterson as Oregon repre¬ 
sentative at the world medical conference in Rich¬ 
mond, Va.; veteran of World War I; on the staffs of 
St. Vincent’s Hospital and the Good Samaritan Hos¬ 
pital, where he died Oct. 4, aged 78, of cancer. 

® Indicates Member of the American Medical Association. 


Hill, James A,, Alpine, Texas; born in Goliad, Texas, 
May 14, 1872; Medical Department of Tulane Uni¬ 
versity of Louisiana, New Orleans, 1900; clinical pro¬ 
fessor of surgery emeritus at the Baylor University 
College of Medicine in Houston; member of the Amer¬ 
ican Goiter Association; fellow of the Southwestern 
Surgical Congress, International College of Surgeons, 
and the American College of Surgeons, of which he 
was a past-governor; past-president of the Harris 
County Medical Society; veteran of World War I; at 
various times served as chief of surgery at the Me¬ 
morial Hospital and Jefferson Davis Hospital and as 
visiting surgeon at St. Joseph’s, Hermann, and St. 
Luke’s Episcopal hospitals, all in Houston; member 
of the board of directors of the First City National 
Bank; died in the Alpine Hospital Oct. 16, aged 84, of 
carcinoma of the liver and colon. 

Cornell, Van Alstyne Hartwell, New York City; born 
in Trenton, N. J., Dec. 31, 1876; New York Homeo¬ 
pathic Medical College and Hospital, New York City, 
1900; specialist certified by the American Board of 
Dermatology and Syphilology; an associate member 
of the American Medical Association; member of the 
American Academy of Dermatology and Syphilology; 
emeritus professor of dermatology at his alma mater, 
now known as the New York Medical College, Flower 
and Fifth Avenue Hospitals; served on the staffs of the 
William McKinley Memorial Hospital in Trenton, 
N. J., Metropolitan Hospital, the Department of Cor¬ 
rection Hospitals, and the University Hospital; died 
Oct. 24, aged 79, of bronchopneumonia. 

Fisher, Arthur Oscar ® St. Louis; bom in Baraboo, 
Wis., in 1884; Johns Hopkins University School of 
Medicine, Baltimore, 1909; since 1951 assistant pro¬ 
fessor emeritus of clinical surgery at Washington Uni¬ 
versity School of Medicine, where he joined the 
faculty as an assistant in surgery in 1911, subsequently 
becoming an instructor, an associate professor, and an 
assistant professor of clinical surgery; member of the 
founders’ group of the American Board of Surgery; 
member of the Western Surgical Association; fellow 
of the American College of Surgeons; on the staffs of 
the Shriners Hospital for Crippled Children, St. Luke’s 
Hospital, St. Louis Children’s Hospital, and the Barnes 
Hospital, where be died Oct. 23, aged 72, of hepatitis. 
Bondurnnt, Charles Palmer ® Oklahoma City, Olda.; 
born in Miami, Mo., July 17, 1897; University of Okla¬ 
homa School of Medicine, Oklahoma City, 1924; 
specialist certified by the American Board of Derma¬ 
tology and Syphilology; member of the American 
Academy of Dermatology and Syphilology; fellow of 
the American College of Physicians; professor of 
dermatology and syphilology at his alma mater; chair¬ 
man of the state department of public welfare; presi¬ 
dent of the American Public. Welfare Association; on 
the staffs of the Federal Reformatory Hospital in El 
Reno, St. Anthony Hospital, University Hospitals, and 
the Wesley Hospital; died Oct. 23, aged 58. 
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Britt, Robert Emmet ® St. Louis; born in Omaha, 
March 9, 1904; Creighton University School of Medi¬ 
cine, Omaha, 1929; associate professor of clinical neu¬ 
rology and psychiatry at St. Louis University School of 
Medicine; specialist certified by the American Board 
of Psychiatry and Neurology; member of the American 
Psychiatric Association and the Central Neuropsychi¬ 
atric Association; fellow of the American College of 
Physicians; past-president of the Missouri Society for 
Neurology and Psychiatry; on the staffs of the St. 
Mary’s, Alexian Brothers, Firmin Desloge, St. Vin¬ 
cent’s, and Missouri Baptist hospitals; died Oct. 28, 
aged 52, of coronary thrombosis. 

Barbour, Orville Everett ® Peoria, Ill.; St. Louis Uni¬ 
versity School of Medicine, St. Louis, 1919; specialist 
certified by the American Board of Pediatrics; member 
of the American Academy of Pediatrics; fellow of the 
American College of Physicians; past-president of the 
Peoria City Medical Society and the pediatric section 
of the Pan-American Medical Association; served as 
vice-president of the Peoria County Medical Society; 
past-president of the medical staff of Methodist Hos¬ 
pital of Central Illinois; died Oct. 12, aged 63, of heart 
disease. 

Dick, Andrew Achatius ® Alhambra, Calif.; Magyar 
Kiralyi Pazmany Petrus Tudomanyegyetem Orvosi 
Fakultasa, Budapest, 1926; specialist certified by the 
American Board of Surgery; fellow of the American 
College of Surgeons and the International College of 
Surgeons; at one time practiced in Chicago, where he 
was on the faculty of Loyola University School of 
Medicine, and on the staffs of St. Joseph Hospital and 
Illinois Masonic Hospital; veteran of World War II; 
died Nov. 2, aged 54, of coronary occlusion. 

Gaillard, Milton Tacitus ® Baldwin, N. Y.; McGill 
University Faculty of Medicine, Montreal, Canada, 
1932; specialist certified by the American Board of 
Ophthalmology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; on the staffs of the 
South Nassau Communities Hospital in Oceanside, 
Mercy Hospital in Rockville Centre, Nassau Hospital 
in Mineola, and the Meadowbrook Hospital in Hemp¬ 
stead; died Oct. 9, aged 52, of cerebral hemorrhage. 

Hersloff, Nils Bror ® West Coxsackie, N. Y.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1930; member of the American Psychiatric 
Association; served on the faculty of his alma mater; 
formerly associated with the Veterans Administration 
Hospital in Canandaigua and the Veterans Adminis¬ 
tration in New York City; at one time director of the 
mental hygiene department at the Rip Van Winkle 
Clinic in Hudson; veteran of World War II; died Oct. 
25, aged 55. 

Warren, Charles William ® Rochester, N. Y.; Syracuse 
University College of Medicine, Syracuse, 1924; certi¬ 
fied by the National Board of Medical Examiners; 
specialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy¬ 
sicians; member of the American Academy of Allergy; 


served on the faculty of the University of Rochester 
School of Medicine and Dentistry; on the staffs of the 
Strong Memorial-Rochester Municipal Hospitals and 
the Genesee Hospital; died Nov. 4, aged 56. 

Allen, Luther Martin, Springfield, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1893; served as surgeon for the Baltimore and Ohio 
Railroad; died Oct. 22, aged 87, of arteriosclerosis. 

Baumoel, Siegfried. ® Cleveland; Western Reserve 
University Medical Department, Cleveland, 1908; 
specialist certified by the American Board of Psychia¬ 
try and Neurology; on the staff of the Mount Sinai 
Hospital; died Oct. 17, aged 72, of acute coronary 
disease. 

Baumrucker, Otto, Cicero, Ill.; Dearborn Medical Col¬ 
lege, Chicago, 1905; also a dentist; died Nov. 3, aged 
SO, of coronary thrombosis. 

Becker, Leo Vitus ® Paterson, N. J.; Baltimore Medi¬ 
cal College, Baltimore, 1906; fellow of the American 
College of Surgeons; past-president of the state board 
of medical examiners; served as Passaic County free¬ 
holder, as member of the fire and police commission 
and the city board of library trustees; associated many 
years with St. Joseph Hospital; served on the staff of 
the Passaic County Welfare Home (Hope Dell); died 
in St. Joseph Hospital Oct. 23, aged 78. 

Benner, Wallace Jacob, Lakewood, Ohio; University 
of Wooster Medical Department, Cleveland, 1903; 
member of the Cleveland Academy of Medicine; for 
many years health commissioner of Lakewood; served 
as president of the Lakewood Chamber of Commerce 
and the Lakewood Kiwanis Club; on the consulting 
staff of the Lakewood Hospital, which he helped found 
and where he died Oct. 16, aged 77, of arteriosclerosis. 

Beverley, George William Bertram ® Topeka, Kan.; 
M.R.C.S., England, L.R.C.P., of London, 1897; Uni¬ 
versity Medical College of Kansas City, Mo., 1903; 
veteran of World War I; died Sept. 24, aged 84, of 
acute coronary occlusion. 

Bick, John Moersdorf ® Barrington, Ill.; Northwestern 
University Medical School, Chicago, 1S97; died Nov. 
2, aged S9. 

Bird, Charles Whiting, Columbus, Ohio; Ohio Medi¬ 
cal University, Columbus, 1900; practiced in Conti¬ 
nental, where he served as a member of the county 
board of health and president of the board of educa¬ 
tion; died Oct. 19, aged 84. 

Bowers, Walter Garfield, Reading, Pa.;'. Medico-Chi- 
rurgical College of Philadelphia, 1904; member of the 
American Psychiatric Association; specialist certified 
by the American Board of Psychiatry and Neurology; 
for many years superintendent of the Schuylkill Coun¬ 
ty Hospital for Mental Diseases in Schuylkill Haven; 
served as superintendent of the Pennhurst State School 
in Spring City; died Oct. 22, aged 77. 

Busby, Elias Dempson, Goodsprings, Ala.; Birming¬ 
ham Medical College, Birmingham, 1910; died Oct. 
19, aged 91, of cirrhosis of the liver and bronchiectasis. 
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Carlson, Richard Gnstaf ® Beecher, Ill.; Chicago Med¬ 
ical School, Chicago, 1948; on the staff of the Hazel 
Crest (Ill.) General Hospital; died Nov. 9, aged 33, of 
injuries received in an automobile accident, 

Coffman, John S., Muncie, Ind.; Eclectic Medical In¬ 
stitute, Cincinnati, 1892; died in Moosehaven, Fla., 
Oct. 22, aged 93. 

Collins, William Francis ® New Haven, Conn.; Yale 
University School of Medicine, New Haven, 1904; 
veteran of World War I; a founder of the Hospital of 
St. Raphael, where he was past-president of the hoard 
and where he died Nov. 5, aged 74. 

Combs, James Mobley ® Atlanta, Ga.; University of 
Georgia School of Medicine, Augusta, 1942; member 
of the American Academy of General Practice and the 
Industrial Medical Association; veteran of World War 
II; died Oct. 15, aged 41. 

Cowan, William Riley, Jay, Okla.; (licensed in Okla¬ 
homa under the Act of 1908), died Oct. 26, aged 88. 

Cox, C. C., Carthage, Ark.; Memphis Hospital Medi¬ 
cal College, Memphis, Tcnn., 1906; died in the Arkan¬ 
sas Baptist Hospital, Little Rock, Oct. 21, aged 72, 
of myocardial infarction and uremia. 

Darrow, Frank Irons, Fargo, N. D.; Johns Hopkins 
University School of Medicine, Baltimore, 1916; mem¬ 
ber, past-president, and vice-president of the North 
Dakota State Medical Association; veteran of World 
War I; state athletic commissioner; on the staff of St. 
John’s Hospital; died Oct. 27, aged 64, of coronary 
sclerosis. 

Ewer, Elsie Emmerich, New York City; New York- 
Medical College and Hospital for Women, Homeo¬ 
pathic, New York City, 1910; died in the Mount Ver¬ 
non (N. Y.) Hospital July 12, aged 70, of myocardial 
infarct. 

Fortinberry, Andrew Jackson, St. Gabriel, La.; Mem¬ 
phis Hospital Medical College, Memphis, Tenn., 
1904; member of the Louisiana State Medical Society; 
died Oct. 1, aged 77, of a heart attack. 

Geyer, Harry Maurice, Jr. ® Major, U. S. Army, retired, 
Bakersfield, Calif.; University of Pittsburgh School of 
Medicine, Pittsburgh, 1939; veteran of World War II; 
retired from the U. S. Army July 31, 1949; on the 
staffs of the Kern General and Bakersfield hospitals and 
the Mercy Hospital, where he died Oct. 17, aged 41, 
of massive gastrointestinal hemorrhage. 

Glasco, Loren Agncw, Springfield, Mo.; St. Louis Col¬ 
lege of Physicians and Surgeons, St. Louis, 1910; 
member of the Missouri State Medical Association; 
died in St. John's Hospital Aug. 28, aged 70, of cere¬ 
bral thrombosis. 

Glass, Jacob Cressy, Greensburg, Ind.; University of 
Louisville Medical Department, Louisville, Ky., 1907; 
for two terms county coroner; died in the Decatur 
County Memorial Hospital Aug. 19, aged 82, of pneu¬ 
monia. 

Hampson, J. K., Nodena, Ark.; Memphis Hospital 
Medical College, Memphis, Tenn., 1898; founder of 
the Museum of Archaeology; died in Osceola Oct. 8, 
aged 79. 


Hanson, William Christian ® Racine, Wis.; Milwaukee 
Medical College, Milwaukee, 1897; served overseas 
during World War I; died Oct. 23, aged 84. 

Hatfield, Ben Franklin ® Indianapolis; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1916; on the 
staff of St. Vincent’s Hospital, where he died Oct. 15, 
aged 68. 

Hayes, Albert Howard, Fairmont, N. C.; Emory Uni¬ 
versity School of Medicine, Emory University, Ga., 
1917; served as mayor; died in the Robeson County 
Memorial Hospital, Lumberton, Oct. 18, aged 66, of 
coronary occlusion. 

Haynes, James W. Dorsey ® Mathews, Va.; University 
of Maryland School of Medicine, Baltimore, 1889; 
Baltimore Medical College, Baltimore, 1891; died 
Oct. 23, aged 88, of aplastic anemia. 

Holloway, Joseph Clark ® Durham, N. C.; Tulane 
University of Louisiana School of Medicine, New Or¬ 
leans 1927; member of the American Academy of 
General Practice; on the staff of the Watts Hospital, 
where he died Oct. 24, aged 56, of carcinoma of the 
liver, portal cirrhosis of the liver, and hemorrhagic 
gastritis. 

Holzer, Charles Elmer ® Gallipolis, Ohio; Starling- 
Ohio Medical College, Columbus, 1909; fellow of the 
American College of Surgeons; served on the staff of 
the Holzer Hospital, where he died Nov. 1, aged 69, 
of generalized arteriosclerosis and cerebral throm¬ 
bosis. 

Hunt, Walter Jackson, Warren, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1911; mem¬ 
ber of the American Academy of General Practice; on 
the staff of the Bradley County Memorial Hospital; 
died Oct. 21, aged 69, of coronary occlusion. 

Hughes, Ray Whitbeck ® Lake Worth, Fla.; Detroit 
College of Medicine and Surgery, Detroit, 1916; spe¬ 
cialist certified by the American Board of Otolaryn¬ 
gology; member of the American Academy of Oph¬ 
thalmology and Otolaryngology; formerly practiced 
in Detroit, where he was on the staffs of the Florence 
Crittenton Hospital and the Grace Hospital; died in 
Palm Beach, Aug. 28, aged 66. 

Jones, Edwin Murray, Fellsmere, Fla.; Baltimore 
Medical College, Baltimore, 1910; died in the Indian 
River Memorial Hospital, Vero Beach, Aug. 13, aged 
70, of gastrointestinal hemorrhage and arteriosclerotic 
cardiovascular disease. 

Kelley, James Aleck ® Georgetown, S. C.; Medical 
College of the State of South Carolina, Charleston, 
1943; interned at the Kelley Memorial Hospital in 
Kingstree; veteran of World War II; on the staffs of 
the Johnson Memorial Hospital in Hemingway, Berke¬ 
ley County Hospital in Moncks Corner, Georgetown 
County Memorial Hospital in Georgetown, and the 
Whitehead Infirmary at Lake City; died in Charleston 
Oct. 5, aged 37, of cardiovascular renal disease. 

Kramer, Hilde Cecile, West Brentwood, N. Y.; Medi- 
zinische Fakultat der Universitat, Vienna, 1932; super¬ 
vising psychiatrist at the Pilgrim State Hospital; died 
Oct. 4, aged 68. 
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Kroehler, Robert Andrew ® Rosedale, N. Y.; University 
of Nebraska College of Medicine, Omaha, 1925; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War II; died Sept. 27, aged 55, of 
coronary thrombosis. 

McCarver, James William, Los Angeles; University of 
Texas School of Medicine, Galveston, 1898; died in 
the Glendale (Calif.) Sanitarium and Hospital Oct. 17, 
aged 86, of arteriosclerotic heart disease. 

McPheeters, James Douglas Laurance ® Chattanooga, 
Tenn.; Columbia University College of Physicians 
and Surgeons, New York City, 1912; veteran of World 
War I; past-president of the Chattanooga and Hamil¬ 
ton County Medical Society; medical consultant for 
the Veterans Administration; on the staffs of the T. C. 
Thompson Children’s Hospital and the Baroness 
Erlanger Hospital, where he died Oct. 3, aged 68, of 
coronary sclerosis. 

Mehler, Leopold, New York City; Medizinische 
Fakultat der Universitat, Vienna, 1926; a member of 
the Medical Society of the State of New York; spe¬ 
cialist certified by the American Board of Otolaryn¬ 
gology; served on the faculty of Cornell University 
Medical College; on the staffs of the New York Hos¬ 
pital and the Harlem Eye and Ear Hospital; died 
Sept. 5, aged 55, of heart disease. 

Meier, Siegfried ® Glen Cove, N. Y.; Hessische Lud- 
wigs-Universitiit Medizinische Fakultat, Giessen, 
Hesse, Germany, 1920; police surgeon; on the staffs of 
the Roslyn Park Hospital in Roslyn Heights and the 
North Country Community Hospital, where he died 
Oct. 10, aged 64, of coronary disease. 

Merz, Henry G., Lapeer, Mich.; Chicago Homeopathic 
Medical College, Chicago, 1892; formerly practiced 
in Detroit, where he was on the staff of the Evan¬ 
gelical Deaconess Hospital; served as county coroner; 
died in the Lapeer County General Hospital Sept. 22, 
aged 86, of congestive heart failure. 

Messing, Max, Brooklyn, N. Y.; Medico-Chirurgical 
College of Philadelphia, 1909; member of the Medical 
Society of the State of New York; died in the Maimon- 
ides Hospital Sept. 10, aged 73. 

Murray, Edward Washington, Norfolk, Va.; Meharry 
Medical College, Nashville, Tenn., 1904; died July 
26, aged 77. 

Pagan, Albert Ehvood, Front Royal, Va.; George 
Washington University School of Medicine, Wash¬ 
ington, D. C., 1912; veteran of World War II; fellow 
of the American College of Surgeons; died July 31, 
aged 69, of heart disease. 

Rider, Evelyn Amanda, Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 1919; 
served as a medical missionary in India for many 
years; died in St. Joseph’s Hospital Aug. 18, aged 74, 
of carcinoma. 

Schultz, Frank J., Milwaukee; Milwaukee Medical 
College, Milwaukee, 1907; served as county coroner; 
died in St. Francis Hospital Oct. 7, aged 73, of cor¬ 
onary occlusion. 


Shapira, Albert Abraham, Fort Lauderdale, Fla.; 
Harvard Medical School, Boston, 1913; fellow of the 
American College of Surgeons; veteran of World War 
I; died in the Holy Cross Hospital Aug. 25, aged 69, 
of acute myocardial infarction. 

Sullivan, Arthur Bernard ® New York City; Fordham 
University School of Medicine, New York City, 1917; 
fellow of the American College of Surgeons; director 
of surgery at the Fordham Hospital; attending sur¬ 
geon, trustee, and president of the medical board of 
Union Hospital, where he died Oct. 22, aged 61, of 
hypertension and arteriosclerotic heart disease. 

Tucker, Arthur Ottis, Seattle; National University of 
Arts and Sciences Medical Department, St. Louis, 
1915; veteran of World War I; died Oct. 12, aged 69. 

Van Renken Stam, Hendrik, New York City; Vander¬ 
bilt University School of Medicine, Nashville, Tenn., 
1909; an associate member of the American Medical 
Association; veteran of World War I; died Sept. 13, 
aged 73, of hypertensive cardiovasculai disease. 

Venn, Walter Thomas, Aurora, Ill.; College of Phy¬ 
sicians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, Chicago, 1902; died in 
St. Joseph Mercy Hospital Nov. 10, aged 78. 

Viatkin, Vladimir Jacob, New York City; University 
of Kazan Faculty of Medicine, Russia, 1913; died 
Sept. 15, aged 68, of coronary thrombosis. 

Verovitz, Carrol Harris ® Cleveland; University of 
Wooster Medical Department, Cleveland, 1913; vet¬ 
eran of World War I; on the staff of the Woman’s 
Hospital; died in the Benjamin Rose Hospital Sept. 9, 
aged 65, of cerebral vascular accident. 

Watson, Derrill Douglas, Los Angeles; University of 
Southern California School of Medicine, Los Angeles, 
1951; interned at the Los Angeles County Hospital; 
formerly a resident at the California Babies’ and Chil¬ 
dren’s Hospital; resident at the Veterans Administra¬ 
tion Center; physician for the city schools; died in the 
Hospital of the Good Samaritan Oct. 9, aged 30, of 
bilateral lobar pneumonia. 

Webb, Jack Graham ® Lexington, Ky.; Medical Col¬ 
lege of Virginia, Richmond, 1940; member of the 
Southeastern Surgical Congress; veteran of World 
War II; specialist certified by the American Board of 
Surgery; on the staffs of the St. Joseph Hospital and 
the Good Samaritan Hospital, where he died Oct. 7, 
aged 40, of acute hemorrhagic pancreatitis. 

Welt, Martin Berfhold ® New York City; Medizinische 
Fakultat der Universitat, Vienna, 1923; died in the 
Caledonian Hospital, Brooklyn, Oct. 5, aged 58, of 
coronary occlusion. 

Williams, Arthur Leroy, Lake Grove, Ore.; Denver 
and Gross College of Medicine, Denver, 1905; died in 
Astoria July 4, aged 79, of arteriosclerotic heart dis¬ 
ease. 

Yaffe, Aaron ® Milwaukee; University , of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
1908; member of the Industrial Medical Association; 
veteran of World War I; on the staff of the Columbia 
Hospital, where he died Oct. 13, aged 70. 
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AUSTRIA 

Pneumoencephalography.—At the meeting of the So¬ 
ciety of Physicians in Vienna on Oct. 26, H. Holub 
stated that the possibilities of applying cisternography 
have been limited because of the risks associated with 
forcing air into the cisterna basalis in patients with 
increased intracranial pressure. The introduction of 
high pressure encephalography with fractionation 
eliminates the danger of incarcerating the medulla 
oblongata and makes a systematic examination pos¬ 
sible, if properly done. Further information may be 
obtained in some patients by a combination with 
arteriography. Pain following encephalography de¬ 
pends on the quantity of air introduced and on the 
technique of insufflation. The pain should not be 
severe if the replacement of spinal fluid by air is 
carried out slowly, marked variations in pressure are 
avoided, and not too large quantities of air are used. 

Cardiac Extracts.—At the same meeting Siedek and 
Hammer) described the influence of parenterally ad¬ 
ministered protein-free extracts from total animal 
heart, such as Recosen, in reducing the scrum choles¬ 
terol level. In one patient with idiopathic hyper¬ 
cholesteremia associated with angina pectoris the 
cholesterol level dropped from 4S0 to 250 mg. per 
100 cc. within two weeks and the attacks subsided. 
The cholesterol level rose and the pains returned 
after the treatment was discontinued. When fat and 
Recosen were given simultaneously, there was less 
increase in fat metabolism than when fat was given 
alone. 

Plastic Transfusion Apparatus.—At the same meeting 
H. Doller stated that plastic apparatus for blood 
transfusions and other intravenous infusions has the 
advantage over the old rubber tube system that it 
is easy to use, is transparent, and is free from viruses 
and pyrogens. In a series of 3,170 transfusions with 
the use of the plastic apparatus the incidence of 
transfusion reactions fell from 3.8% to 0.7%. 

Malignant Tumors.—At the meeting of the Austrian 
Medical Society in Vienna in September, Seelich 
stated that cancers might possibly be caused by 
chemicals or viruses. Carcinogenic chemicals damage 
the cell, and the damage produced may be transmitted 
to the daughter cells. It cannot yet be proved that 
malignant tumors are caused by viruses. The occur¬ 
rence of a latent period between contact with a car¬ 
cinogen and the production of a tumor is explained 
by a gradual damage to the various enzyme systems. 
Although the loss of enzyme systems can be sero¬ 
logically detected, the presence of antibodies specific 
for tumors cannot be proved. An attempt might be 
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made to test in vitro the sensitiveness of the various 
tumors to chemotherapeutics, for which the appara¬ 
tus for the regulation of the enzyme systems must 
form the point of attack. 

Adrenal Cortical Hormones.—At the same meeting 
Rissel gave as indications for use of the therapeutic 
hormones of the adrenal cortex such conditions as 
adrenal cortical hypofunction; epidemic cerebrospinal 
meningitis (Friedrichson’s syndrome); polyarthritis and 
other forms of arthritis; allergic diseases; relative 
adrenal insufficiency in acute infectious diseases; hypo- 
chloremia caused by severe vomiting; tuberculous 
meningitis, miliary tuberculosis, and tuberculous 
pleuritis; various liver diseases; sarcoidosis (Boeck’s 
sarcoid); postvaccinal encephalitis; leukopenia and 
thrombopenia; leukemia; and various eye diseases. 
As contraindications he listed such conditions as 
peptic ulcer, diabetes, acute cardiac lesions, and psy¬ 
choses. When therapy is discontinued, corticotropin 
should be given for several days. 

Therapy by Prolonged Sleep.—At the same meeting 
Harrer of Salzburg opposed the use of barbiturates 
to induce sleep because of their toxic effects. A sleep 
that more closely simulates natural sleep and that 
can be better regulated is obtained with reserpine 
and the derivatives of phenothiazine. Indications for 
use of this therapy include such conditions as psychi¬ 
atric diseases, bronchial asthma and other allergic 
conditions, thyrotoxicosis, scleroderma, and circula¬ 
tory decompensation; contraindications include a 
tendency to bleeding and all those diseases in which 
slowing of metabolism must lead to further damage. 


FINLAND 

The Use of Scrum as an Antigen.—Dr. B. Landtman 
in Annalcs Paecliatriae Fcnniae (vol. 2, part 2, 1956) 
reports the use of serum as an antigen in skin tests 
in 34 children with rheumatic fever and in 166 control 
subjects. A transient cutaneous reaction appeared in 
a number of cases. The result of the test was usually 
negative in control children tested with serum from 
either control or rheumatic subjects. Likewise, most 
of the children with rheumatic fever did not react 
to serum from control subjects, but a cutaneous re¬ 
action appeared in most children with rheumatic fever 
tested with serum from rheumatic subjects. This 
suggests that serum from rheumatic patients contains 
a substance or substances that may be specific for 
the disease. 

Hypercalcemia and Vitamin D.—In the same issue 
Dr. L. Hjelt and co-workers report postmortem find¬ 
ings in two fatal cases of chronic hypercalcemia. One 
of the children had received 13 intramuscular injec- 
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tions of 500,000 I. U. of calciferol over a period of 
little more than two years, and the other child had 
received 4 injections over a period of 14 months. Both 
children showed calcifications in the blood vessels, 
particularly in the media. In the first patient most 
of the renal glomeruli were destroyed. In both, the 
tubuli were filled with calcium and hyaline, with 
calcification in the basal membrane of the epithelium. 
The first patient, whose healthy twin brother had 
received almost the same amount of vitamin D, had 
a dilated kidney pelvis and a dilated collateral ureter. 
The glomeruli of the second patient were structurally 
infantile. Metastatic calcifications were seen in the 
gastric mucosa, lungs, and heart in both patients. 
In the second patient the heart valves were thick, 
stiff, and calcified. This accounted for the long blow¬ 
ing systolic murmur heard before death. The osseous 
findings suggested osteosclerosis. Both children had 
normal parathyroid glands. In both, the findings 
agreed best with features found in D-hypervita- 
minosis, and there were also resemblances to the 
severe form of so-called idiopathic hypercalcemia. 

Recommended Routine Diagnostic Studies.—Dr. Klaus 
Jarvinen (Duodecim, vol. 72, no. 7-8, 1956) reported 
a study of the diagnostic accuracy of general practi¬ 
tioners in medical cases. The admission diagnosis of 
the patients referred to the First Medical Clinic of 
the University of Helsinki in 1955 was compared 
with the final diagnosis. In view of the extensive 
examination facilities; the prolonged observation of 
the patients, including regular follow-up studies; 
and the results of autopsies (autopsies were performed 
in 56 of the total 74 deaths occurring during the year), 
the hospital diagnosis was taken as correct. In the 
328 patients referred by general practitioners the 
main diagnosis was correct or reasonably close in 
74% of them. Of the wrong diagnoses, 42% were clas¬ 
sified as grave errors. Of the patients referred by 
internists the diagnosis was incorrect in 11%. The 
admission diagnoses of other specialists, however, 
were even more erroneous than those of the general 
practitioners, the figure being 31%. 

All the 154 cases in which the admission diagnosis 
was erroneous were analyzed in an attempt to dis¬ 
cover which routine tests were most likely to disprove 
the admission diagnosis and thus which tests should 
be considered obligatory for the general practitioner 
in every medical case. Designating such a list is 
rendered difficult by the fact that practical and scien¬ 
tific considerations often conflict. 

Although it is difficult to draw up forms for history 
taking suitable for all patients, every patient should 
be asked about previous illnesses, fitness for work, 
gain or loss in weight, appetite, thirst, cough and ex¬ 
pectorations, bowel function, urination, vaginal bleed¬ 
ing and menstruation, venereal diseases, sleep, and 
medicaments used. In addition the physician should 
(1) make a careful examination, (2) take the tempera¬ 
ture, (3) test for pupillary reaction to light, (4) test 
for the patellar reflex, (5) auscult and percuss the 
chest, (6) take the blood pressure, (7) get the sedi¬ 
mentation rate, and (8) test the urine for albumin 
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and sugar. Even this limited routine study scheme 
would have disproved 56 of the 64 gravely erroneous 
diagnoses in this study. 


PORTUGAL 

Luzo-Brazilian Medical Journeys.—A group of Brazil¬ 
ian physicians visited Portugal in May, thereby re¬ 
turning a visit made by Portuguese physicians to 
Brazil in 1952. The meetings were held in Lisbon 
and Coimbra. The Portuguese commission was headed 
by Prof. Diogo Furtado of Lisbon and the Brazilian 
commission was headed by Prof. Arnaldo de Morais 
of Rio de Janeiro. Prof. Aires de Sousa of Portugal 
described the micrangiographic method of study of 
the pulmonary circulation. This technique reveals the 
state of the arterioles, capillaries, and venules. Prof. 
Jacinto Bettencourt reported on the favorable results 
obtained in tire treatment of coronary thrombosis with 
a new drug obtained from the fruits of Ammi visnaga. 
The frequency and intensity of attacks of angina pec¬ 
toris were greatly reduced by the systematic use of 
visnagana, the name given to the glucoside studied. 


UNITED KINGDOM 

Tea-Drinking and Gastritis.—In 155 patients with in¬ 
digestion in whom gastric biopsy was performed, 
Edwards and Edwards (Lancet 2:543, 1956) inves¬ 
tigated the temperature at which tea was drunk and 
correlated these temperatures with the biopsy find¬ 
ings. They found that the mean temperature at which 
tea was drunk by the 78 patients with normal biopsy 
specimens was 128.5 F. For the 32 whose specimens 
showed miscellaneous changes (mainly an apparent 
excess of inflammatory cells in the stroma) it was 
131.4 F. In the 9 with superficial gastritis it was 
130.8 F, and in the 36 with atrophic gastritis it 
was 135.1 F. A somewhat different analytic approach 
revealed that, considering persons under the age of 
50, only 2 of the 13 drinking tea at a temperature 
below 125.5 F showed mucosal abnormalities, but 
of those drinking it at above 137.5 F, 14 of 18 had an 
abnormal mucosa. It is assumed that this association 
is casual and that thermal injuries to the gastric 
mucosa may be common. 

Influenza Virus in Volunteers.—As part of an investi¬ 
gation into methods oFpreparing influenza virus that 
will multiply in man without producing symptoms, 
Issacs and Roden (Lancet 2:697, 1956) inoculated 17 
volunteers intranasally or by throat spray with live 
influenza A virus prepared by one amniotic passage 
and 1, 4, or 10 allantoic passages in chick embryos. 
The inoculum contained between 10 4 and 10 5 ' 6 egg- 
infective doses. No symptoms of respiratory infection 
developed, nor was there any significant increase in 
serum antihemagglutinin or complement-fixing anti¬ 
body. No virus was recovered in garglings collected 
after inoculation. It is concluded that on passage in 
the allantoic cavity of the chick embryo the virus 
rapidly loses its ability to multiply in man. 
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Q. T. Great Britain.—The aims of the newly formed 
national organization known as Q. T. Great Britain 
are as follows: "To rentier assistance, aid and comfort 
to those who have undergone an ileostomy operation; 
to help such persons with problems of employment 
and rehabilitation and other social questions; and 
to promote and coordinate research, collate records, 
and seek to improve the knowledge and understand¬ 
ing of ileostomy problems and the techniques and 
appliances required.” The title is similar to that of 
the comparable organization in the United States. 
Membership is open to all with a permanent ileostomy; 
honorary membership is open to all members of the 
medical profession; and associate membership is open 
to relatives of patients and others. 

Choice of Risks.—A 74-year-old man who charged neg¬ 
ligence sued the Cambridge regional hospital board 
for damages. While he was a private patient under 
treatment for bronchopneumonia, an accident resulted 
in severe burns to his left arm and chest. Later his 
mental and physical health deteriorated and he suf¬ 
fered from delusions. The head nurse said that he was 
not delirious on admission and that his clinical condi¬ 
tion was not bad. He was given a sedative at night and 
between 1 and 2 in the morning appeared to be sleep¬ 
ing well; however, at 2:30 a. m. be was found lying on 
the floor semiconscious, and his left arm and chest had 
sustained burns from an overturned electric space 
heater. The physician in charge said that there was 
no evidence that the patient was delirious and that, 
since he had had a sedative and his clinical condition 
was not serious, it had been reasonable to leave him for 
an hour at a time. The judge said that the hospital 
had a choice of risks: either it could leave the electric 
heater on for the patient’s comfort and safety during 
a cold night or it could switch it off and expose the 
patient to danger from chilling. He thought that the 
hospital staff had taken a reasonable risk in leaving 
the heater on, particularly as the patient had been 
given a sedative. The judge said that he was not 
satisfied that there was negligence and gave judgment 
for the regional hospital board. 

New Poliomyelitis Unit and Virus Laboratory.—A new 
poliomyelitis unit and a new virus laboratory were 
opened at Ruchill Hospital, Glasgow, Scotland, on 
Oct. 26, by Sir Harold Himsworth, who said that 
virus diseases were more likely to be overcome by 
preventive than by curative methods. Preventive work 
in virus diseases is possible only if the causal or¬ 
ganisms can be isolated and studied. In the polio¬ 
myelitis unit, patients are received in five isolation 
cubicles provided with piped oxygen, compressed 
air, and suction. If a cabinet respirator is used, a 
pump is brought to tire corridor and connected to the 
respirator by a hole in the cubicle. There is a unit 
of four beds and four units of two beds for convales¬ 
cent patients. All patients can be kept under observa¬ 
tion by a single nurse. There is a small operating room 
adjacent to the cubicles for tracheotomy and other 
minor operations, and facilities are provided for the 
study of respiratory function. At the convalescent end 
of the ward is a small physiotherapy unit and recrea¬ 


tion room for ambulatory patients. The kitchen is 
divided into a “clean” and a “dirty” compartment. 
Used utensils are returned to the dirty compartment 
for sterilizing. The virus laboratory serves the west 
of Scotland. In the basement noisy equipment and 
an inoculation box for handling infectious material 
are kept. Air exhausted from the box is heat sterilized. 
On the ground floor is a general laboratory for tissue 
cultures. The air cannot be sterilized, but, by con¬ 
trolling the flow of conditioned air, it is hoped that 
there will be no airborne infections and that outside 
dust will be excluded. There is an incubating room 
for tissue cultures, a laboratory for egg inoculations, 
a sterilizing and preparation room, a small biochem¬ 
istry laboratory, and accommodation for secretarial 
work and teaching. An animal house has been con¬ 
structed some distance from the laboratory. This has 
a “clean” wing for animal breeding and an "infected 
wing” for experimental work. 

Nottingham Meningitis.—An epidemic meningitis, af¬ 
fecting primarily children and young adults, has 
been observed in the Nottingham area in the past 
six or seven months. There have been 200 hospital 
admissions for this condition, but it is difficult to 
assess the full incidence, as some eases are mild and 
abortive. The onset is sometimes insidious, with 
nausea and headache as presenting symptoms. The 
headache becomes severe, nausea progresses to vom¬ 
iting, and soon signs of meningeal involvement ap¬ 
pear. A rash, resembling that of rubella, is sometimes 
present at tin's stage. The temperature is elevated for 
several days, the lymph glands are often enlarged, 
and prostration may be profound. Without lumbar 
puncture, differential diagnosis is difficult. There is 
no specific treatment. The laboratory finding in typi¬ 
cal cases is a turbid spinal fluid containing up to 2,000 
cells per cubic millimeter, up to 50% of which are 
polymorphonuclear leukocytes. The total protein con¬ 
tent is only slightly raised; sugar and chloride levels 
are normal; and cultures are sterile. 

New Light on Kwashiorkor.—Kwashiorkor is a major 
public health problem in underdeveloped parts of the 
world, particularly Africa. It is generally attributed 
to protein deficiency in the diet. Hansen and co-work¬ 
ers (Lancet 2:911, 1956) report the effects of feeding 
synthetic amino acids to children with the disease. 
This is a logical extension of their work, which showed 
that vitamin-free casein, water, glucose, and a salt 
mixture could initiate a cure. The criterion of initia¬ 
tion of cure was improvement in the clinical condi¬ 
tion within 10 to 21 days after beginning of the 
treatment. Checks were made of the serum proteins 
and nitrogen balance. The results showed that syn¬ 
thetic amino acids, water, minerals, and glucose can 
also initiate a cure. Vitamins are not necessary, al¬ 
though they help and response is better when they 
are used. Two amino-acid mixtures containing 18 and 
11 amino acids, respectively, were tried. Although 
there was little difference in the clinical results ob¬ 
tained with the two mixtures, the 11 amino-acid mix¬ 
ture gave a consistently lower nitrogen retention than 
the richer mixture. 
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CORRESPONDENCE 


SKIING AS A SPORT 

To the Editor:— The Nov. 17 issue of The Journal is 
Olympian in scope and enjoyable in content. However, 
for some mysterious reason, the guest editorialist 
omits any reference to winter sports. Further, in the 
excellent article “The Physician as a Sportsman” (page 
1134), the sport of skiing is entirely omitted. Since 
many thousands of physicians are enthusiastic skiers, 
it may be of interest to your readers to known that one 
group of them has been meeting annually for some 10 
years and has encouraged the study of fitness, of 
methods for the reduction of skiing accidents, and of 
means for improving first-aid patrols. Partly as a re¬ 
sult of the efforts of this association, the development 
of release bindings has been accelerated in recent 
years, with the result that many types of ski injuries 
are less common than formerly. Two members of the 
association are nationally known sportsmen and have 
won downhill races in both medical and nonmedical 
contests (L. W. Ruddy, an otolaryngologist of Sacra¬ 
mento, Calif., and W. A. Ricker, a clinical pathologist 
of Seattle). 

L. H. Garland, M.D. 

450 Sutter St. 

San Francisco 8. 


BADMINTON AS A SPORT 

To the Editor:— Dr. A. J. Ryan, in his article en¬ 
titled “The Physician as a Sportsman” in the Nov. 
17, 1956, issue of The Journal, page 1134, did not 
mention badminton as a sport. This omission is even 
more noticeable since it does not permit the inclusion 
of Dr. David Freeman, former United States and 
world badminton champion. Prior to Freeman’s feat 
in winning the World Singles Championship, Euro¬ 
peans and Asiatics considered American badminton 
players as strictly minor league. In addition to his 
badminton prowess, Freeman also held national rank¬ 
ing in tennis. 

John G. McConahy, M.D. 

301-303 Centennial Bldg. 

New Castle, Pa. 


THE WARM-UP 

To the Editor:—A recent article, in the Nov. 17, 1956, 
issue of The Journal, page 1117, by Karpovich and 
Hale related that warm-up had no appreciable effect 
on athletic performance. It should, I think, be empha¬ 
sized that their results were based on the study of 
track men. I believe, however, that this article may 
be interpreted by many, particularly by the lay press, 
that the warm-up has little, if any, value in this sport. 
Indeed, I have already seen this interpretation of the 
article in one of our local newspapers. In working 
with weight-lifters, basketball players, and baseball 
players, I am certain that a warm-up not only is help¬ 


ful in bettering performance but, much more impor¬ 
tant, is essential in preventing injuries. I have 
personally witnessed arm injuries in baseball players 
from pitching without warm-up and have witnessed 
several injuries among weight-lifters who have failed 
to warm up. In the former, the injuries were long-last¬ 
ing; in the latter, the injuries were of a more transient 
nature but still impaired efficiency for up to several 
weeks. One must remember that in running one does 
not suddenly exert maximal muscular power in the 
space of a split second as in the sports I have men¬ 
tioned. If coaches were to do away with the warming- 
up ritual, I am certain the number of sports injuries 
would rise considerably. 

Robert L. Gillett, M.D. 
Department of Internal Medicine 
St. Joseph’s Mercy Hospital 
Ann Arbor, Mich. 


DRUG ADDICTION 

To the Editor:—In the Nov. 10 issue of The Journal, 
page 1091, was an abstract of an article that appeared 
in the August issue of the A. M. A. Archives of Neu¬ 
rology and Psychiatry (page 205) reporting possible 
habit-forming properties of meprobamate in a few 
alcoholics. Tin's report is, I think, of extreme impor-. 
tance in view of the great acceptance of die drug by 
both the profession and the laity and in view of the 
wide range of conditions for which die drug has been 
prescribed. I think, however, that before we do more 
dian suggest the possibility of habit formation and 
urge careful supervision in prescribing the drug, we 
will have to be confronted with cases of addiction in 
patients odier than alcoholics. The alcoholic presents 
a special case as far as addiction and excessive self- 
medication are concerned and cannot in any sense 
give an accurate picture of die addictive properties 
of a drug. 

A fairer test of addiction, I think, would be in the 
normal persons given a drug in time of stress. My own 
use of meprobamate has been of diis nature. Specif¬ 
ically, I have used die drug to alleviate postoperative 
depression and anxiety in more than 250 surgical pa¬ 
tients. Some of diese patients were given meprobamate 
as often as six times a day (400 mg.) for as long as 
20 days. I found no sign of addiction, habit formation, 
or tolerance to meprobamate. Actually, a few of die 
surgical patients happened to be alcoholics, but diey 
presented no problem eitiier. It may be, however, diat, 
as noted in die abstract, it is especially important to 
watch for excessive abuse when meprobamate is pre¬ 
scribed for alcoholics. 

Timothy A. Lamphier, M.D. 

30 The Fenway 

Boston 15. 
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Cardiac Amyloidosis. R. Benson and J. F. Smith. Brit. 
Heart J. 18:529-543 (Oct.) 1956 [London, England]. 

Reports on five patients with primary amyloidosis 
who had cardiac symptoms are presented, and the 
pathological features found at autopsy are described. 
Primary amyloidosis is said to differ from the more 
commonly encountered secondary form in that de¬ 
posits arc found chiefly in cardiac, skeletal, and 
smooth muscle and only very slightly in the liver, 
spleen, kidneys, and adrenals. Although the sex inci¬ 
dence of the disease has been observed to be about 
equal, the five patients presented here were all women, 
of an average age of 55 years. Since the primary form 
of amyloidosis most commonly presents with heart 
failure, special emphasis is laid on this important 
aspect of the disease. Dyspnea on exertion was the 
main complaint in all five patients, and it was the 
initial symptom in all but one, who presented with 
paroxysmal tachycardia. Similarly, anasarca was pres¬ 
ent in all except one patient, in whom the natural 
course of the disease was prematurely terminated by 
cerebral hemorrhage complicating dicumarol treat¬ 
ment. A variable degree of generalized cardiac en¬ 
largement was always found. Electrocardiographic 
studies in three of the patients showed all tracings to 
be of low voltage. Tracings in previously reported 
cases have most frequently been of low voltage, with 
normal rhythm and a low, diphasic or inverted T wave 
in lead 1 and the left precordial leads. While recogni¬ 
tion of cardiac amyloidosis may be impossible during 
life, the authors feel that this diagnosis should be 
considered when otherwise unexplained heart failure, 
A especially with normal rhythm and hypotension, is 
accompanied by an electrocardiogram showing equiv¬ 
ocal changes in the T wave or defects in conduction. 
Cardiac amyloidosis may occasionally simulate con¬ 
strictive pericardial disease. 

The time of survival after the onset of symptoms in 
the five patients varied between 14 months and five 
years, and in general the disease was observed to run 
a more protracted course than would be expected from 
the degree of cardiac disablement present. In four of 
the five patients the involvement of the myocardium 
was conspicuous and sufficient to explain cardiac fail¬ 
ure through mechanical interference with normal 
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heart action as in constrictive pericardial disease. In 
one patient, however, the infiltration of the myo¬ 
cardium was less extensive, and it is probable that 
involvement of the lungs was a factor. There was con¬ 
siderable amyloid in vessels and some alveolar walls. 
The primary form of amyloidosis should be remem¬ 
bered as a rare cause of pulmonary heart disease. The 
correct diagnosis was made only at autopsy in four of 
the patients and only on histological examination in 
the fifth. The following points are useful at autopsy 
examinations: It is important to remember the possi¬ 
bility of amyloid disease in unexplained heart failure 
and to apply the iodine test even if no other indication 
is present. The presence of a tough texture, a dry cut 
surface, or a dull, waxy appearance in the myocardium 
is helpful, as are unexplained thickenings in the 
endocardium or visceral pericardium. Thickening or 
deformities of valves that are not typical of chronic 
endocarditis may also occasionally suggest the diag¬ 
nosis. 

Myocardial Infarction During Treatment with Hypo¬ 
tensive Medicaments. O. Storstein. Tidsskr. norske 
Iregefor. 76:594-596 (Sept. 1) 1956 (In Norwegian) 
[Oslo, Norway}. 

In the course of 13 months myocardial infarction 
occurred in seven patients aged from 50 to 72 who 
had been treated for from three days to three weeks 
with rauwolfia preparations. Three died. The diag¬ 
nosis of diastolic hypertension could be established in 
only four of these patients. Hypotensive medicaments 
are to be used only in patients with diastolic hyper¬ 
tension. The increased systolic blood pressure in 
hypertension in older persons is not to be treated; the 
increased blood pressure is due to loss of elasticity in 
the great arteries, and the high blood pressure is 
necessary^ here to supply sufficient blood to the viscera. 
Lowered blood pressure can lead to ischemic damage, 
as seen in the three fatal cases. The author follows 
Rasmussen’s classification of diastolic hypertension as 
mild, grave, and malignant. Patients in groups 2 and 3 
are treated with hypotensive agents. The material 
shows the need of caution in the treatment of patients 
with angina pectoris; if there is reason to reduce the 
blood pressure in these patients the treatment must be 
started with small doses, gradually increased accord¬ 
ing to tolerance. The same is true of patients with 
uremia. 

Staphylococcal Pneumonia in Adults. W. Hausmann 
and A. }. Karlisli. Brit. M. J. 2:845-847 (Oct. 13) 1956 
[London, England]. 

Eleven men and seven women between the ages of 
16 and 72 years with micrococcic (staphylococcic) 
pneumonia were admitted to an acute medical unit 
of Reading Combined Hospitals in England between 
1952 and 1954. There was no epidemic influenza in 
the area during that period. Micrococci were isolated 
in pure culture from the sputum of 12 of the 18 pa- 
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CORRESPONDENCE 


SKIING AS A SPORT 

To the Editor:—' The Nov. 17 issue of The Journal is 
Olympian in scope and enjoyable in content. However, 
for some mysterious reason, the guest editorialist 
omits any reference to winter sports. Further, in the 
excellent article “The Physician as a Sportsman” (page 
1134), the sport of skiing is entirely omitted. Since 
many thousands of physicians are enthusiastic skiers, 
it may be of interest to your readers to known that one 
group of them has been meeting annually for some 10 
years and has encouraged the study of fitness, of 
methods for the reduction of skiing accidents, and of 
means for improving first-aid patrols. Partly as a re¬ 
sult of the efforts of this association, the development 
of release bindings has been accelerated in recent 
years, with the result that many types of ski injuries 
are less common than formerly. Two members of the 
association are nationally known sportsmen and have 
won downhill races in both medical and nonmedical 
contests (L. W. Ruddy, an otolaryngologist of Sacra¬ 
mento, Calif., and W. A. Ricker, a clinical pathologist 
of Seattle). 

L. H. Garland, M.D. 

450 Sutter St. 

San Francisco 8. 


BADMINTON AS A SPORT 

To the Editor:— Dr. A. J. Ryan, in his article en¬ 
titled “The Physician as a Sportsman” in the Nov. 
17, 1956, issue of The Journal, page 1134, did not 
mention badminton as a sport. This omission is even 
more noticeable since it does not permit the inclusion 
of Dr. David Freeman, former United States and 
world badminton champion. Prior to Freemans feat 
in winning the World Singles Championship, Euro¬ 
peans and Asiatics considered American badminton 
players as strictly minor league. In addition to his 
badminton prowess, Freeman also held national rank¬ 
ing in tennis. 

John G. McConahy, M.D. 

301-303 Centennial Bldg. 

New Castle, Pa. 


THE WARM-UP 

To the Editor:—A recent article, in the Nov. 17, 1956, 
issue of The Journal, page 1117, by Karpovich and 
Hale related that warm-up had no appreciable effect 
on athletic performance. It should, I think, be empha¬ 
sized that their results were based on the study of 
track men. I believe, however, that this article may 
be interpreted by many, particularly by the lay press, 
that the warm-up has little, if any, value in this sport. 
Indeed, I have already seen this interpretation of the 
article in one of our local newspapers. In working 
with weight-lifters, basketball players, and baseball 
players, I am certain that a warm-up not only is help¬ 


ful in bettering performance but, much more impor¬ 
tant, is essential in preventing injuries. I have 
personally witnessed arm injuries in baseball players 
from pitching without warm-up and have witnessed 
several injuries among weight-lifters who have failed 
to warm up. In the former, the injuries were long-last¬ 
ing; in the latter, the injuries were of a more transient 
nature but still impaired efficiency for up to several 
weeks. One must remember that in running one does 
not suddenly exert maximal muscular power in the 
space of a split second as in the sports I have men¬ 
tioned. If coaches were to do away with the warming- 
up ritual, I am certain the number of sports injuries 
would rise considerably. 

Robert L. Gillett, M.D. 
Department of Internal Medicine 
St. Josephs Mercy Hospital 
Ann Arbor, Mich. 


DRUG ADDICTION 

To the Editor:— In the Nov. 10 issue of The Journal, 
page 1091, was an abstract of an article that appeared 
in tire August issue of the A. M. A. Archives of Neu¬ 
rology and Psychiatry (page 205) reporting possible 
habit-forming properties of meprobamate in a few 
alcoholics. This report is, I think, of extreme impor-. 
tance in view of the great acceptance of the drug by 
both the profession and the laity and in view of the 
wide range of conditions for which the drug has been 
prescribed. I think, however, that before we do more 
than suggest the possibility of habit formation and 
urge careful supervision in prescribing the drug, we 
will have to be confronted with cases of addiction in 
patients other than alcoholics. The alcoholic presents 
a special case as far as addiction and excessive self- 
medication are concerned and cannot in any sense 
give an accurate picture of the addictive properties 
of a drug. 

A fairer test of addiction, I think, would be in the 
normal persons given a drug in time of stress. My own 
use of meprobamate has been of this nature. Specif¬ 
ically, I have used the drug to alleviate postoperative 
depression and anxiety in more than 250 surgical pa¬ 
tients. Some of these patients were given meprobamate 
as often as six times a day (400 mg.) for as long as 
20 days. I found no sign of addiction, habit formation, 
or tolerance to meprobamate. Actually, a few of the 
surgical patients happened to be alcoholics, but they 
presented no problem either. It may be, however, that, 
as noted in the abstract, it is especially important to 
watch for excessive abuse when meprobamate is pre¬ 
scribed for alcoholics. 

Timothy A. Lamphier, M.D. 

30 The Fenway 

Boston 15. 
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Cardiac Amyloidosis. 1L Benson and J. F. Smith. Brit. 
Heart J. 18:529-543 (Oct.) 1956 [London, England). 

Reports on five patients with primary amyloidosis 
who had cardiac symptoms are presented, and the 
pathological features found at autopsy are described. 
Primary amyloidosis is said to differ from the more 
commonly encountered secondary form in that de¬ 
posits arc found chiefly in cardiac, skeletal, and 
smooth muscle and only very slightly in the liver, 
spleen, kidneys, and adrenals. Although the sex inci¬ 
dence of the disease has been observed to be about 
equal, the five patients presented here were all women, 
of an average age of 55 years. Since the primary form 
of amyloidosis most commonly presents with heart 
failure, special emphasis is laid on this important 
aspect of the disease. Dyspnea on exertion was the 
main complaint in all five patients, and it was the 
initial symptom in all but one, who presented with 
paroxysmal tachycardia. Similarly, anasarca was pres¬ 
ent in all except one patient, in whom the natural 
course of the disease was prematurely terminated by 
cerebral hemorrhage complicating dicumarol treat¬ 
ment. A variable degree of generalized cardiac en¬ 
largement was always found. Electrocardiographic 
studies in three of the patients showed all tracings to 
be of low voltage. Tracings in previously reported 
cases have most frequently been of low voltage, with 
normal rhythm and a low, diphasic or inverted T wave 
in lead 1 and the left precordial leads. While recogni¬ 
tion of cardiac amyloidosis may be impossible during 
life, the authors feel that this diagnosis should be 
considered when otherwise unexplained heart failure, 
especially with normal rhythm and hypotension, is 
accompanied by an electrocardiogram showing equiv¬ 
ocal changes in the T wave or defects in conduction. 
Cardiac amyloidosis may occasionally simulate con¬ 
strictive pericardial disease. 

The time of survival after the onset of symptoms in 
the five patients varied between 14 months and five 
years, and in general the disease was observed to run 
a more protracted course than would be expected from 
tlie degree of cardiac disablement present. In four of 
the five patients the involvement of the myocardium 
was conspicuous and sufficient to explain cardiac fail¬ 
ure through mechanical interference with normal 
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heart action as in constrictive pericardial disease. In 
one patient, however, the infiltration of the myo¬ 
cardium was less extensive, and it is probable that 
involvement of the lungs was a factor. There was con¬ 
siderable amyloid in vessels and some alveolar walls. 
Tire primary form of amyloidosis should be remem¬ 
bered as a rare cause of pulmonary heart disease. The 
correct diagnosis was made only at autopsy in four of 
the patients and only on histological examination in 
the fifth. The following points are useful at autopsy 
examinations: It is important to remember the possi¬ 
bility of amyloid disease in unexplained heart failure 
and to apply the iodine test even if no other indication 
is present. The presence of a tough texture, a dry cut 
surface, or a dull, waxy appearance in the myocardium 
is helpful, as are unexplained thickenings in the 
endocardium or visceral pericardium. Thickening or 
deformities of valves that are not typical of chronic 
endocarditis may also occasionally suggest the diag¬ 
nosis. 

Myocardial Infarction During Treatment with Hypo¬ 
tensive Medicaments. O. Storstein. Tidsskr. norske 
lasgefor. 76:594-596 (Sept. 1) 1956 (In Norwegian) 
[Oslo, Norway). 

In the course of 13 months myocardial infarction 
occurred in seven patients aged from 50 to 72 who 
had been treated for from three days to three weeks 
with rauwolfia preparations. Three died. The diag¬ 
nosis of diastolic hypertension could be established in 
only four of these patients. Hypotensive medicaments 
are to be used only in patients with diastolic hyper¬ 
tension. The increased systolic blood pressure in 
hypertension in older persons is not to be treated; the 
increased blood pressure is due to loss of elasticity in 
the great arteries, and the high blood pressure is 
necessary here to supply sufficient blood to the viscera. 
Lowered blood pressure can lead to ischemic damage, 
as seen in the three fatal cases. The author follows 
Rasmussen’s classification of diastolic hypertension as 
mild, grave, and malignant. Patients in groups 2 and 3 
are treated with hypotensive agents. The material 
shows the need of caution in the treatment of patients 
with angina pectoris; if there is reason to reduce the 
blood pressure in these patients the treatment must be 
started with small doses, gradually increased accord¬ 
ing to tolerance. The same is true of patients with 
uremia. 

Staphylococcal Pneumonia in Adults. W. Hausmann 
and A. J. Karlish. Brit. M. J. 2:845-847 (Oct. 13) 1956 
[London, England). 

Eleven men and seven .women between the ages of 
16 and 72 years with micrococcic (staphylococcic) 
pneumonia were admitted to an acute medical unit 
of Reading Combined Hospitals in England between 
1952 and 1954. There was no epidemic influenza in 
the area during that period. Micrococci were isolated 
in pure culture from the sputum of 12 of the 18 pa- 
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tients. Predominant growths of micrococci together 
with a proportion of nonpathogenic organisms such as 
Streptococcus viridans and neisseriae were found in 
tlie remaining six patients. Coagulase-positive micro¬ 
cocci were grown from the pleural fluid of two pa¬ 
tients. The outstanding feature in these patients was 
the severity of the clinical course and the number of 
suppurative complications. Six patients had abscess or 
empyema. The average duration of sojourn in the 
hospital was 38 days. All 18 patients recovered, but 
only 6 responded to treatment with penicillin. 

There is good evidence that the incidence of micro- 
coccic pneumonia is increasing and that micrococci 
are responsible for a considerable number of infections 
in which failure of response to penicillin is observed. 
Six of the patients had a history of previous disease of 
the chest, and the important part played by such pre¬ 
existing disease or reduced resistance is stressed. 
Tetracycline and erythromycin are suggested as the 
antibiotics of choice in these cases. 

Combined Anti-Inflammatory and Antituberculous 
Chemotherapy for Tuberculosis of the Lungs, Lymph 
Nodes, and Bones. M. Pestel and A. Ravina. Presse 
med. 64:1616-1617, (Oct. 6) 1956 (In French) [Paris, 
France]. 

The use of phenylbutazone (Butazolidine) as an 
anti-inflammatory drug in combination with antituber¬ 
culous drugs such as streptomycin and isoniazid was 
tried in 16 cases here described. Most of them were 
pulmonary, but three case reports illustrate the efEects 
on cervical lymphadenitis, one on disseminated tuber¬ 
culosis with localization in the lungs and thoracic 
vertebrae, one on painful, chronic tuberculous arth¬ 
ritis, and one on early tuberculus meningitis. The 
promptness with which the fever subsided and the 
lesions healed was often striking. The authors have 
never seen any advantage in adding PAS (p-amino- 
salicylic acid) and streptomycin to isoniazid therapy, 
but the present series of cases convinced them of the 
advantage of combining phenylbutazone with isonia¬ 
zid. The dosage of phenylbutazone and isoniazid was 
generally 400 mg. of each per day. Not the slightest 
unfavorable effect ascribable to these drugs was ob¬ 
served in this series of cases, but certain rules were 
carefully followed: the courses of treatment were 
short, the patients were closely watched, and the non¬ 
specific anti-inflammatory treatment was simultaneous 
with the antituberculous treatment. The use of phenyl¬ 
butazone avoids the risks peculiar to hormone therapy. 

Local Hydrocortisone and Pleural Effusions. A. Scarpa 
and L. Caprioglio. Riforma med. 70:1082-1085 (Sept. 
22) 1956 (In Italian) [Naples, Italy]. 

Hydrocortisone was injected locally in 17 patients 
with pleuritic effusion. Six patients had exudative 
pleurisy, two effusion caused by pleuropulmonary 
cancer, eight parapneumothoracic effusion, and one 
empyema. Doses were limited to 25 mg. each given 
twice a week. Patients also received antibiotics. 
Pleurocentesis was also continued. Treatment lasted 
for from four to eight weeks. Every two weeks the 


authors checked the quantity and quality of effusion 
the general status of the patient, the subjective state, 
the tuberculin allergy, the erythrocyte sedimentation 
rate, the sputum, the blood pressure, the diuresis, the 
17-ketosteroids, the azotemia, and the glycemia. Pa¬ 
tients were divided into the following groups: primary 
pleurisy, secondary pleurisy, moderate effusions ac¬ 
companying pneumothorax and mixed empyema effu¬ 
sions. The results were fast resorption of the pleuritic 
effusion, temporary clearing of the neoplastic effusion, 
progressive decrease of the parapneumothoracic effu¬ 
sion, and fluidification of the empyema liquid, always 
with a pronounced good effect on the general and 
subjective conditions. 

Use of Cortisone and Hydrocortisone in Treatment of 
Pleural Effusion. E. Sada and A. Ravetta. Minerva 
med. 47:1896-1907 (June 16) 1956 (In Italian) [Turin, 
Italy]. 

Fifteen patients with pleural effusion were treated 
with cortisone or hydrocortisone. Hydrocortisone was 
given to patients in whom the disease tended to be¬ 
come chronic; all other patients received cortisone. 
Ages ranged between 11 and 66 years. Antibiotics 
were combined with the hormones; streptomycin was 
preferred. Treatment lasted for from 20 to 30 days. 
Eight patients received cortisone, one patient received 
cortisone and hydrocortisone, and six patients received 
hydrocortisone. All patients presented marked positive 
tuberculin reactions, high erythrocyte sedimentation 
rates, hypoalbuminemia, and high globulin values. 
Good and permanent results were obtained in patients 
with acute primary types who received the hormones 
in a general way. General symptoms tended to de¬ 
crease. Temperature became normal after two or three 
days. Absorption of the effusion was slow but steady. 
Thoracentesis followed by local injection of hydro¬ 
cortisone and streptomycin was performed in patients 
with old forms of pleural effusion. 

Portal Cirrhosis Due to Alcoholism, Poor Nutrition, 
and Tuberculosis. E. Rojas, B. Sepulveda and A. 
Rivera. Rev. invest, clin. 8:203-210 (April-June) 1956 
(In Spanish) [Mexico, D. F., Mexico]. 

There is a type of liver cirrhosis that is frequent 
among the underprivileged of Mexico. It is more fre¬ 
quent in men than in women and is due to the asso¬ 
ciation of alcoholism, poor nutrition, and lymph node 
tuberculosis. The disease follow's a subacute course, 
with symptoms of acute insufficiency of the liver and 
of infection. There is anemia and leukocytosis. The 
liver-function tests show acute damage of the organ. 
The livers of 22 patients who died from this disease 
w'ere studied. Miliary tuberculosis of the liver was 
present in five cases. The main changes in the liver 
consisted of acute diffuse pericellular fibrosis coexist¬ 
ing with portal fibrosis, inflammatory infiltration, and 
destruction of the liver parenchyma-similar to that 
occurring in liver cirrhosis due to alcoholism and poor 
nutrition. This form of liver cirrhosis has special clin¬ 
ical and morphological features that differentiate it 
from liver cirrhosis due to alcoholism and poor nutri- 
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tion, of which it is a variety. The disease cannot de¬ 
velop unless the three etiological factors (alcoholism, 
poor nutrition, and lymph node tuberculosis) are 
present. The prognosis is more severe than that of 
liver cirrhosis due to alcoholism and poor nutrition in 
absence of tuberculosis. Early treatment of tuber¬ 
culosis may have a favorable effect on the clinical 
symptoms of the disease. 

Diagnosis and Treatment of Sarcoidosis. D. G. James. 
Brit. M. J. 2:900-904 (Oct. 20) 1956 [London, England], 

The author reports the occurrence of sarcoidosis in 
150 patients in whom clinical or radiological features 
of the disease were supported by histological evidence 
of sarcoid tissue. Clinical features were protean and 
included intrathoracic, cutaneous, ophthalmic, glan¬ 
dular, hepatic, renal, and cerebral manifestations. Skin 
lesions occurred at some stage of the disease in 67 
patients (*J5%), ophthalmic changes in 42 (28%), en¬ 
larged peripheral lymph nodes in 56 (37%), and a 
palpable spleen in 27 (18%). Initial chest roentgeno¬ 
grams revealed bilateral hilar lymphadenopathy in 58 
patients, bilateral hilar lymphadenopathy with diffuse 
pulmonary mottling in 2S, diffuse pulmonary mottling 
in 45, and pulmonary fibrosis and cavitation in 5. The 
initial chest roentgenograms did not show any changes 
in 14 patients. Serial chest roentgenograms are indis¬ 
pensable as an aid in diagnosis. 

Histological evidence of sarcoid tissue proved to be 
the most satisfactory means of establishing the diag¬ 
nosis. In 100 patients this was obtained by biopsy of 
lymph nodes, skin, liver, or other affected tissue. The 
Kveim test, consisting of the intracutaneous injection 
of a sodium chloride emulsion of sarcoid tissue ob¬ 
tained from a sarcoid lymph node, was done in 110 
patients, 83 of whom had positive results in that a 
dusky-red nodule developed insidiously at the injec¬ 
tion site and microscopic examination of the nodule 
revealed sarcoid tissue. This test is a simple, safe, and 
specific technique for providing histological proof of 
sarcoidosis in outpatients. 

It seems probable that most patients with sarcoi¬ 
dosis recover without treatment, but because of the 
possibility' of three troublesome complications, namely, 
pulmonary' fibrosis, fibrotic uveitis, and nephrocal- 
cinosis, the practical management is the detection and 
treatment of patients in whom these sequelae may be 
anticipated or, once they are established, their symp¬ 
tomatic alleviation. Sarcoidosis should be regarded as 
a generalized disorder, and routine slit-lamp exami¬ 
nation of the eye, chest roentgenograms, and de¬ 
terminations of serum calcium levels are essential. 
Administration of calciferol may be dangerous and is 
contraindicated. A course of antituberculous chemo¬ 
therapy was given to 31 patients without appreciably 
affecting the clinical course. In 10 of these patients, 
serial biopsies from skin lesions, nasal mucosa, or 
Kveim sites showed no evidence of healing of the 
granulomas. Twenty patients were given cortisone 
orally and were followed for more than a year. Early 
lesions were controlled, but results in the chronic 
fibrotic stage were disappointing. Steroid treatment 
should be given only when specifically indicated and 


should be directed against the prevention of late se¬ 
quelae. Patients with anterior uveitis should receive 
an initial subconjunctival injection of 6.25 mg. of 
hydrocortisone followed by the administration of 1% 
hydrocortisone eyedrops four times daily for three to 
six months. If there is evidence of posterior uveitis, 
local hydrocortisone therapy must be supplemented by' 
oral administration of prednisolone for at least three 
months. Only those patients with pulmonary sarcoi¬ 
dosis who show radiological evidence of worsening 
pulmonary lesions and those with symptoms should 
receive prednisolone orally in a dose of 5 mg. four 
times daily. The dose may be gradually reduced in 
the course of three months to a level sufficient to 
maintain improvement. When prednisolone appears 
to be losing its effect, it is worth changing to a course 
of intramuscular administration of corticotropin. Hy¬ 
percalcemia should be treated with the cortisone 
group of drugs, which may correct it and which pos¬ 
sess the added advantage of favorably influencing 
other manifestations of sarcoidosis. Prednisolone given 
orally for one month usually effects permanent re¬ 
gression of swollen salivary glands. Hydrocortisone 
ointment may cause skin lesions to regress, although 
recurrence often follows cessation of treatment. Le¬ 
sions that are not unsightly do not warrant the tran¬ 
sient benefit of treatment. 

Vitamin Bjo Excretion as Index of Hepatic Disorder. 
G. Baker, I. Paslier, H. P. Dolger and H. Sobotka. 
Clin. Chem. 2:328-330 (Oct.) 1956 [New York]. 

During a study of the role of vitamin Bi 2 in dia¬ 
betes, it was noted that a number of patients failed to 
excrete more than 10 meg. of a 50-mcg. intramuscular 
load dose of the vitamin. All of these patients had a 
history' of liver disease or of some form of hepatic 
insufficiency. The authors investigated vitamin Bi 2 
excretion eight hours after 50 meg. of vitamin B 12 had 
been given by r intramuscular injection to three normal 
controls and to 20 patients with various disorders. The 
assay of vitamin B 12 was carried out with three differ¬ 
ent organisms: Lactobacillus leichmannii, Euglena 
gracilis, and Ochromonas malhamensis. A high excre¬ 
tion of B 12 after a load test indicates that the liver has 
again become capable of storing B 12 and that in¬ 
creased amounts of Bi 2 are no longer required for 
normal metabolic activity of the organ. Twenty of the 
23 persons tested excreted less than 10 meg. of vitamin 
Bj 2 . Thirteen of the 20 had a history' of liver involve¬ 
ment. Of the remaining seven, four were convalescing 
from pneumonia, and it is known that pneumonia does 
impair the hepatic function. The three healthy sub¬ 
jects who served as controls all excreted between 24 
and 40 meg. of the load dose. In order to determine 
the extent to which B ]2 excretion is correlated with 
liver involvement, the Bi 2 load test is being carried 
out on patients with various types of liver disease. 
The advantage of the test is that vitamin B 12 is a 
normal metabolite and does not cause undue meta¬ 
bolic derangement such as can be caused by' the 
various methods used for die chemical evaluation of 
liver function. 
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Aspirin and Peptic Ulcer. J. Viar Bayo. Rev. espan. 
enferm. ap. digest. 15:607-612 (May-June) 1956 (In 
Spanish) [Madrid, Spain], 

Patients with a first or a recurrent attack of gastric 
pain frequently state that pain started as a result of 
their having taken aspirin for the control of a head¬ 
ache or arthralgia. Patients with peptic ulcer frequent¬ 
ly state that their having ingested aspirin resulted in a 
recurrence of the acute ulcer symptoms with pain and 
bleeding, as shown by the presence of blood in the 
vomitus or in the feces. The erosive effect of aspirin 
on the gastric mucosa has been proved by roentgeno¬ 
logic studies of the stomachs of patients who were 
given aspirin before an examination or before a gas¬ 
trectomy. Four new cases are reported. The use of 
aspirin by two patients with peptic ulcer caused a 
recurrence of the ulcer attack, with acute pain and 
hemorrhage. The use of aspirin by two patients who 
did not have ulcer caused intestinal hemorrhage in 
one and ulcer deformity of the duodenal bulb visual¬ 
ized by roentgen examination in the other. The author 
concludes that aspirin may cause recurrence of peptic 
ulcer. In patients without history of ulcer, aspirin may 
cause acute hemorrhagic gastritis that may progress 
to the state of an ulcer if the constitutional factor is 
present. Aspirin should be dissolved before it is taken 
and should always be given in combination with drugs 
capable of protecting the gastric mucosa, such as 
kaolin, chalk, or bismuth. 

The Development of Diabetic Retinopathy: Effects of 
Duration and Control of Diabetes. R. C. Hardin, R. L. 
Jackson, T. L. Johnston and H. G. Kelly. Diabetes 
5:397-405 (Sept.-Oct.) 1956 [New York]. 

The factors that might influence the development of 
diabetic retinopathy were studied in 140 patients be¬ 
tween the ages of 10 and 39 years with diabetes mel- 
litus. The onset of the disease occurred at an age vary¬ 
ing between 6 months and 19 years. This group of 
juvenile diabetic patients was followed up in the 
clinics of the University Hospital of Iowa City for 
periods of from 10 to 29 years. Fifty-four (38.5%) pa¬ 
tients had normal retinas, 14 (10%) had dilated veins 
only, 48 (34.3%) had microaneurysms only, and 24 
(17.1%) had advanced retinopathy. Patients with good 
control of their diabetes had a much lower incidence 
of retinopathy than those with lesser degree of con¬ 
trol, and retinal lesions tended to be more severe in 
those with poorer control. The relation between dura¬ 
tion and incidence and severity of retinopathy was 
determined for all 140 patients in whom a highly sig¬ 
nificant correlation coefficient of 0.270 was found. 
When the 93 patients in whom the duration of the 
disease exceeded 15 years were similarly tested, the 
correlation coefficient was 0.079, which was of no sig¬ 
nificance. Except for the time required for its appear¬ 
ance (average 13 years), duration of diabetes is not an 
important factor in the development of retinopathy. 
The degree of control of the diabetes is the only iden¬ 
tifiable factor bearing,a constantly significant relation¬ 
ship to the incidence and severity of retinopathy. 
These observations are concerned with the conditions 


under which retinopathy occurs and do not provide 
an explanation of the mechanism of its production. 
Differences in the pathological physiology of patients 
with well-controlled and poorly controlled diabetes 
may provide information useful in the explanation of 
vascular degeneration. 

Sulfonylureas and Diabetes Mellitus: I. Clinical Evalu¬ 
ation. R. W. Cox, E. D. Henley, E. B. Fergus and 
R. H. Williams. Diabetes 5:358-365 (Sept.-Oct.) 1956 
[New York]. 

Fourteen women and 42 men with diabetes mellitus 
were treated with either l-butyl-3-p-aminobenzene 
sulfonylurea (carbutamide) or l-butyl-3-p-toluenesul- 
fonylurea (tolbutamide). The initial dose of sulfony¬ 
lurea was given 24 hours after the last modified insulin 
injection. No further modified insulin was adminis¬ 
tered, but crystalline insulin was supplied when frac¬ 
tional urinalyses revealed as much as 2% sugar. In this 
fashion it was possible to evaluate each patient and 
maintain reasonable diabetic control, regardless of 
the response to the experimental drug. Most patients 
were given 3 gm., 2 gm., and then 1 gm. of the sul¬ 
fonylurea compounds on successive days. The daily 
maintenance dose was usually 1 gm. The dose was in¬ 
creased if the patient did not respond by the fourth 
day, so that some patients received as much as 8 gm. 
of carbutamide or 6 gm. of tolbutamide daily for short 
periods of time. All daily doses were divided. 

Twenty-eight (50%) of the 56 patients, 6 women and 
22 men, were considered successfully treated in that 
24-hour urinary sugar excretion was less than 10 gm.; 
all fractional urinary sugar estimations were 0.25 per 
100 cc. or less; 2-hour post-prandial blood sugar values 
were less than 160 mg. per 100 cc. There was control 
of acute symptoms referable to diabetes mellitus and 
a complete lack of distressing side-effects of more 
than transient nature. 

Those patients for whom good responses can be pre¬ 
dicted are over 40 years of age, endomorphic, have 
insulin requirements of less than 30 units daily, have 
had diabetes for less than five years, have received 
insulin for less than one year, and do not have severe 
diabetic complications. Therapy is indicated for essen¬ 
tially all diabetic patients of the maturity-onset type 
who do not have historical evidence of sulfonamide 
sensitivity, suggestion of collagen disease, or severe 
allergic responses of other types. Patients in acidosis 
and those subjected to severe stress should be given in¬ 
sulin either alone or with the sulfonamide compounds. 
Serious toxicity was not observed. Nausea, giddiness, 
drowsiness, and paresthesias appeared as isolated 
events in a few patients at the onset of therapy. The 
metabolic response to insulin, glucagon, and epine¬ 
phrine was not found to be altered in the presence of 
therapeutic dosage levels of sulfonylureas. Intrave¬ 
nous insulin-I' 31 plasma binding tests, which were 
performed on certain patients, revealed that the per¬ 
centage of the tracer dose of insulin remaining in the 
plasma one hour after the injection was not consistent¬ 
ly altered by sulfonylureas in therapeutic amounts. 
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A Clinical and Statislical Study of 137 Cases of Dia¬ 
betic Coma. P. Montenero and A. Colletti. Minerva 
mod. 47:544-554 (Sept. 5) 1956 (In Italian) [Turin, 
Italy]. 

The authors report a study of 137 cases of diabetic 
coma that were treated between 1921 and 1954 at the 
medical clinic of the University of Rome and at the 
Umberto I Polyclinic of Rome. The incidence of death 
due to diabetic coma has diminished since 1921, but it 
is still high; 6.6% of the diabetic patients treated in 
hospitals between 1941 and 1954 had diabetic coma. 
Coma was fatal in 20% of the cases in the years from 
1945 to 1950 and in 27.5% of the cases in the years 
from 1951 to 1954. Infection and metabolic imbalance 
combined with insufficient administration of insulin 
arc among the major causes of coma. The main cause 
of death is collapse of the circulation; it was present 
in S2.9% of the complicated cases and 45.4% of the 
noncomplicatcd cases. The degree of the glycemia has 
no direct relation to the severity of the coma, and up 
to a certain point it does not cause death. Azotemia 
was high in 76.6% of the cases. It was found to be 
high in 75.1% of the patients in whom coma was fatal. 

Modifications of the Serum Glycoproteins in Diabetic 
Patients Treated with Ni-sulphanilyl-No-n-butylcnr- 
bamidc. F. Galletti, R. Pellegrini and E. Tolomelli. 
Minerva med. 47:5S2-5S4 (Sept. S) 1956 (In Italian) 
[Turin, Italy]. 

Forty-four patients with diabetes were treated with 
Nj-sulphanilyl-Ns-n-butylcarbamide. Nine patients 
had received insulin, and in all other patients metab¬ 
olism bad been kept balanced through a regulated 
diet. Insulin therapy was suspended the day before the 
beginning of treatment; it had to be started again after 
three days in five patients with recent and severe 
diabetes. Patients received 2.5 gm. of the new drug 
tire first day, 1.5 gm. the second day, and 1 gm. a day 
for the following 15 days. The treatment was started 
again after 15 days of rest during which patients re¬ 
ceived only dietetic treatment. The drug had a marked 
effect on the carbohydrate metabolism and on the 
balance of serum glycoprotein. Five patients with 
severe recent diabetes were among those on whom the 
treatment had no effect. 

SURGERY 

The Course and Prognosis of Coarctation of the Aorta. 
M. Campbell and J. H. Baylis. Brit. Heart J. 18:475- 
495 (Oct.) 1956 [London, England], 

A knowledge of the prognosis of coarctation of the 
aorta is essential if a patient is to be advised regarding 
the desirability of an operation. This report is based 
on a study of 130 patients of whom 60% were under 
20 and 14% over 30 years of age. Some of these patients 
have been seen only for a short time or had resection 
soon after their first visit, but 80 have been followed 
for an average of 5 years and a few much longer. The 
authors describe the state of those seen in each decade. 
School children and men liable for military service 
were seen more often than older patients without any 


symptoms because of the murmur, so the picture of 
the natural course and prognosis may be biased by 
this, but otherwise the authors regard it as reasonably 
representative. One-fourth of the patients have aortic 
regurgitation, generally from atherosclerotic changes 
on bicuspid valves, the percentage increasing as the 
patients get older. Generally the regurgitation remains 
slight for many years with the diastolic pressure still 
over 100, hut becomes more serious as time goes on. 
About 5% have aortic stenosis, more often presumably 
congenital than atherosclerotic. Patient ductus arteri¬ 
osus was not common in this series, and simple ventric¬ 
ular septal defect was not seen. Other congenital 
abnormalities are not common but do occur. 

Most patients get on well for the first 2 decades, 
though the blood pressure rises from an average of 
145/90 mm. Hg at 5 years to 190/105 at about 17 years 
of age, and then remains steady. The heart is often of 
normal size and rarely becomes very large unless there 
is free aortic regurgitation. Left ventricular prepon¬ 
derance is present in less than half the electrocardio¬ 
grams, and much left ventricular strain is rare in the 
absence of aortic stenosis, though slight degrees of 
tin's may suggest that a patient is not doing well. In 
spite of the satisfactory progress of most patients, 6 
who were in good health when they were first seen 
died suddenly or relatively so, most often in the 3rd 
decade. For this reason the authors think that most 
children should have surgical resection unless the evi¬ 
dence suggests the coarctation is trivial. Early aortic 
regurgitation is a further indication, for it is likely to 
get worse unless arrested. The results of surgical treat¬ 
ment are generally good. The authors found that in 
their 30 patients surviving with a completed resection 
all but one had much lower blood pressures and the 
average fall was 41 mm. Hg for the systolic and 21 
mm. for the diastolic pressure. Those who had dis¬ 
abling symptoms were much improved. 

A Case of Cardiac Arrest Due to Traction-Reflex 
Occurring Twice During the Same Operation. R. B. 
Kihn. South African M. J. 30:977-978 (Oct. 13) 1956 
[Cape Town, South Africa]. 

During a gastrectomy for carcinoma of the pylorus 
on a man, aged 60, the blood pressure fell to a systolic 
level of 75 mm. Hg when the surgeon exerted traction 
on the stomach in order to expose and ligate the left 
gastric artery. It remained at this level for a few min¬ 
utes, and then the pulse became irregular at a slow 
rate and, within a quarter of a minute, was impalpable. 
Use of all anesthetic agents was discontinued and 
100% oxygen was administered. There was no palpable 
carotid pulsation. The surgeon found that the aorta 
and the heart were not pulsating and entered the chest 
through the 4th left intercostal space and commenced 
cardiac massage. Adrenalin was injected into the left 
ventricle and methylamphetamine hydrochloride was 
administered intravenously; within 2 minutes of com¬ 
mencing massage, the heart began beating again. The 
chest wound was closed, and as the duodenum had 
been cut across it was decided to proceed with the 
operation. 
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The surgeon once more exerted traction on the 
stomach to conclude the ligation of the left gastric 
artery and immediately the patient again became 
pulseless at the radial and carotid arteries and at the 
aorta. The chest was reopened. The heart muscle 
showed a fine fibrillation but no effective contractions. 
Massage was once again commenced by the surgeon 
while the assistant compressed the aorta to ensure 
adequate cerebral circulation. An injection of calcium 
chloride was made into the left ventricle, and 3 min¬ 
utes afterwards 5 ml. of 1% procaine was given. One 
minute later the fibrillatory movents changed into 
regular rapid contractions with faint carotid pulsation 
synchronous with the heartbeat, although no blood 
pressure could be recorded. An intravenous infusion 
of noradrenalin was commenced. With regulation of 
the rate of noradrenalin administration the blood pres¬ 
sure was raised to 100-110 mm. Hg (systolic), where 
it was kept for the remainder of the operation, which 
was concluded uneventfully. The author cites the 
views of other investigators as to whether anoxia is 
necessary for the effect of a traction reflex and whether 
a traction reflex is a valid explanation for cardiac ar¬ 
rest. 

Primary Aldosteronism: (Report of a Case). A. J.. 
Hellem. Acta med. scandinav. 155:271-274 (No. 4) 
1956 (In English) [Stockholm, Sweden], 

A 46-year-old woman was admitted to the Riks- 
hospitalet in Oslo in March, 1954. She complained of 
periodic attacks of muscular weakness involving the 
extremities and occasionally the trunk. Diarrhea was 
frequent during these attacks. The patient also com¬ 
plained of periodic paresthesia. Examination revealed 
well-developed muscles; blood pressure was 150/100 
mm. Hg. Chvostek’s and Trousseau’s signs were nega¬ 
tive, and the tendon reflexes were normal. Laboratory 
values were as follows: serum chlorides 87 mEq. and 
serum potassium 2.2 mEq. per liter, carbon dioxide¬ 
combining power 79.6 volumes per 100 cc., and serum 
urea 41 mg. per 100 cc. Inconsistent traces of protein 
were found in the urine. Urea clearance and the pyelo- 
gram were normal. These findings reveal the possi¬ 
bility of overlooking renal involvement in the early 
phase of primary aldosteronism. The electrocardio¬ 
grams showed changes compatible with hypopotas- 
semia. The electroencephalogram and the electromyo¬ 
gram were normal. The patient was readmitted to the 
hospital in January, 1955, and in October, 1955. The 
endogenous creatinine clearance was found to be de¬ 
creased, and the patient’s ability to concentrate the 
urine was reduced. The urinary sediment contained 
both hyaline and granular casts. 

Tomography, after presacral oxygen insufflation, 
failed to show a tumor. Facilities for assaying aldoste¬ 
rone in blood or urine were not available. An estima¬ 
tion of sodium and potassium diuresis, therefore, was 
performed before and during the administration of 
cortisone and corticotropin (ACTH) in the course of 
3 subsequent 4-day periods. The patient was placed 
on an ordinary hospital diet during the entire period 


with a supplement of 15 gm. of potassium citrate. Dur¬ 
ing the 1st 4-day period she did not receive cortisone 
or corticotropin, during the 2nd period she was given 
100 mg. of cortisone daily, and during the 3rd period 
she received 50 mg. of corticotropin intramuscularly 
daily. The average daily excretion of potassium was 
181.4 mEq. in the 1st period, 150 mEq. in the 2nd, 
and 156 mEq. in the 3rd. This paradoxical effect of 
exogenous cortisone and corticotropin, which had 
previously been described by Conn and by other work¬ 
ers, was regarded as indirect evidence for the existence 
of an aldosterone-secreting tumor. The patient was 
operated on. The left adrenal was first explored and a 
tumor was found and removed. Microscopic examina¬ 
tion of the specimen showed a well-encapsulated 
adrenal cortical adenoma. Removal of the tumor in¬ 
duced a prompt clinical remission. 

Report on Experiences with Total Gastric Resection. 
K. L. Schober. Beitr. klin. Chir. 193:187-208 (No. 2) 
1956 (In German) [Munich, Germany]. 

Reviewing observations on 180 patients with car¬ 
cinoma of the stomach observed at the Martin Luther 
University in Halle-Wittenberg during the 3 years 
from 1952 to 1954, inclusive, Schober comments on the 
diagnosis of gastric cancer and discusses literature re¬ 
ports on' the advisability of total gastrectomy versus 
partial resection. He does not advocate total gastrec¬ 
tomy in principle but prefers partial resection of the 
stomach in noninfiltrating and in small and circum¬ 
scribed tumors. Eighty-three of tire 180 patients either 
were not operated on or proved inoperable during 
exploratory laparotomy, and in 11 others only a gastro¬ 
enterostomy was made. Thus there were only 86 
(47.7%) in whom eradication of the cancer could be 
attempted. In 46 (25.5%) a total resection was neces¬ 
sary, and in 40 (22.2%) a partial resection could be 
carried out. Only 1 of all the patients who proved 
either inoperable or only suitable for palliative treat¬ 
ment survived longer than 1 year. The operative mor¬ 
tality was 29.5% in those undergoing partial resection 
and 47.8% in those subjected to total resection. The 
mortality rates during the first year after the operation 
for these two groups were 15.9 and 21.7% respectively. 
The patients were observed too recently to permit a 
reliable estimation of long-term survival. Since the 
operative mortality as well as the early and late re¬ 
sults of total resection are less favorable than those of 
partial resection, the author rejects total gastrectomy 
as the routine treatment for gastric cancer. 

Total resection was carried out mostly in patients 
with carcinoma of the corpus of the stomach, rarely 
in patients with juxtacardial cancers or in generalized 
cancer of the stomach, and in only 6 patients with 
cancers near the antrum, because of involvement of 
the lymph nodes in the region of the cardia and of 
the root of the left gastric artery. The abdominal and 
the abdominothoracic approaches were employed with 
about equal frequency, but the mortality was higher 
in operations with the 2-cavity approach. At first the 
abdominothoracic, approach was used more frequently. 
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hut then it was realized that the disadvantages out¬ 
weighed the more favorable suture conditions. Ex¬ 
tension of the operation by the en-bloc resection of 
neighboring organs resulted in a considerable increase 
in surgical mortality, usually as the result of circula¬ 
tory failure. The method of anastomosis seemed to 
play no part in the surgical mortality rate. The author 
suggests his technique of csophagojejunostomy to 
eliminate the threat of suture insufficiency. 

Carcinoid Tumors of the Duodenum: A Review of the 
Literature and a Report of Two Cases. Z. B. Barnes 
and J. M. Young. Surgery 40:922-929 (Nov.) 1956 
[St. Louis]. 

The authors describe two cases of carcinoid tumor 
of the duodenum in a 60-year-old man and in a 56- 
year-old man. Symptoms of gastrointestinal bleeding, 
such as tarry stools and hard black feces in the rectum 
associated with a fall of hemoglobin and decreased 
erythrocyte sedimentation rate, were observed in the 
older patient. There was no evidence that the duo¬ 
denal diverticulum had ever been involved by an in¬ 
flammatory process, and surgical exploration revealed 
no other possible source of hemorrhage. Although 
there was no active ulceration of the mucosa, the 
mucosa overlying a tumor mass just distal to the 
pylorus was quite thin with scarring underneath and 
it was very likely that the bleeding had occurred from 
this site. Microscopic examination revealed a small 
tumor lying within the submucosa of the duodenum. 
The tumor was composed of nests of small cells that 
were regular in size and shape and contained small, 
ovoid basophilic nuclei of uniform size. The histolog¬ 
ical appearance was typical of a carcinoid tumor. 
There was no evidence of lymphatic invasion or ex¬ 
tension of the tumor into the muscularis. The younger 
patient was admitted to the hospital with the diagnosis 
of squamous cell carcinoma of the right paranasal 
sinuses. He was given x-ray therapy and died 5 months 
later. Autopsy revealed carcinoma of the nasopharynx 
with involvement of the right maxillary and sphenoid 
sinuses and 2 small carcinoid tumors of the first por¬ 
tion of the duodenum. These lesions were asympto¬ 
matic, and there was no evidence of metastasis. 

Twenty-six cases of carcinoid tumor of the duo¬ 
denum were collected from the literature. The tumors 
were symptomatic in 12 patients, and the remaining 
tumors were detected incidentally. Most of the pa¬ 
tients with symptomatic tumors had a history of 
vomiting, upper abdominal pain, jaundice, or diar¬ 
rhea. None had gastrointestinal bleeding. 

The diagnosis of the type of duodenal tumor can 
he made only by surgical exploration and pathological 
study of die lesion. Ten of the 12 patients with symp¬ 
toms underwent surgical exploration with excision of 
the tumor. There was no evidence of recurrence or 
metastases in 6. Carcinoid tumors of the duodenum 
may metastasize, although the patient may live for 
many years with metastases. Adequate excision of tire 
primary tumor and removal of all the metastatic 
lesions possible would seem to give a hope of cure 
and of long-term palliation. 


GYNECOLOGY & OBSTETRICS 

Diabetes and Pregnancy: Perinatal Infant Mortality 
on Treatment with Control of Diabetes and Conserva¬ 
tive Obstetric Management. J. Pedersen. Nord. nred. 
56:1367-1371 (Sept. 20) 1956 (In Danish) [Stockholm, 
Sweden]. 

In tire treatment of pregnant diabetics the main 
factors are treatment and control by a few physicians, 
as complete compensation of tire diabetes as possible, 
and hospitalization for a longer time. The careful 
supervision of the patients reduces the infant mor¬ 
tality because complications are prevented or treated 
at an early stage. It results in a marked reduction of 
precoma and of weight increase and hydramnios, and 
toxemia is less serious. The infant bom after long¬ 
term treatment of the diabetic mother is more normal, 
has a higher blood sugar level, is probably smaller, 
and tolerates delivery better than the infant born after 
short-term treatment. The effect appears to be due 
either to the low maternal blood sugar level or to un¬ 
known factors that are favorably influenced by the 
strict diabetes compensation through a longer time. 
The treatment may be characterized as prophylactic. 
Both the mother’s and the infant’s metabolism become 
less pathological. Of 142 infants born from 1946 to 

1955 after long-term treatment of the diabetic mother, 
16, or 11%, died;- of the 144 infants born during the 
same period after short-term treatment of the mother, 
47, or 33%, died. 

The Clinical Picture of Partial Postpartal Insufficiency 
of the Anterior Pituitary. J. Florian and A. Wiirterle. 
Miinchen. med. Wchnschr. 98:1313-1317 (Sept. 28) 

1956 (In German) [Munich, Germany], 

There has been a tendency to identify insufficiency 
of the anterior pituitary with Simmond’s cachexia, but 
tire authors show that cachexia is not an essential, but 
rather a very rare, symptom of anterior pituitary in¬ 
sufficiency. The clinical symptomatology of insuffi¬ 
ciency of the anterior pituitary is dominated by the 
secondary insufficiencies of the peripheral endocrine 
organs, the thyroid, the adrenal cortex, and the 
gonads. The partial or complete failure of the output 
of the tropic hormones by the anterior pituitary leads 
to atrophy of the endocrine target organs, the degree 
of atrophy differing from case to case and with it the 
clinical picture. Thus if thyreotropic deficiency pre¬ 
dominates, the resulting thyroid insufficiency leads to 
a predominance of myxedematous signs, as demon¬ 
strated especially by Sheehan and Schiipbach. The 
authors observed 5 women who presented the signs of 
a partial insufficiency of the anterior pituitary after 
deliver)', and the histories of 3 of these women are 
presented. All 3 had had severe hemorrhages during 
delivery. In the 1st patient, premature aging was 
especially pronounced. The history of the 2nd patient 
was noteworthy because considerable improvement 
became evident during a subsequent pregnancy. The 
authors suggest that this improvement may have been 
due to the fact that the pituitary remnants, still cap¬ 
able of function, were reactivated by the physiological 
hypertropy induced by pregnancy. The 3rd woman 
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had myxedematous symptoms and rheumatoid com¬ 
plaints of the kind characteristic of ovarioprival 
athropathy. The patients were treated with predni¬ 
sone, with a preparation of the anterior pituitary, with 
DCA, and with a testosterone preparation. Consider¬ 
able improvement resulted, especially an increase in 
^weight. The patient who had a greatly reduced basal 
metabolism rate was treated with desiccated thyroid, 
and the metabolic rate increased considerably. 

Sex Determination from Morphology of Cell Nuclei 
in the Placenta. A. Bohle and H. A. Hienz. Klin. 
Wchnschr. 34:981-985 (Sept. 15) 1956 (In German) 
[Berlin, Germany]. 

The studies reported are concerned with the ques¬ 
tion whether the sex of the child can be determined 
from the placenta. That the cell nuclei of various spe¬ 
cies have a distinctive morphology according to the 
sex was first demonstrated by Barr and Bertram in 
1949 on the ganglion cells of cats. Their observation 
that the nuclei of females contain a special mass of 
chromatin, the so-called sex chromatin, was later 
demonstrated also in various tissues from human be¬ 
ings and was utilized for chromosomal sex determina¬ 
tion, particularly in hermaphrodites and pseudoherma¬ 
phrodites. The authors obtained from the placentas of 
50 infants, born at term, a specimen measuring 2 by 
3 by 0.5 cm. These specimens were fixed, stained, and 
sectioned, and then examined for the sex chromatin. 
The sex of the child was always correctly identified 
by studying the cell nuclei of the connective tissue and 
endothelium of the placental villi. 

This chromosomal sex determination on the placenta 
makes it possible to determine the true sex of an infant 
with genital deformities without interventions on the 
child. The possibility of determining the chromosomal 
sex from the placenta has another important applica¬ 
tion. It is widely accepted that about one-third of ova 
that have become implanted terminate in abortions 
and that the abortion rate is especially high for boys. 
The implantation ratio of boy pregnancies to girl preg¬ 
nancies has been estimated at 160 to 100, or at 146 to 
100. It is hoped that more exact information on this 
ratio might now be obtainable from studies on the 
chromosomal sex of placentas. 


PEDIATRICS 

Prednisone Therapy of Acute Lymphatic Leukemia in 
Children. C. B. Hyman and P. Sturgeon. Cancer 9:965- 
970 (Sept.-Oct.) 1956 [Philadelphia]. 

Since May, 1955, the authors have used prednisone 
in the treatment of 21 children with acute lymphatic 
leukemia, whose ages at the time of diagnosis ranged 
from 5 months to 10 years. The diagnosis was con¬ 
firmed in each case by bone-marrow aspiration. Pred¬ 
nisone therapy was instituted 14 to 300 days after the 
known onset of the disease. Eight of the patients re¬ 
ceived prednisone as their initial antileukemic agent; 
before this they had required no treatment or were 
maintained by blood transfusions alone. Nine patients 
previously had received 1 or 2 courses of 6-mercapto- 


purine; 3 had received both 6-mercaptopurine and 
cortisone; and 1 had been treated with 6-mercapto¬ 
purine, cortisone, and amethopterin. The 21 chil¬ 
dren received 27 courses of prednisone therapy, 
and 18 of the 27 courses were followed by complete 
or partial remission. A definite change, clinical or 
hematological, occurred in the patients who responded 
1 to 24 days after the onset of therapy. Remissions 
lasted from 19 to 107 days; the median duration was 
53 days. Six of tire children are currently in remission. 
Because of the lack of a control group, the data pre¬ 
sented cannot be used to compare the relative values 
of prednisone and cortisone in the management of 
acute lymphatic leukemia in children. However, as 
the majority of the actions of prednisone and cortisone 
in a variety of other conditions are qualitatively simi¬ 
lar, it is not unreasonable to expect one to be as effec¬ 
tive as the other in the treatment of children with 
acute lymphatic leukemia. One investigator who used 
cortisone obtained a therapeutic response in about 
the same percentage of children with lymphoblastic 
leukemia. 

Treatment of Whooping Cough and Its Complica¬ 
tions with Tetracycline. K. Menzel Miinchen. med. 
Wchnschr. 98:1471-1475 (Oct. 26) 1956 (In German) 
[Munich, Germany]. 

Tetracycline (achromycin) was given to 121 children 
with whooping cough, the majority of whom received 
ambulatory treatment. Fifty-eight of the children were 
less than 2 years of age, 50 were between 2 and 5 
years old, and the other 13 were over 5 years old. 
Tetracycline influenced the course of the whooping 
cough favorably in 98 of the 121 children, the effect 
being “very good” in 57 and “satisfactory” in 41. In 
classifying patients into groups according to the se¬ 
verity of the disease, it was found that the percentage 
of failures with tetracycline therapy was lowest in the 
mild cases, but the effects obtained in this group do 
not prove the value of any treatment, because there 
is always a doubt in these mild forms whether the 
course might perhaps have been the same without 
antibiotic treatment. If these mild cases are excluded 
it appears that treatment with tetracycline is the more 
indicated the more severe is the whooping cough, par¬ 
ticularly if pulmonary complications exist. 

While experiences with tetracycline revealed little 
new information about the use of antibiotics in whoop¬ 
ing cough, it is emphasized that the favorable results 
were obtained with relatively small doses and without 
secondary effects. The use of tetracycline is indicated 
in whooping cough especially in the presence of com¬ 
plications and in infants. 

Unexpected Death in Early Life. J. B. Arey and J. 
Sotos. J. Pediat. 49:523-539 (Nov.) 1956 [St. Louis]. 

Of 18,366 infants and children who were admitted 
to St. Christopher’s Hospital for Children in Phila¬ 
delphia between 1949 and 1954, 33 were dead at the 
time of arrival, 10 died in the outpatient department, 
and 71 died within 24 hours after admission. Seventy- 
six of the 114 patients died during the first year of 
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life, 18 were between the ages of 1 and 2 years, and 
only 20 were older than 2 years. There were only 10 
in whom death could be considered as having oc¬ 
curred suddenly and unexpectedly in a previously 
healthy infant. 

Autopsy was performed in 103 of the 114 patients, 
and the cause of death was determined in 85. Infec¬ 
tions were the leading cause of death, being respon¬ 
sible for the deaths of 42 of 85 patients. Minor 
infections, such as otitis media or minimal pneumonic 
processes, were not considered an adequate explana¬ 
tion of death. Emphasis is laid on the importance of 
obtaining postmortem cultures of the blood of in¬ 
fants who die suddenly and unexpectedly, and the 
significance of the presence of different types of 
micro-organisms in postmortem cultures of the blood 
is discussed. Congenital malformations, involving es¬ 
pecially the heart, were responsible for the death of 
IS and miscellaneous conditions for that of the remain¬ 
ing 25 of the 85 patients. In 10 of the 18 patients the 
presence of a congenital malformation had been 
recognized for some time before death. 

Mild cellular infiltrates in the interalveolar septums 
were not included as a cause of death, nor was aspira¬ 
tion of gastric contents into the trachea. There was no 
evidence that any of the infants died as a result of 
suffocation. Since most of the deaths in early life are 
preceded by an illness of at least a few days’ duration, 
a normal or relatively large thymus is the exception 
rather than the rule in any routine postmortem series. 
There is no conclusive evidence that the thymus per 
se is in any way responsible for these deaths, and the 
term “status thymicolymphaticus” might better be 
omitted from medical writings. 


OPHTHALMOLOGY 

Rctrolcntal Fibroplasia: Cooperative Study of Retro- 
lcntal Fibroplasia and the Use of Oxygen. V. E. Kin¬ 
sey. A. M. A. Arch. Ophth. 50:482-543 (Oct.) 1956 
[Chicago], 

A clinical study with regard to the question of 
whether oxygen was a causative agent in the develop¬ 
ment of retrolental fibroplasia, and at the same time 
to determine what effect restricting oxygen might 
have on infant mortality, was carried out in 786 pre¬ 
mature infants who were born in or brought to the 
nurseries of 18 cooperative hospitals in various cities 
of the United States east of the Mississippi River be¬ 
tween July 1, 1953, and June 30, 1954. The infants 
weighed 1,500 gm. or less at birth and survived 48 
hours, at which time they were admitted to the study. 
Of these infants, 586 were followed up for a minimum 
of 2% months and represented the study population so 
far as retrolental fibroplasia was concerned. 

Of die factors considered, such as multiplicity of 
birth, health status of the infant, concentration of oxy¬ 
gen employed, duration of exposure to oxygen, gesta¬ 
tional age, birth weight, sex, race, and type of incu¬ 
bator used, the controlled study of these infants has 
shown that the length of time the premature infant is 
kept in an oxygen-enriched environment is the impor¬ 
tant factor in the production of retrolental fibroplasia. 


Limiting the time in oxygen to that deemed necessary 
to meet a frank clinical emergency has been shown to 
be without effect on the survival rate of the premature 
infant. For all practical purposes there is no concen¬ 
tration of oxygen in excess of that in the air that is 
not associated with the risk of developing retrolental 
fibroplasia. Infants of multiple birth appear to be sig¬ 
nificantly more susceptible to retrolental fibroplasia 
than infants of single birth. The rate of withdrawal 
from oxygen does not appear to play a primary role 
in the pathogenesis of retrolental fibroplasia. 

The length of time a premature infant, particularly 
an infant of multiple birth, is kept in an environment 
containing oxygen in concentration in excess of that of 
air should be kept to the absolute minimum consistent 
with the clinical indications of anoxia. When oxygen 
therapy is clearly required, it should be prescribed on 
an hourly basis, and the concentration should be as 
low as possible. 

Herpes Ophthalmicus. T. N. Fison. Lancet 2:819-820 
(Oct. 20) 1956 [London, England]. 

The history of a 76-year-old man is reported in whom 
5 days after the onset of shooting pains over tire left 
side of the scalp herpetiform vesicles appeared on the 
left forehead, scalp, and left side of the nose; 2 days 
later this was followed by severe conjunctivitis of the 
left eye. Several days later there appeared a profuse 
eruption of small vesicles on trunk and limbs, which 
healed in about 4 weeks leaving depressed brown pig¬ 
mented scars. The eye lesion developed into keratitis, 
ulceration, and hypopyon a few days after the eruption 
had appeared on trunk and limbs. In the course of 
several months the corneal ulcer perforated, and this 
was followed by panophthalmitis. Considerable her¬ 
petic neuralgia developed. 

About 17 months after the onset of the lesion, the 
scalp skin is still thin and atrophic and breaks down 
readily into shallow ulcers. Stabbing pains are experi¬ 
enced over the scalp with a constant sensation of 
“stinging ants” beneath the skin of the left orbit. There 
is residual brown pigmentation on the trunk and limbs, 
corresponding to the distribution of the rash. The left 
eye is completely blind. The generalized rash in this 
patient was either herpes zoster or varicella. The sub¬ 
sequent deeply depressed brown scars were unlike the 
usual slightly depressed white scars of varicella. The 
generalized rash was probably caused by viremia. It 
has been suggested that tire virus of herpes zoster may 
have both neurotropic and dermatotropic properties. 
There is still doubt whether herpes zoster can be dis¬ 
seminated or whether such cases are a combination of 
herpes zoster and varicella. 

Erythromycin in the Treatment of Trachoma. M. Con- 
stantinovits. Klin. Monatsbl. Augenh. 129:343-348 
(No. 3) 1956 (In German) [Stuttgart, Germany]. 

Constantinovits used a 0.25% erythromycin oint¬ 
ment in the treatment of 57 patients with trachoma. 
The ointment was introduced into tire conjunctival 
sac, at first 3 times a day but later once a day. Irrita¬ 
tion, hypersensitivity, or other undesirable secondary 
effects were not observed. In order to compare the 



78 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., January 5, 1957 


efficacy of erythromycin with that of oxytetracycline 
(Terramycin), this latter ointment was used in 1 eye 
in 22 of the 57 patients. Erythromycin was not used 
orally, because other observers had not found this 
mode of administration superior to local use, and the 
author was chiefly interested in the local efficacy of 
erythromycin. The conjunctiva of patients with tra¬ 
choma became sterile after 3 days of local administra¬ 
tion of erythromycin; furthermore, follicle formation 
and papillary hypertrophy gradually subsided. Treat¬ 
ment was continued for an average of 27 days. Favor¬ 
able therapeutic results were obtained also in the 
presence of pannus. The number of recurrences has 
greatly decreased since oxytetracycline (Terramycin) 
and erythromycin were introduced in the treatment 
of trachoma. 


OTOLARYNGOLOGY 

Vitamin A Therapy in Atrophic Nasopharyngitis and 
Rhinitis. R. B. Duncan. New Zealand M. J. 55:322-324 
(Aug.) 1956 [Wellington, New Zealand]. 

Duncan used vitamin A in 10 of 20 patients with 
atrophic rhinitis and in 10 of 29 patients with naso¬ 
pharyngitis. Prepalin, a preparation containing 100,000 
units of vitamin A in 1 cc. of an oily vehicle, was given 
by intramuscular injection. A course of treatment 
consisted of six injections at weekly intervals. Tablets 
containing 50,000 units of vitamin A were available 
for oral administration, two tablets daily being given 
for 20 days. Patients were treated by injection when 
possible, as the treatment with tablets was disappoint¬ 
ing. Some who had failed to respond to tablets later 
responded to injections of vitamin A. 

Two patients who received tablets only reported 
slight help. Of the 18 patients who received injections 
all but one noticed improvement. Fourteen patients 
had great relief. Four noticed improvement in sense 
of smell, and it returned in three cases after intervals 
of 20 years, 12 years, and eight years. The insidious 
advance of atrophic rhinitis seems to be halted by 
vitamin A therapy, but maintenance therapy or a 
repeated course of treatment may prove necessary. 
Crusting may not entirely disappear under treatment, 
but the feeling of well-being in the nose is more 
important in the patient’s estimation. The patients 
with nasopharyngitis received more relief than those 
with atrophic rhinitis. It is suggested that living at 
high altitudes or in very frosty areas of New Zealand 
may be conducive to atrophic changes in the upper 
respiratory mucosa. 

A “Lump” in the Throat. C. P. Mills. J. Laryng. & 
Otol. 70:530-534 (Sept.) 1956 [London, England]. 

The author shows by analysis of 10 patients how 
commonly a “lump” in the throat is associated with 
sinusitis. The “lump” was variously described as a 
lump sticking in the throat or the sensation of having 
something to swallow. It was usually located to one 
side over the thyroid or cricoid cartilages. Symptoms 
had been present from five days to many years. The 


lump does not move, although it may be relieved 
during deglutition and on occasion made worse by 
drinking hot liquids. Seven patients complained of 
catarrh, postnasal discharge, or nasal obstruction but 
did not associate these symptoms with the lump. 
There was never any dyspnea or dysphagia. Indirect 
laryngoscopy showed no abnormality in any case. 
X-ray examination of the sinuses indicated infection 
in one or both antrums in every case. Treatment 
should aim at the cure of the sinusitis that is responsi¬ 
ble for the postnasal discharge, and the fears of the 
patient should be allayed. An antral lavage was per¬ 
formed in each patient. In four, no pus was obtained 
at washout; these were considered to have mucosal 
thickening only and were treated with ultra-short¬ 
wave therapy to both antrums twice a week for six 
weeks. Of the six patients with pus present at the 
first washout, four, in whom the infection was mini¬ 
mal, were treated by repeated antral lavage until a 
clean wash was obtained, and then they were given 
a six weeks’ course of ultra-short-wave therapy. One 
of the two with severe infection was subjected to an 
intranasal antrostomy and the other to a Caldwell-Luc 
operation. 

The “lump” in patients with chronic sinusitis is 
probably composed of thick tenacious mucopus that 
has tracked down the nasopharynx into one or other 
of the pyriform fossae. There is always a feeling of 
having something to swallow; this something does 
not move because it is sticky, disappearing only dur¬ 
ing deglutition, when food carries it down the esoph¬ 
agus. Anxiety neurosis, although true for some, should 
not be the diagnosis in the majority of patients 
complaining of a “lump” in the throat. A history of 
persistent nasal obstruction and discharge if not 
volunteered should be asked for; the patient should 
also be questioned as to the position of the lump, and 
also the effect on it of swallowing food and liquids. 
Apart from the routine ear, nose, and throat examina¬ 
tions, including indirect laryngoscopy and transillumi¬ 
nation or roentgen examination (or both) of the para¬ 
nasal sinuses should be performed. 


THERAPEUTICS 

Combination in a Single Medicament of Anti-Inflam¬ 
matory and Antituberculous Chemotherapy (Clinical 
and Therapeutic Study). M. Pestel and A. Ravina. 
Presse med. .64:1577-1579 (Sept. 29) 1956 (In French) 
[Paris, France]. 

Excellent results have been obtained in patients 
with erythema nodosum, primary tuberculous infec¬ 
tions, and serofibrinous pleurisy by the use of a 
medicament containing equal parts of isoniazid and 
phenylbutazone. This combination of an antituber¬ 
culous drug with one that is anti-inflammatory was 
suggested by the remarkably beneficial effect of daily 
intramuscular injections of irgapyrine in a patient 
with severe pleurisy. The patient’s temperature, which 
for three weeks had oscillated between 39 and 40 C 
(102.2 and 104 F), fell below 37 C (98.6 F) within 48 
hours; his general condition improved; and he made 
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a complete recovery. This experience, followed by 
others of a similar nature, led to the routine use of 
anti-inflammatory drugs in association with specific 
antituberculous therapy in all patients with pleural, 
pulmonary, and extrnpulmonary tuberculosis accom¬ 
panied by effusions or nonspecific perifocal inflam- 
niatorv manifestations. Irgapyrine was used at first, 
hut later it became hard to get and phenylbutazone 
was substituted with an equally good effect as shown 
bv a drop in temperature, relief of functional symp¬ 
toms, analgesia, and increased well-being. The action 
of phenylbutazone, however, is chiefly symptomatic, 
and it must therefore be reinforced by specific therapy. 

A desire to simplify the treatment finally led to the 
combination of tlic two drugs in a single preparation 
(not yet commercially available) containing 100 mg. 
each of phenylbutazone and isoniazid. The tablets 
are to be taken shortly before meals. Women are 
given three tablets (300 mg. of each drug) daily and 
men are given four; suppositories containing 150 mg. 
of each drug arc used in some cases, at the rate of 
two a day. Tolerance for the preparation is excellent. 
Pleurisy and serous effusions respond well to this 

7" combined treatment, which resembles hormone ther¬ 
apy in its effects, but these conditions are not the only 
ones in which it is indicated. Studies relating to its 
use in other forms of tuberculosis are now under way 
and will be reported in the near future. 

The Effects of Rcscrpinc on Hypertensive Patients 
Over a Period of Two Years. R. Hodgkinson. Brit. 
Heart J. 18:523-528 (Oct.) 1956 [London, England]. 

Thirty-five hypertensive patients were chosen for 
this study of the effects of prolonged treatment with 
reserpine. One patient had to be excluded from the 
analysis of results, as treatment had to he discontinued 
after 12 weeks of therapy owing to the development of 
a state of extreme depression. Reserpine in a dose of 1 
to 2 mg. per day was given to the other 34 patients for 
a period of 12 to 18 months. The average reduction in 
the blood pressure following reseprine administration 
for all 34 patients was 18 mm. Hg in the systolic and 
15 mm. in the diastolic. Approximately 40% of the 
patients showed a reduction of 20 mm. Hg or over in 
the systolic and diastolic pressures. These findings 
agree substantially with those of other workers. No 
tolerance to the hypotensive effect of reserpine was 
noted over a period of 12 to 18 months. Side-effects 
such as lack of initiative and tiredness may make 
reserpine unsuitable for indefinite administration in 
some patients. The physician must watch for the pos¬ 
sible development of depression or other mental dis¬ 
turbances. 

, Long-Term Chemotherapy in Chronic Bronchitis. ]. 

/ Robert May and N. C. Oswald. Lancet 2:814-819 
(Oct. 20) 1956 [London, England]. 

Observations are presented on 37 patients, all of 
whom had advanced chronic bronchitis and attended 
the bronchitis clinic of a London hospital. The group 
included 36 men and 6 women, ranging in age from 
36 to 72 years. All had active infection indicated by 


pus in the sputum. During 6 months of the winter of 
1954-1955, 14 of the patients made daily observations 
on the volume and purulence of their sputum. Bacteri¬ 
ological examination of the sputum of these patients 
showed that Hemophilus influenzae was present per¬ 
sistently in every case. Treatment during these 6 
months was entirely symptomatic, antibiotics being 
given only in short courses for acute exacerbations. 
For 6 months during the winter of 1955-1956 these 14 
patients, together with the other 23 in the series, were 
given continuous chemotherapy. Because of the risk 
of causing blood dyscrasias, chloramphenicol was not 
used. Previous experience with chlortetracycline in 
bronchitis had not been encouraging, so the antibiotics 
used in the investigation were limited to oxytetra- 
cycline and tetracycline. 

The 14 patients observed during both winters are 
designated as the “controlled group.” Four of the 14 
patients could not tolerate a large enough dose of 
either drug, and 1 patient was unchanged at the end 
of 6 months’ treatment with oxytetracycline. The re¬ 
sponses of the remaining 9 patients were all judged 
to be good. With 1 exception the daily volume of the 
sputum was reduced, and in every' case the pus was 
either eliminated or much diminished. The number of 
attacks of acute bronchitis was reduced in 7 patients. 
All 9 stated that the tablets had given them the best 
winter for years. Of the 23 patients without a control 
period, one had to stop treatment because of diarrhea 
and 7 others could take only minimal doses for the 
same reason, but in 3 of these the bronchitis im¬ 
proved, nevertheless. Ten of the 15 patients who had 
no side-effects from the antibiotics were enthusiastic 
about the effect of the treatment on their general 
health. Their sputum decreased in volume and puru¬ 
lence, and they lost less time from work. The purulence 
of the sputum was reduced also in 4 of the other 5 
patients, but none of the 5 were impressed with the 
treatment. In view of the fact that 22 of 37 patients 
benefited from the treatment, the authors conclude 
that this treatment seems to be valuable in preserving 
reasonable health in the later stages of purulent chronic 
bronchitis. About a quarter of the patients were carriers 
of antibiotic-resistant coagulase-positxve staphylococci 
at tlie end of the trial. 

Lupus Vulgaris Treated with Isoniazich Present Status 
of the Disease. B. Russell and N. A. Thorne. Lancet 
2:S0S-813 (Oct. 20) 1956 [London, England], 

Bussell and Thorne treated 111 patients with lupus 
v.ulgaris with isoniazid. Improvement took place in all 
of the 103 patients who completed the course of treat¬ 
ment, and in 99 of them the lesions were clinically 
cleared. In 3 of the others they have since cleared with 
other treatment, while the 4th patient has refused local 
treatments. Tlie 99 patients whose lesions cleared have 
been followed for 6 to 24 months after the completion 
of their courses. Relapses (with solitary or grouped 
nodules) occurred in 11, in whom the average length 
of treatment was 32 weeks and the average total dos¬ 
age of isoniazid was 79.5 gm. In the 88 patients who 
did not experience a relapse, the average length of 
treatment was 46 weeks and the average total dosage 
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10S.5 gm. The lesions of 9 of the 11 patients in whom 
relapse resulted cleared up in response to various 
other treatments; the 2 others are improving on a 2nd 
course of isoniazid. 

In adults it is advisable to give isoniazid in a dose 
of 300 mg. a day up to at least 3 months after clinical 
clearance. This usually entails treatment for a year 
with a total dosage of about 110 gm., but in selected 
cases a total of 150 gm. may be thought necessary. A 
daily dose of 400 mg. has not brought about earlier 
clinical clearance. The incidence of new cases of lupus 
vulgaris at the London Hospital has fallen remarkably 
in the last few decades. This is attributed to cleaner 
milk, earlier recognition and improved treatment of 
pulmonary tuberculosis, and better nutrition and hous¬ 
ing. Although about 85% of the patients in this review 
.first developed lupus vulgaris before they were 26 
years of age, fewer than 10% of those now attending 
the lupus clinic for treatment or follow-up are under 
that age. Isoniazid proved effective in a case of tuber¬ 
culosis verrucosa cutis, 3 cases of scrofulodermia, and 
2 cases of erythema induratum, but improvement was 
not seen in a case of lupus miliaris disseminatus faciei. 

Fatal Marrow Aplasia After Treatment with Carbi- 
mazole. C. D. Burrell. Brit. M. J. 1:1456-1457 (June 
23) 1956 [London, England]. 

Treatment with carbimazole was started in August, 
1955, in a 47-year-old woman in preparation for thy¬ 
roidectomy for a recurrence of thyrotoxicosis. Between 
1943 and 1951 this woman had received several periods 
of antithyroid drug treatment, namely, thiouracil in 
1943 and methylthiouracil in 1946 and again for 21 
months in 1949/1951. Dermatitis had developed in 
1950 and had been treated with antihistamines. The 
dosage was 30 mg. of carbimazole daily, and she also 
received 0.1 mg. of 1-thyroxine a day and 30 mg. of 
phenobarbitone twice a day. Owing to an unfortunate 
oversight this medication was continued beyond her 
2 x h months’ visit, when she was judged euthyroid and 
ready for operation. Five months after the onset of 
carbimazole therapy, she first noticed a few spots on 
her chest, but did not bother to report them; 11 days 
later a definite rash appeared on her arms and legs, 
and bruises developed at the right elbow, wrist, and 
ankle, and on both thighs. She then stopped drug 
therapy, but she still did not report until her routine 
outpatient appointment 10 days later, when she was 
admitted at once. Sternal puncture showed an aplastic 
marrow. Chlortetracycline was started with a loading 
dose of 1 gm. followed by 500 mg. every 6 hours, to¬ 
gether with 15 mg. of prednisolone every 6 hours. 
One pint (570 ml.) of blood was transfused. By this 
time she had a temperature of 102 F (28.9 C) and had 
a sore throat. Despite slight temporary improvement, 
she died 5 days after admission. Postmortem examina¬ 
tion revealed extensive hemorrhages. The immediate 
cause of death was a massive hemorrhage into the 
right cerebral hemisphere. 

This case illustrates the importance of the patient’s 
early reporting of any toxic reactions. It also demon¬ 
strates the seriousness of the risk of hemorrhage in 
marrow aplasia. The incidence of serious depression 


of hemopoietic tissue is rare with carbimazole treat¬ 
ment, only one nonfatal case of agramlacytosis being 
observed in a survey of 1,046 cases. A review of previ¬ 
ous reports revealed 6 other cases of serious marrow 
depression, the present (7th) and 1 other being fatal. 

Clinical Evaluation of a New Triple Penicillin Salt 
in the Treatment of Acute Gonorrhea. G. W. Sleath 
and A. J. Nelson. Canad. J. Pub. Health 47:383-387 
(Sept.) 1956 [Toronto, Canada]. 

From Aug. 1, 1954, to June 30, 1955, all patients 
under investigation for gonorrhea and eligible for 
treatment under the Vancouver Clinic criteria re¬ 
ceived either one of two types of penicillin, namely, 
PAM, which is procaine penicillin G in oil with 2% 
aluminum monostearate, or BAP, the triple salt, which 
contains benzathine penicillin G, procaine penicillin 
G, and potassium penicillin. The dosage with both 
types of penicillin was 1.2 mega units, this dosage 
being selected on the basis of previous studies, which 
suggested that this was adequate to both cure gonor¬ 
rhea and abort concomitantly acquired syphilis. Pa¬ 
tients were encouraged to report for at least one 
test-of-cure. All apparent treatment failures were 
requestioned and reevaluated by two experienced 
clinicians in an attempt to exclude cases of reinfection. 
In terms of subsequent diagnosis only 470 of the 972 
patients investigated for gonorrhea were proved bac- 
teriologically to have had gonorrhea. There was no 
evidence of a significant difference between the cure 
rates for males and females for either drug. BAP had 
the major disadvantage of immediate local reaction 
at the injection site in over one-half of the patients 
so treated. PAM is preferable to BAP for the routine 
therapy of acute gonorrhea. 

Anaphylactic Penicillin Reactions. P. L. Nudelman. 
Northwest Med. 55:1074-1076 (Oct.) 1956 [Seattle]. 

The author describes his experience during an 
anaphylactic shock that resulted after he had been 
given 300,000 units of procaine penicillin intramus¬ 
cularly, he had received the same drug one month 
previously. Three additional cases of anaphylactic 
shock to penicillin obtained from records of tire Good 
Samaritan Hospital at Portland are reported. All four 
patients received the drug intramuscularly and went 
into profound shock shortly afterwards. There were 
no fatalities, although one of the patients had experi¬ 
enced the same reaction several years previously. On 
the basis of a survey made by the author, it appears 
impossible to obtain accurate statistics of the true 
incidence of penicillin anaphylactic reactions. Most 
cases are not reported and many are not recognized. 
A physician connected with a venereal disease clinic 
stated that during a period of several months in the 
spring of 1954 he saw four patients who had immedi¬ 
ate anaphylactic reactions to injected procaine peni¬ 
cillin. They stopped breathing .momentarily, were 
pulseless, and remained unconscious for a minute or 
two until an intramuscular injection of 0.25 ml. of 
epinephrine revived them. 



Vo!. J03, No. 1 


MEDICAL LITERATURE ABSTRACTS 


81 


The typical episode appears from a few seconds 
to from 10 to 15 minutes after an injection. The pa¬ 
tient complains of paraesthesias, nausea, and vomiting 
and becomes pale and cyanotic. His blood pressure 
falls, while his breathing becomes labored and shal¬ 
low. Unconsciousness may go on to coma, convulsions, 
and death from a few minutes to several hours later. 
Occasionally, infants have reacted without known 
prior administration. This has been explained as due 
to penicillin transmitted through the placental circu¬ 
lation or through the mother’s milk after birth. Adults 
may react without their knowledge of having received 
the drug. Death may result so rapidly that treatment 
cannot be given. The response to antihistamines, 
corticotropin (ACTI1), and cortisone after a reaction 
is difficult to evaluate. Aminophyllinc and epinephrine 
relax the constricted bronchi. Oxygen and plasma 
combat anoxemia and shock. Nor-epincphrine may be 
used to maintain effective blood pressure. Injection 
of penicillin into the arm, so that a tourniquet may be 
applied above the site, and the keeping of all patients 
in the office for at least 15 minutes after an injection 
should enable the physician to render prompt treat¬ 
ment in cases of a reaction. 

PATHOLOGY 

The Endocrine Significance of Hypophyseal Tumors 
in Man. A. B. Russfiekl, L. Reiner and H. Klaus. Am. 
J. Path. 32:1055-1071 (Sept.-Oct.) 1956 [Ann Arbor, 
Mich.]. 

The hypophyses of 7 acromegalic patients, 1 non¬ 
acromegalic woman who was 1S5 cm. tall (6 ft. 1 in.), 
and 19 patients with so-called chromophobe adenomas 
were studied histologically. Regardless of the presence 
or absence of acromegaly, the patients who had not 
received previous endocrine therapy had hypophysial 
tumors composed of weakly Schiff-positive amphophils 
rather than Schiff-negative acidophils or chromophobes. 
Administration of thyroid extract, sex hormones, or 
adrenal steroids tended to reduce cell size, to produce 
nuclear pyknosis, and to increase the proportion of 
acidophils and chromophobes. One patient with classic 
acromegaly had a nontumorous hypophysis of normal 
size in which the proportion of amphophils was in¬ 
creased. 

Review of clinical and anatomic data with respect 
to other endocrine glands suggested that gonadal or 
thyroid failure may have preceded the appearance of 
the hypophysial tumor in some patients. Adrenal 
hyperplasia was often found with both acromegaly and 
“chromophobe adenomas.” Parathyroid hyperplasia, 
hyperplasia of the islands of Langerhans, evidence of 
mammary and endometrial stimulation, and multiple 
extraendocrine tumors were frequently present in both 
groups of patients. Many patients in both groups had 
diabetes mellitus. Two hypotheses are advanced: first, 
that the amphophil cells may secrete growth hormone, 
corticotropin, thyrotropin, gonadotropin, and mam- 
motropin, although not necessarily simultaneously, 
and, second, that target organ edficiency may be in¬ 
volved in the pathogenesis of some hypophsial tumors 
in man. 


A Fatal Case of Glandular Fever. N. K. Shinton and 
G. F. Hawkins. Lancet 2:708-709 (Oct. 6) 1956 [Lon¬ 
don, England], 

The patient was a 17-year-old boy who had been in 
good health. The clinical picture of a tonsillar mem¬ 
brane resembling that of diphtheria in a patient with 
pyrexia, generalized enlargement of the lymph nodes, 
and splenomegaly strongly suggested glandular fever. 
This was confirmed by the presence of atypical mono¬ 
nuclear cells in films of the peripheral blood and by 
a strongly positive Paul-Bunnell test after the serum 
had been absorbed by guinea-pig kidney, a finding 
that is regarded as specific for glandular fever. More¬ 
over, there was a small epidemic of glandular fever 
at the time, and a boy aged 14, a friend of this patient, 
was also severely ill with the anginose type of gland¬ 
ular fever and had a similar membrane in his throat. 
There was no improvement after penicillin, strepto¬ 
mycin, or tetracycline therapy. The autopsy findings 
were unusual in the extent of necrosis found in the 
lymph nodes and other lymphoid tissue and spleen. 
The extent of tissues involved by infiltration with 
lymphocytes and atypical mononuclear cells demon¬ 
strates the pathological basis of the protean clinical 
picture. The cause of death must be assumed to be 
toxemia, the toxin arising either from an infecting 
organism or from a breakdown product of the tissue 
necrosis. 

Adrenal Adenomata in Elderly Diabetics. J. J. Daly. 
Lancet 2:710-711 (Oct 6) 1956 [London, England]. 

Thirty-one adrenal tumors were found in 789 autop¬ 
sies performed at the Royal Sheffield Hospital from 
1953 to 1955. All were benign and were situated in the 
normal cortical substance. The clinical notes disclosed 
that 6 of these patients (all of them women) had had 
diabetes mellitus. During the period of review 30 pa¬ 
tients with diabetes had died in the hospital, and 20 of 
these had come to autopsy. The 6 patients with adrenal 
tumors were elderly and obese. Their diabetes, so far 
as could be measured, was of short duration and mild, 
being controlled by diet alone or in combination with 
small doses of insulin. Evidence pointing to the part 
played by adrenal hormones in carbohydrate metabo- 
ism may suggest a causal relationship between dia¬ 
betes and adrenal adenomas. 


RADIOLOGY 

The Diagnostic Value of Roentgenologic Techniques 
in Chronic Constrictive Pericarditis. F. Morino. Mi¬ 
nerva med. 47:681-699 (Sept. 19) 1956 (In Italian) 
[Turin, Italy]. 

The author reports on the roentgenologic findings in 
16 patients with chronic constrictive pericarditis. The 
cardiac shadow was completely to the left in only 1; 
in the others it was located in the middle. The cardiac 
diameters were abnormal in all patients. The con¬ 
tours of the shadow were irregular and indefinite in 
all but 2 of the patients. Calcareous concretions were 
present in 25% of the patients. The respiratory func- 
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f'-'-i --f the lungs was almost normal in 1 patient only. 
• K , 1 ierd atrioventricular barrier with slow empty- 
: of the dilated atrial cavities was marked in 4 pa¬ 

rents. Thickening of the mediastinal pleuras was not 
nresent in any of the patients. Hepatomegaly was 
found in 8 patients. 

The Impact of Radioactive Iodine on Thyroid Surgery. 
F. F. Rundle. M. J. Australia 2:513-519 (Oct. 6) 1956 
[Sydney, Australia], 

The author reports his experiences with radioactive 
iodine (I 1 ’ 1 ) used in tracer doses for diagnostic pur¬ 
poses and in therapeutic doses in thyrotoxicosis and 
cancer of the thyroid in patients referred to the thyroid 
clinic of the Royal North Shore Hospital in Sydney, 
Australia. I lal uptake tests were performed on 177 of 
the 195 new thyroid patients who attended the clinic 
between March, 1955, and February, 1956; estimation 
of the basal metabolic rate was carried out in S3 pa¬ 
tients, hemoglobin estimation in 49, and fluoroscopic 
screening of the chest in 43. Thus, I 131 uptake tests 
were used more frequently than any other special aids 
to assessment. I 1 ** diagnostic tests provide a prompt 
and decisive method of separating the large and im¬ 
portant group of patients with anxiety state and in¬ 
cidental goiter from the much smaller group of 
patients with genuine thyrotoxicosis. They thus help 
to avoid unnecessary and harmful surgical interven¬ 
tion in the former group of patients, in whom estima¬ 
tions of the basal metabolic rate, though still useful 
in other cases, may lead the surgeon into error. I 131 
diagnostic tests aid in the detection of compensatory 
and frustration hyperplasias of the thyroid, pointing the 
way to nonsurgical treatment. Information of value to 
the surgeon is obtained by “scanning” the thyroid gland 
cont lining nodules, other tumors of dubious character 
in the neck, and sites of possible metastasis. If the laden 
shield 'ft ched to a scintillometer is tapered down to a 

>e 'perturc, only the r’d'oactivity emanating along a 
n ■ w a s from the body will be counted. 

Treatment with I 131 when compared with surgical 
tv' ducat his the great advantages that the anesthetic 
risk md the formation of scars are avoided and that 
the pnFo-t remains ambulatory. However, hyperthy¬ 
roidism follows use of I ,3 ‘ in 10% of the patients as 
comp red with 5% of those operated on. I 131 therapy 
is pplicable to less than 20% of the patients attending 
the thyroid clinic, so that here its impact is less signifi¬ 
cant. Its chief therapeutic role is in thyrotoxicosis, in 
which it has become a powerful competitor of opera¬ 
tion and antithyroid therapy. Fifty-four thyrotoxic pa¬ 
tients were treated with I 1: "; 34 responded fully to a 
single dose, 15 required 2 doses, and 5 required 3 
doses. The dose varied between 4 and 37 me., and the 
average final dose was 12.4 me. Three of 27 patients 
recently followed up more than 1 year after treatment 
required thyroid extract. The hazard of carcinogenesis 
from I’ 31 may have been overestimated, as no such 
case has yet been reported despite its use in more 
than 10,000 patients. Such therapy is indicated in “bad 
risk” patients past middle age. Otherwise, no rule of 
thumb is possible. Very large nodular toxic goiters in 
otherwise healthy persons may be more efficiently 
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dealt with surgically than by administration of I 131 . 
Large vascular toxic diffuse goiters may be more 
safely dealt with by I 131 therapy. The economic factor 
greatly favors I 131 therapy, but, because of the health 
hazard and the care required in handling therapeutic 
doses, these are best given in special centers. 

In cancer of the thyroid, I 131 therapy does not com¬ 
pete with surgical treatment. It is worth a trial in only 
about 12% of patients. Nevertheless, to the occasional 
patient with an irremovable mass in the neck and 
pulmonary or osseous metastases it gives miraculous 
benefit unobtainable by other methods. 

ANESTHESIA 

An Evaluation of Local and General Anaesthesia for 
Diagnostic Bronchoscopy. H. B. Fairley. Canad. An- 
aesthet. Soc. J. 3:366-377 (Oct.) 1956 [Toronto, Can¬ 
ada]. 

This paper is based on work carried out at the 
Brompton Hospital for Diseases of the Chest, London, 
on 275 diagnostic bronchoscopies; 145 of these pa¬ 
tients received local and the remainder general anes¬ 
thesia. Patients were given one or the other type of 
anesthetic solely on the grounds of surgeon’s prefer¬ 
ence; i. e., certain surgeons were in the habit of doing 
bronchoscopy with all patients under local, others 
were prepared to examine all patients under general 
anesthesia, subject to the anesthetist’s approval. It was 
decided that it would be unwise to do bronchoscopy 
of patients alternately under local and general anes¬ 
thesia, since it was noted that the bronchoscopist ac¬ 
customed to one type was not necessarily adept and 
happy with the other type. Thus, an acknowledged 
expert at passing a bronchoscope in a patient under 
local anesthesia with a “tight” pharynx was noticeably 
less dexterous when inserting the instrument through 
the lax oropharynx of the patient under general anes¬ 
thesia. It was considered sound to compare the results 
of several surgeons, each using the method with which 
he was most familiar. 

General anesthesia is preferred by a high percentage 
of patients and permits a quicker and easier examina¬ 
tion, with less trauma, than is the case with local anes¬ 
thesia. However, the present technique of general 
anesthesia with succinylcholine and thiopentone in¬ 
troduces several further complications. Many anes¬ 
thetists believe that there are few contraindications 
to general anesthesia, but in its present form it is un¬ 
suitable for those with myocardial ischemia, gross 
anemia, and empyemas with bronchopleural fistulas. 
Decompensated heart disease and orthopnea are fur¬ 
ther contraindications. Pregnancy is a possible contra¬ 
indication. Although 3 epileptic patients were given 
local anesthesia in this series without mishap, it is 
thought that these and the 1 psychiatric patient in¬ 
cluded should have been subjected to general anes¬ 
thesia. Local anesthesia is contraindicated for the 
patient who desires to be asleep and who has good 
cardiorespiratory' function. It is suggested that, while 
each case should be considered on its merits, general 
anesthesia will be the anesthesia of choice in the vast 
majority of cases. 
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BOOK REVIEWS 


The Nntiirc of Brucellosis. By Wesley W. Spink, M.D., D.Sc. 
Cloth. $8.Pp. -Ki t, with 50 illustrations. University of Minnesota 
Press, Minneapolis H; Oxford University Press, Amen House, 
Warwick Sq., London, E.C.4, England, 1950. 

This authoritatively written book is an example of 
what a monograph should be. The whole field of 
brucellosis is covered, from its recognition in Malta 
to the current methods of diagnosis, prevention, and 
treatment. The book contains 12 chapters, beginning 
with a discussion of the evolution of the concept of 
the disease as such; it goes on to consider the Brucella 
and its reservoirs, epidemiology, pathogenesis, clinical 
manifestations and complications, as well as diagnosis, 
therapy, and prophylaxis. The last chapter is entitled 
“What of the Future?" There are five appendixes: 
one of protocols of 24-1 cases studied at the University 
of Minnesota Hospitals by the author and his co¬ 
workers, one on the technique of the agglutination 
test, and the rest on reports of national committees. 
These are followed by an alphabetically arranged 
index of references, each with the number of the 
page on which the reference is made, and a subject 
index. The author made the best use of unique op¬ 
portunities in a region where brucellosis is of especial 
importance, in a university with a division of vet¬ 
erinary science and with a cooperative state board 
of health. He has skillfully woven the discoveries, 
observations, researches, and ideas of his own group 
with the findings and reports of others, and he gives 
credit to all concerned. The book is enhanced by 
photographs illustrating several important contribu¬ 
tions to knowledge in the field, but one regrets the 
absence of illustrations of the author’s own contri¬ 
butions, which modesty, no doubt, forbade. The text 
is remarkably free from typographical errors; the 
diagrams and charts are of professional quality; and 
the roentgenograms, photographs, photomicrographs, 
and colored plates are clear and to the point. This 
monograph should serve as an invaluable reference 
source for years to come. 

Modem Views on the Secretion of Urine. Edited by F. R. 
Winton, M.A., M.D., D.Sc., Professor of Pharmacology, Univer¬ 
sity College, London. Cushny memorial lectures. Cloth. S8.50. 
Pp. 292, with illustrations. Little, Brown & Company, 34 Beacon 
St., Boston 0; J. & A. Churchill, Ltd., 104 Gloucester PL, Portman 
Sq., London, W.l, England, 1956. 

So many excellent monographs and symposiums 
on the kidney have been published in recent years 
that it might seem superfluous to present another 
volume on the kidney to the medical public. Yet the 
quality of this new volume is so high that physicians 
interested in renology will welcome this addition to 
their libraries. This collection of 10 essays covers a 
wide range of topics in renal physiology and pathol¬ 
ogy. The essays originated in a series of lectures 
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delivered at University College, London, as a me¬ 
morial to Prof. A. R. Cushny, who, 40 years ago, 
published his classic monograph with the same title. 
The response of audiences at these lectures was so 
enthusiastic that their sponsor, Professor Winton, 
took the initiative in editing the lectures and in offer¬ 
ing them to the public in their present form. The 
titles and authors are (1) Standard Renal Clearances 
in Mammals by S. E. Dicker, (2) Tubular Absorption 
and Secretion by M. G. Eggleton, (3) Pressures and 
Flows in the Kidney by F. R. Winton, (4) The Process 
of Secretion by L. E. Bayliss, (5) Antidiuresis by 
M. Pickford, (6) Tim Adrenal Cortex and Renal 
Function by J. D. N. Nabarro, (7) Genetic Aspects of 
Tubular Function by H. Harris, (8) Metabolism and 
Function in First Two Days of Life by R. A. McCance 
and E. M. Widdowson, (9) Functional Aspects of 
Renal Failure by M. L. Rosenheim, and (10) Osmotic 
Diuresis in Acute Tubular Necrosis by G. M. Bull. 
These titles, considered together with the distin¬ 
guished reputations of the lecturers, suffice to indicate 
the scope and excellence of the collection. The article 
on genetic aspects of tubular function, a topic that 
does not ordinarily receive much attention in mono¬ 
graphs on the kidney, is of special interest. The 
clinically oriented renologist will find the review of 
renal failure exceptionally clear and comprehensive; 
likewise, the discussion of adrenal hormones by Na¬ 
barro provides a lucid short cut to a complicated 
field. Professor Bull's ingenious analysis of tubular 
necrosis by means of osmotic loading is also of clinical 
interest. The book as a whole is of general and last¬ 
ing reference value. It supplements Prof. H. W. 
Smith’s recent monographs with more diverse and 
perhaps more international perspectives. 

The Pathology and Surgery of the Veins of the Lower Limb. 
By Harold Dodd, Ch.M., F.R.C.S., Surgeon to St. Mary’s Hos¬ 
pital (London) Group and Royal London Homeopathic Hos¬ 
pital, London, and Frank B. Cockett, M.S., F.R.C.S., Surgeon to 
St. Thomas’s Hospital, London. With foreword by R. R. Linton, 
M.D., Assistant Clinical Professor of Surgery, Harvard Medical 
School, Boston. Cloth. S12.50. Pp. 462, with 313 illustrations. 
E. & S. Livingstone, Ltd., 16 and 17 Teviot PI., Edinburgh 1, 
Scotland; Williams & Wilkins Company, Mount Royal and Guil¬ 
ford Aves., Baltimore 2, 1956. 

In this book the subject is covered in a concise 
and accurate manner, and the approach is stimulat¬ 
ing. Chapter 3, dealing with the surgical anatomy of 
the veins of the leg, is presented in a succinct manner. 
Chapter 7, which discusses the treatment of varicose 
veins by injection, is also outstanding. The authors 
give four indications for treatment by sclerosing 
agents, all of which seem valid. The authors’ suc¬ 
cesses with injection therapy in superficial thrombo¬ 
phlebitis are fascinating. They combine the use of 
injections with ligation of the veins at the sapheno- 
femoral or saphenopopliteal junction. The results of 
ligation therapy, used by them since 1940 without 
mishap or regret, are interesting and encouraging. 
This book can be recommended to anyone interested 
in surgical treatment of the veins of the leg. 
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QUERIES AND MINOR NOTES 


INSPECTION OF SMALLPOX REVACCINATION 

To the Editor:— Is it important for the physician to 

inspect revaccination against smallpox? 

M.D., Illinois. 

Answer.— The importance of this procedure was 
not meant to be minimized when the vaccination 
certificates were being drawn up by the World Health 
Organization for inclusion in the International Sani¬ 
tary Regulations. In the discussion it was pointed out 
that the certificate is a statement of vaccination, not 
one of immunity. After all countries had an oppor¬ 
tunity to express their opinion and after a review of 
the recommendations from the Expert Committee on 
International Epidemiology Quarantine, it was voted 
that the result of the vaccination should be stated only 
in tlie case of primary vaccination and that reliance 
for positive results of revaccination should be placed 
on the potency of the vaccine and proper methods of 
insertion. It was decided that, in the case of primary 
vaccination, there would be a waiting period of eight 
days before the certificate would become valid. Actual 
evidence of immunity can only be determined by an 
inspection after vaccination, whether it be a primary 
vaccination or a revaccination. 

HEMATOSPERMIA 

To the Editor:— Please indicate causes and treatment 

of blood-tinged semen. m.D., New York. 

Answer.— Hematospermia may result from various 
lesions such as prostatitis with or without prostatic 
calculi, seminal vesiculitis, benign or malignant pros¬ 
tatic hypertrophy, polyps or neoplasms of the prostatic 
urethra, verumontanitis, covvperitis, and stone in the 
utricle. However, in the majority of cases, hemato¬ 
spermia is an evanescent symptom and is of no clinical 
importance. Careful digital-rectal examination of the 
prostate gland and seminal vesicles should be carried 
out in all patients complaining of hematospermia. Al¬ 
terations of size, configuration, consistency, and sensi¬ 
tivity of the prostate gland and seminal vesicles should 
be noted; such alterations may may indicate one of the 
pathological lesions noted above. Enlargement or in¬ 
flammation of Cowper’s gland may be detected be¬ 
tween the index finger and thumb by placing the for¬ 
mer in the rectum and the latter on the perineum in 
the reg on of the external sphincter. If the seminal 
vesicles are enlarged, indurated or tender, they should 
be massaged; any secretion should be collected on a 
glass slide and examined microscopically for the pres¬ 
ence of pus cells, which may indicate seminal vesiculi¬ 
tis. If tlie seminal vesicles are normal, the massage 
should be directed to the prostate gland and the pros- 
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tatic secretions studied in a similar manner to detect 
prostatitis. Roentgenograms of the lumbar spine, pel¬ 
vis, and prostatic area should be obtained. Prostatic 
calculi may be visualized, although frequently they 
may be suspected by the crepitation they impart to the 
examining finger during digital-rectal examination. 
Finally, careful cystourethroscopy should be per¬ 
formed for evidence of lesions already mentioned. If 
the hematospermia occurs only occasionally, and if 
investigation fails to discover an etiological factor, it is 
sufficient to reassure the patient. If the hematospermia 
is persistent or recurs frequently, or represents a major 
problem in the mind of the patient, several forms of 
therapy have been suggested. It has been stated that 
the oral administration of 1 mg. of diethylstilbestrol 
for a period of two weeks may result in cessation of 
hematospermia. Catheterization of tlie ejaculatory 
ducts followed by the instillation of 2 or 3 cc. of Argy- 
rol (5%) into the seminal vesicles has also been sug¬ 
gested. If an etiological factor can be detected, spe¬ 
cific treatment of that disease should be carried out. 

FUNCTIONAL HYPOGLYCEMIA 
To the Editor:—A 35-year-old farmer, 6 ft. 1 in. (73 
cm.) tall, weighing 215 lb. (97.5 kg.), complained of 
weakness, jitteriness, easy fatigue, and dizziness 
four months after having been hospitalized for in¬ 
vestigation of the same symptoms. All investigations 
were negative, and physical examination was within 
normal limits. After intense medication with vita¬ 
mins and antibiotics, he was discharged as improved. 
The improvement was short-termed. Repeat exam¬ 
ination again revealed normal findings. The fasting 
blood sugar level was 73 mg. per 100 cc. and a blood 
sugar level determination two-hours after a glucose- 
rich meal was 122 mg. per 100 cc. He had always 
been well until this illness. His appetite has always 
been good, even when he has felt most poorly. He 
said that eating a candy bar seems to give him a lot 
of pep temporarily. After this remark the patient 
was given orange juice, S oz. every three hours for 
two to three days, as a test. He seemed much better 
during this time, but became tired of orange juice. 
Next he was given cortisone (Cortone) acetate, 25 
mg. every four hours for three to four days. During 
this treatment he experienced much improvement 
and was more nearly his old self again. As an experi¬ 
ment all medication was stopped and the patient 
was placed on a regimen of a small cube of sugar 
every two to three hours, which afforded him the 
same improvement as did the cortisone acetate. On 
the cube-sugar therapy, he estimates that he is 
working at about 70 to SO% efficiency. Do you think 
a diagnosis of marginal functional hypoglycemia is 
reasonableP M.D., Pennsylvania. 

Answer.—T he symptoms are consistent with “func¬ 
tional” or “neurogenic” hypoglycemia, but the blood 
sugar values cited are not low enough to be confirma¬ 
tory. Of greatest help would be determinations of the 
blood sugar level at a time when definite symptoms are 
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present and before carbohydrate is given for relief. 
Such values should bo below 70 mg, per 100 cc. (Folin- 
Wu technique or a technique giving comparable 
values) to be truly suggestive of a relationship be¬ 
tween symptoms and a low blood sugar level. The his¬ 
tory and findings are not characteristic of an islet cell 
tumor. However, additional determinations of fasting 
blood sugar level and a six-hour glucose tolerance test 
might assist in diagnosis. If a diagnosis of neurogenic 
hypoglycemia can be established, treatment would 
consist of a diet restricted in carbohydrate (120 to 150 
gm. daily), high in protein (100 to 140 gm. daily), 
and with the fat content adjusted to meet the caloric 
needs of the patient, avoiding overnutrition and obes¬ 
ity. The total diet should include between-mcal and 
bedtime snacks. Administration of phenobarbital and 
belladonna, along with relief of tension, may he 
helpful. 

URTICARIA AND PURPURA 
To the Editor:— About /too years ago a woman de¬ 
veloped severe tonsillitis and was given penicillin. 
Shortly following this she developed urticaria and 
purpura, which has persisted despite therapy in¬ 
cluding steroids, antihistamines, Piromcn injections, 
antibiotics, vitamin C and rutin, and corticotropin. 
All blood studies and urinalyses have been normal. 
Bone marrow studies arc negative. She gets urti¬ 
caria and angioneurotic edema, associated tvith her 
purpura, almost daily. Please give suggestions for 
therapy. A. J. Edclstcin, M.D., Johnstown, Pa. 

This inquiry was referred to two consultants, whose 
respective replies follow.—En. 

Answer.— It is likely that the purpura in this case, 
like the urticaria, represents an allergic response to 
something such as drugs or infections. Unusual sources 
such as intestinal parasites may be playing a role, 
or visceral new growths, hidden foci of infection, or 
emotional factors—in fact any abnormality. The cause 
might be uncovered by study of a regimen of rigid 
elimination, to the point of suspecting even the flavor¬ 
ing or drugs in tooth paste. Perhaps some foods con¬ 
tain small amounts of penicillin, though it is generally 
held that such minute amounts are safe even for known 
“reactors.” 

Answer.— Much of the interpretation of this case 
depends on what the inquirer means by "Shortly fol¬ 
lowing [the penicillin administration]/' If it is a matter 
of several days to three or four weeks (usually about 
10 days), it may he reasonably assumed that the urti¬ 
caria and purpura began as a reaction to the penicillin. 
Urticarial reactions to penicillin are common. Purpura 
is not as frequent but has been known to occur on 
occasions. The delayed type of reaction from penicil¬ 
lin, the so-called serum sickness type, may last as long 
as a year or more. A period of two years is an unusual¬ 
ly long time for a penicillin reaction to persist, but one 
cannot say that it is impossible. The cause of the 
persistence of these reactions has been thought to be 
due to (1) a persistence of traces of the penicillin 
antigen in the tissues or (2) a preparing or condition¬ 
ing of the tissues to other sensitizations or even non¬ 


specific mechanisms releasing chemical mediators that 
may produce hives. The presence of small amounts of 
penicillin in milk (as a result of the treatment of 
mastitis with the drug) has more recently offered the 
possibility that a persistence or recurrence of a re¬ 
action from penicillin might be due to such a source. 
It is suggested that a regimen of a milk-free diet be 
tried for several weeks. If this is not successful, further 
investigation should be made of the possibility of 
other causes of allergy, such as drugs and foods. Re¬ 
stricted diets may have to be tried. If these measures 
fail and if the condition is severe, steroid therapy 
should be tried, making sure that adequate doses are 
used. On the other hand, if the condition is mild, 
it may be ignored. 

USE OF RADON SEEDS AFTER MASTECTOMY 
To the Editor:— Considering the risk of the radical 
operations for the eradication of metastatically in¬ 
volved mammary artery lymph nodes, would it be 
practicable and cancerocidal to implant radon seeds 
into these intercostal nodes, or at least in their 
immediate vicinity, at the conclusion of the radical 
mastectomy ? ]ay McLean, M.D., Savannah, Ga. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— Unless the radon seeds were placed ac¬ 
curately (under direct vision), there would be no 
advantage over external irradiation with x-rays and 
there would be considerably more risk from bleeding, 
sloughing, or intrapleural implantation. Radioactive 
gold (or other isotopes) injected into the breast pre- 
operatively will be absorbed into internal mammary 
and supraclavicular nodes but only in an uneven 
manner and least of all into those nodes that contain 
the most metastatic tumor. 

Answer.— In theory, it would be practicable and 
probably therapeutically beneficial to implant with 
radon seeds or another interstitial source of radiation 
in the intercostal nodes. In practice, in order to be 
sure that the seeds were properly placed, it would be 
necessary to expose, surgically, the nodes for implanta¬ 
tion. Whether this is feasible and desirable and pref¬ 
erable to some procedure of surgical resection could 
only be determined by suitable experience. 

TUNG OIL IN DERMATOLOGY 
To the Editor:— Please send information about tung 
oil and its use in treating nonspecific dermatitis and 
traumatic lesions of the skin. 

R. R. Grayson, M.D., Perryville, Mo. 

Answer.— The use of tung oil in treatment of 
wounds, lacerations, ulcers, sinuses, strains, and con¬ 
tusions was reported by Snelling in May, 1953 ( Missis¬ 
sippi Doctor 30: 397). Since then, there have been no 
further reports on this substance in the literature, 
according to the available copies of the Quarterly 
Cumulative Index Medicus and according to the 
Current List of Medical Literature to June, 1956. 
While tung nuts are poisonous, the systemic toxic 
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Washington News—Continued 

The department statement added: “Sound reasoning 
requires that medical and dental students be re¬ 
tained in their educational programs to the maximum 
duration possible, as determined by the extent of any 
concurrent situation. The value of such individuals 
not only to the military but also to the nation is greatly 
enhanced with the completion of each additional 
phase of their professional training. 

“The Army intends that medical and dental students 
who are in the ready reserve while enrolled in a 
graduate course or professional school will continue 
to be granted delays or renewals consistent with the 
above policy. This will also include those pursuing full 
time research in a technical or scientific field in which 
die Department of the Army has an interest.” 

DECISION ON WITHHOLDING OF INCOME TAX 

The U. S. Bureau of Internal Revenue has ruled 
that money paid by an employer as premiums on a 
hospital and surgical plan for his employees is a 
business expense and therefore is not subject to with¬ 
holding of income tax. The decision was based on a 
case in which an employer paid premiums on hospital 
and surgical services for a group of his workers who 
were not eligible to be covered by die health and 
welfare plan of the union members of the company. 

Such payments, die bureau states, constitute “or¬ 
dinary and necessary expenses incurred during the 
taxable year in carrying on a trade or business.” How¬ 
ever, if the insurance policy provides other benefits 
in addition to accident or health benefits, the law 
applies only to that portion of die contribution as¬ 
signed to accident or health benefits. 

RESEARCH ON MENTAL ILLNESS 

A research program designed to find possible body 
chemicals diat may play a role in mental illness is 
under way at the Veterans Administration hospital 
on Leech Farm Road in Pittsburgh. Dr. Amedo S. 
Marrazzi, in charge of die neuropsychiatric laboratory 
at the hospital, said his group will study disturbances 
in brain function that could result from a disorder in 
metabolism of the brain. 

Because disturbed metabolism sometimes produces 
chemical reactions diat interfere widi messages sent 
from the brain to the nervous and muscular system, 
the laboratory will study operation of the brain in 
normal as well as mentally ill persons, primarily those 
widi schizophrenia, in an attempt to learn what blocks 
transmission of these messages. One floor of the hos¬ 
pital has been remodeled to house the laboratories, 
which will have divisions to study behavior, neuro¬ 
physiology, and neuropharmacology, as well as neuro¬ 
chemistry. 

ADVISORY COMMITTEE FOR 
NURSE TRAINING PROGRAM 

Twelve persons active in nursing, hospital adminis¬ 
tration, and medicine have been appointed to a com¬ 
mittee to advise the Public Health Service on a new 
nurse-training program. The three-year program pro¬ 
vides money to finance advanced training for graduate 
nurses to prepare them for supervisory, administrative, 
and teaching positions. Since the start of the program 
last August, 553 traineeships costing nearly 2 million 
dollars have been awarded to 56 public health and 
nursing schools. 
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Members of the advisory committee are Dr. Robert 
Bcrson of the University of Alabama; Lawrence J. 
Bradley of Gonessee Hospital, Rochester, N. Y.; Miss 
Ann Burns, Ohio State Health Department; the Rev. 
Jolm J. Flanagan of the Catholic Hospital Association; 
Miss Ada Fort of Emory University; Miss Frances 
Frazier of Columbia University; Mrs. Lulu W. 
Hessenplug, University of California at Los Angeles; 
Miss Katherine Hoffman, University of Washington; 
Miss Helen Nahm, National League for Nursing; Miss 
Agnes Olilson, American Nurses’ Association; Miss 
Marguerite Paetzniek, Denver General Hospital; and 
Mrs. Margaret Filson Shenhan, University ol Chicago 
Clinics. 


GRANTS FOR RESEARCH IN HOSPITAL 
ADMINISTRATION AND SERVICE 

In another development, Surgeon General Burney 
announces award of four grants totaling $163,060 for 
research in hospital administration ana service. The 
grants, aimed at finding ways to improve the care of 
patients in hospitals and other health facilities, are 
awarded under the Hill-Burton program. 

Grants are to St. Vincent’s Hospital of New York 
Citv, $33,600 for the first year of a three-year project 
to develop scientific personnel systems and methods for 
hospitals; to the American Hospital Association, $100,- 
000 for the first year of a three-year project designed 
to develop better planning of hospital design; to the 
joint Blood Council, $25,000 for the first year of a two- 
year nationwide survey to develop standard termi¬ 
nology for blood-bank technicians and standards for use 
in accrediting blood banks; and to University’ of Ore¬ 
gon Medical School, $2,460 for a study of needs in 
training medical technologists. 

MISCELLANY 

Social Security taxes rose from 4 to 4'A% at the first 
of the year. This rise, affecting 69,500,000 persons and 
applying for the first time to members of the armed 
sen ices, will he 214% each for covered workers and 
their employers. For the self-employed, the increase 
was from 314 to 3?»%. A spokesman for the Social 
Security’ Administration said the increase was voted 
by tire last Congress to meet the costs of the new 
disability cash benefits at age 50. . . . Elliot Lee 
Richardson, a Boston lawyer, has been appointed by 
President Eisenhower as Assistant Secretary of Health, 
Education, and Welfare, succeeding Roswell B. Per¬ 
kins. . . . The administration again will request of 
Congress legislation to consolidate social security and 
income tax reports by employers on the earnings of 
their employees. This would eliminate each year about 
12 million detailed quarterly wage reports and one- 
half of the number of wage items that have to be proc¬ 
essed by the Bureau of Old-Age and Survivors In¬ 
surance. ... The 1957 members of the Food Standards 
Committee of the Food and Drug Administration, 
advisory group of state and federal officials to the 
Commissioner of Food and Drugs, are Frank A. Vor- 
hes, chief of the FDA Division of Food, chairman; 
Gilman K. Crowell, New Hampshire; Joe F. Lakey, 
Texas; T. E. Sullivan, Indiana; Orlen J. Wiemann, 
Colorado; Malcolm R. Stephens, Director of the FDA 
Bureau of Enforcement; and Joseph Callaway, 
FDA Food Standards Branch. . . . The National 
Bureau of Standards has just published the first sup¬ 
plement to “Tables of Chemical Kinetics, Homo¬ 
geneous Reaction.” 
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Liquid 

Pediatric Drops 


aqueous suspension 

stabilized, soluble, no oil to block absorption, no oily 
taste or repeat, low incidence of side effects 

ready-to-use, no refrigeration 

freely miscible in water, milk, formula, or drop directly 
on tongue 

handy, plastic dropper bottle 

accurate dosage is easy, one drop per pound body weight 
per day 

Supplied: 10 cc. plastic dropper-type bottle (cherry- 
flavor), 100 mg./cc. (approx. 5 mg. per drop) 


Achromycin* Tetracycline ranks among the fore¬ 
most in its field today.. .judged on its exceptional ef¬ 
fectiveness against a wide range of pathogens, prompt 
control of infections commonly seen in medical prac¬ 
tice, low incidence of side reactions. These outstand¬ 
ing features have been repeatedly confirmed by phy¬ 
sicians everywhere during more than three years of 
clinical usage. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U, S. Pat. Off. 
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RESULTS AND TECHNIQUE OF STRIPPING OPERATION FOR VARICOSE VEINS 

Thomas T. Myers, M.D., Rochester, Minn. 


From my experience with the stripping operation 
in the last nine years, the important points for a suc¬ 
cessful result seem to me to be efficient diagnosis and 
very extensive operation. The operation must include 
(I) complete wide dissection, with ligation and section 
of all visible veins at the groin except the femoral 
vein; (2) complete removal of all varicosities in the 
thigh and leg that arc an intricate part of the specific 
incompetent system, as sclerosing therapy should be 
relied on only for small veins for cosmetic reasons; 
(3) ligation of all palpable perforating veins in the 
thighs, legs, and feet; and (4) removal of dilated veins 
of the feet, especially when they are associated with 
incompetent perforating veins or are causing changes 
resulting from stasis in the skin covering them. Figure 
In indicates the fallacy of removing only the main 
channel. 

Results 

In 1,189 of tlic 2,660 stripping operations 1 per¬ 
formed from 1947 to 1951, inclusive, while the pro¬ 
cedure was being developed, results were classified. 
The average follow-up period was 25.1 months. The 
longest was 62 months. These 1,189 operations were 
performed on 711 patients, 231 men and 480 women, 
and 1,080 were on the great saphenous vein and 109 
on the small saphenous vein. The average length of 
time that the patients had had varicosities was 17.2 
years. The average age was 49.4 years at time of op¬ 
eration. The oldest patient was 67 years of age and 
the youngest 19. In 210 extremities (or 17.6% of the 
1,189 operations) operation had been done before, 
and 358 (30.1%) had received sclerosing therapy pre¬ 
viously. 

Results were considered as follows: 1. When the 
over-all result was good, symptoms and signs had dis¬ 
appeared or were less apparent, and no follow-up 
injection therapy was required, the result was con¬ 
sidered excellent. 2. When conditions were the same 
as for excellent except that a few collateral vessels 
were present and from 2 to 4 cc. of sclerosing solution 
was required to close them, the result was considered 
good. 3. When symptoms and signs showed some im¬ 
provement, and 5 cc. or more of sclerosing solution 


• The principles here outlined for the surgical treat¬ 
ment of varicose veins in the lower extremity are 
based on 2,660 stripping operations done over a 
five-year period and on 510 secondary operations 
for persistent or recurrent varicosities. Stripping 
means the removal of the incompetent part of the 
venous system. A length of vein that is not too tortu¬ 
ous can be removed by passing a stripper through it 
either from a proximal to a distal incision or vice 
versa; it is also possible to pass the stripper in both 
directions, for instance, from the knee. Veins too tor¬ 
tuous to permit passage of the stripper must be re¬ 
moved by dissection or evulsion. If the great saphe¬ 
nous vein is involved it must be ligated flush with the 
femoral vein at their junction, and the dissection at 
the groin is exacting. All other veins coming into the 
femoral vein laterally and medially should be ligated 
and removed by direct dissection, and the medial 
and lateral superficial branches of the great saphe¬ 
nous system should be prepared for removal if they 
are large. The flash bleeding that follows stripping 
usually stops soon, and the broken smaller tributaries 
retract. If bleeding persists, packing of the channel 
and ligation or removal of the responsible tributaries 
may be necessary. Follow-up studies over a period 
of years have shown that excellent results, with a 
minimum of secondary operations, can be achieved 
by proper preparation of the patient, appropriate 
choice of anesthetics, and good after-care. 


was required to close collateral channels but no main 
channels had re-formed, the result was listed as fair. 
4. When one or more of the main channels had re¬ 
formed or persisted, the result of operation was classed 
as poor even though there was no problem of stasis. 

Complete stripping of the great saphenous vein 
from the foot to groin gave a total of 94% excellent 
and good results, 5% fair results, and 1% poor results. 
Complete stripping of the small saphenous vein from 
foot to back of knee yielded a total of 95% excellent 
and good, 4% fair, and 1% poor results. Partial strip¬ 
ping of the great saphenous vein (to the knee only) 


From the Section of Peripheral Vein Surgery, Mayo Clinic and Mayo Foundation. The Mayo Foundation is a part of the Graduate 
School of the University of Minnesota. 

Read before the Section on Surgery, General and Abdominal, at the 105th Annual Meeting of the American Medical Association, 
Chicago, June 14, 1956. 
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yielded about 25% excellent results, 32% good, a total 
of 57% excellent and good, 30% fair, and 13% poor 
results. To the present we have performed 5,493 strip¬ 
ping operations. Results since the follow-up study was 
done have been better as our technique has improved. 

Complications in the 1,189 procedures consisted of 
four postoperative episodes of thrombophlebitis, an 
incidence of 0.3%, and three episodes of pulmonary 
embolism, only one of which was of a serious nature, 
an incidence of 0.2%. There has been one death from 
pulmonary embolism in the nine-year period (1947 to 
date), an incidence of 0.02%. Since selection of pa¬ 
tients and diagnosis have been described in detail 
elsewhere," they will not be considered in this paper. 

Preoperative Examination 

Before the patient enters the hospital, the surgeon 
should mark out the main channels and tributaries 
and the site of the perforating veins. At this exami- 



Fig. 1.—When only the main channel of the great saphenous 
vein is removed from the ankle to the groin, all the perforating 
veins and a double system of collateral veins are left behind (a). 
Marking of both lower extremities before operation (b). Note the 
“X” marks for incompetent perforating veins. 

nation the possibility of a double or triple incompe¬ 
tent channel should be ruled in or out. The main 
channel is almost always involved and constant in 
its course. 

Perforating veins usually are 2 to 3 cm. lateral or 
medial to the main channel, and collateral veins of 
variable size connect them to the main channel. 
Sherman 3 described these in detail. When the pa¬ 
tient is standing on an examining table, openings in 
the fascia can be felt with a high degree of efficiency. 
When the veins are being marked, an “X” is placed 
on the skin wherever a defect in the fascia with a 
vein coursing through it is noticed. Such perforating 
veins" are especially likely to play an important part 
when definite changes due to stasis are present distal 
to their site and when the deep veins are incompe¬ 


tent. In other words, the more complicated and ex¬ 
tensive the problem of stasis, the more likely these 
so-called perforating veins are to be a factor. 

The surgeon, not the assistant, should mark the 
veins and the sites of the perforating veins so that 
they can be more readily located and traced at op¬ 
eration. The marking solution is a dye of pyrogallol 
and solution of ferric chloride. 4 Preoperative marking 
is shown in figure lb. This patient had a flooding of 
the lower two-thirds of the small saphenous system on 
the right from a tributary of the great saphenous vein 
and branching off the main channel at the knee level. 
On the left the small saphenous vein was actually re¬ 
placed by a large tributary of the great saphenous vein 
from midthigh. 

Anesthesia and Preparation 

For stripping operations intravenous anesthesia 
with thiopental (Pentothal) sodium is employed, and 
approximately 1 oz. (30 cc.) of ether is given through 
a gas machine as a supplement. The usual preop¬ 
erative and postoperative care commonly used for 
otlier operations is satisfactory. For operations on 
the great saphenous system the skin is prepared from 
the umbilicus downward by shaving and by washing 
with soap and water, alcohol, ether, and then a satis¬ 
factory skin antiseptic. Similar preparation is used 
when the small saphenous system only is incompe¬ 
tent, except that it is not necessary to prepare or to 
drape higher than the upper third of the thigh. The 
patient is also placed in a prone position. 

Technique of Operations on Great Saphenous Vein 

The guiding principle is that the more extensively 
the incompetent venous system associated with vari¬ 
cosities is removed and interrupted, the longer the 
period of freedom from varicosities. When the stripper 
cannot be passed in either direction through a tor¬ 
tuous vein, the vein should be removed by dissection 
or evulsion; however, when the vein is tliick-walled 
or fibrous, it may be removed with a modified extra¬ 
luminal Mayo stripper. Complete removal of the main 
channel and incompetent tributaries is necessary 
(1) when the varicosity affects the entire great saphe¬ 
nous system, (2) when the upper portion is affected 
together with a large tributary, (3) when the upper 
portion is competent and the superficial lateral cu¬ 
taneous vein is incompetent, and (4) when the upper 
third of the great saphenous vein and the superficial 
medial cutaneous vein are incompetent. Varicosities 
of the superficial medial cutaneous vein may be as¬ 
sociated with varicosities of the labial veins. Direct 
dissection of the vein going to the labial veins and 
direct removal of veins in the labia majora are indi¬ 
cated then. 

Dissection at the Groin .—Dissection at the groin is 
exacting and should be done through a long incision 
made almost parallel to the inguinal fold. The great 
saphenous vein should be ligated flush with the 
femoral vein at the saphenofemoral juncture and sec¬ 
tioned. All other veins coming into the femoral vein 
medially and laterally should be ligated and removed 
by direct dissection. The medial and lateral super¬ 
ficial cutaneous branches of the great saphenous sys¬ 
tem should be prepared for removal if they are large. 3 
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Insertion of the Stripper.— After dissection in the 
groin is completed and the fossa ovalis is closed, the 
stripper is inserted into the main channel. Flexible 
intraluminal strippers, made with various sized acorn 
tips and in various lengths, arc employed. A short 
stripper with a small tip is especially designed to 
remove small tributaries throughout the thigh and leg. 



Fit:. 2.—Great saphenous vein anti its common tributaries (<?). 
Numbers 1 to 5 show minimal incisions required. Steps in opera¬ 
tion (b, c, (I, and c). 


stripper. It is also associated with a perforating vein 
in the upper anterior third of the leg (fig. 3 a, 10) and 
will not stay closed from sclerosing therapy. 

Each operation is a real challenge to the surgeon 
because of the multiple variations of the venous pat¬ 
tern. Preliminary markings of the venous pattern 
and of the incompetent perforating veins make an 
important contribution to finding of the difficult pat¬ 
terns, but tributary and perforating veins that are 
not suspected previously are found during operation. 
Unfortunately, if the surgeon does not make an effort 
to perform an extensive operation, he will not realize 
that he has not succeeded in breaking up the venous 
pattern until he reexamines the patient in an erect 
position after operation. 

It is impossible to discuss all patterns, but two 
types require special mention. The first is the pre¬ 
dominating great saphenous pattern that floods the 
lower half or two-thirds of the small saphenous sys¬ 
tem. This pattern is caused by a large incompetent 
tributary that courses from the thigh or from knee 
level into the calf, joins the small saphenous system 
in midcalf, breaks the valves, and causes dilation of 
the distal vein into the foot. The first indication that 
this is the situation is usually the presence of a promi¬ 
nent vein on the lateral side of the ankle, in spite 
of the fact that at examination the small saphenous 
vein does not have retrograde filling or an impact 
on ballottement from the popliteal space. An in¬ 
competent perforating vein (fig. 3b, 2) is usually also 
present. The tributary and the lower two-thirds of 


The stripper can be inserted downward from the 
groin or upward from the foot or in both directions 
from the knee or elsewhere. Passing it upward in the 
dorsal vein of the foot is usually easiest. The vein is 
tied to the stripper slightly proximal to the acorn 
with fishline silk, and the silk is left long enough to 
follow the stripper to the groin. After the stripper 
is in the great saphenous vein, and before removal 
of the vein, the regions marked should be investigated. 

Removal of Tributaries .—The minimal required in¬ 
cisions in the early prophylactic procedure are five 
(fig. 2 and 3). These are located at the groin, on the 
inner dorsal aspect of the foot, below the knee, and 
on the inner surfaces of the distal thirds of both the 
leg and tire thigh, marked as 1, 2, 3, 4, and 5 in figure 
2 a. These permit proper exposure at these locations. 
Frequently in the complicated case, 20 incisions will 
be made at appropriate locations to expose the veins 
for removal. 

It is important to note which way the stripper 
ascends in the lower part of the leg, as it may go in 
a direct line as in figure 2b or it may deviate as shown 
in figure 2c. It makes no difference which path it 
takes, providing the surgeon remembers that he must 
remove the channel that did not take the stripper. 
This is shown also in figure 2b. The upper part of 
the collateral vein is removed by stripping, and the 
lower part is removed by direct dissection and evul¬ 
sion through multiple small incisions. This same plan 
can be used throughout the leg and thigh. Removal 
by dissection is especially desirable for a commonly 
dilated tributary coursing anterior to the tibia. This 
tributary is usually so tortuous that it will not take a 



Fig. 3.—Common sites of incompetent perforating veins, I to 
15. 


the small saphenous vein should be removed, as 
shown in figure 2e. It is frequently necessary to re¬ 
move the tortuous tributary through multiple incisions. 

The other pattern is a predominant small saphenous 
vein that floods into the great saphenous system and 
causes dilation of its channels from the knee down¬ 
ward. The small saphenous vein is handled as is 
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shown in figure 4a, and the lower half of the great 
saphenous vein is removed in the usual manner. The 
small saphenous vein ordinarily is removed as shown 
in figure 4b. It is obvious that expert careful diagnosis 
before operation is necessary to enable the surgeon 
to accomplish a procedure of this nature. 

Ligation of Perforating Veins .—While the stripper is 
still in the main channel of the great saphenous vein, 
the perforating veins marked by an “X” should be 
investigated. The perforating vein located on the 
inner surface in the distal third of the leg (fig. 3a) is 
frequently large, and its removal in the course of an 
operation for varicose veins is important, especially 
in the postphlebitic limb, as is emphasized by Cockett 




Fig. 4.—Stripper passed into important medial tributary and 
direct dissection of an important medial tributary (a). Stripper 
in uncomplicated incompetent small saphenous vein. Stripper 
may be passed up or down (b). 

and Jones. 6 Failure to remove incompetent perforating 
veins on the inner and outer surface of the foot below 
the malleolus will cause the varicose veins around the 
ankle and foot to persist. I employ a longitudinal in¬ 
cision for perforating veins. The vein or veins are 
ligated behind the fascia, and the fascia is closed. The 
communicating veins leading into the perforating vein 
from above the fascia are either ligated or preferably 
removed by stripping or evulsion. If dissection is 
necessary, sharp dissection is best because delayed 
healing of wounds may result from surgical trauma, 
especially in the distal third of the leg. 

Incompetent perforating veins located anywhere in 
the leg, foot, or thigh can be handled in a similar 
manner. Perforating veins may become incompetent 


at almost any location, but the most common locations 
are indicated in figure 3. The three most common are 
marked as 1, 2, and 3 in figure 3. The others are more 
variable and much less frequent. The most important 
appear to be 1 and 2, but any incompetent perforating 
vein when not removed causes serious consequences 
because of its tendency to cause recurrence. 

Stripping of the Main Channel— For removal of the 
main superficial channel the legs are elevated to help 
control bleeding but the body is kept level. After the 
large tributaries have been isolated and removed 
satisfactorily, the stripper can be pulled through the 
leg and thigh. Gauze should be placed over the strip¬ 
per shaft so that rubber gloves will not slip. To pre¬ 
serve the strippers, it is helpful not to bend the shaft 
when pulling. 

The surgeon should notice the amount of pull neces¬ 
sary as the acorn tip is pulled along the main channel 
of the vein. This gives information about the size of 
the unisolated tributaries. Large veins may have to be 
tied or removed to prevent bleeding. As the acorn tip 
appears in the incision below the knee, the vein on the 
stripper should be inspected to be sure that it is not 
splitting or shredding. Retying will stop further shred¬ 
ding. If a shredded portion is left in the leg, it can be 
removed by a modified Mayo stripper. 

Flash bleeding occurs immediately after removal 
of the vein by stripping. If all the tributaries have 
been tied or are not large and have snapped off and 
retracted satisfactorily, the bleeding soon stops. If it 
does not, gauze should be packed along the groove of 
the vein with curved forceps, with the fishline-silk 
thread as a guide. If bleeding persists, the incision 
should be lengthened and the offending vein should 
be tied or removed. If necessary, the fishline-silk 
thread can be used as a guide to the place where the 
main channel has been and other incisions can be 
made along it to locate the source of the bleeding. 
Stripping and skin grafting may be done at the same 
operation when stasis ulcers are present. 7 

Closure .—'The wounds and venous channel must be 
dry before closure. Failure in this is the cause of de¬ 
layed healing and many complications. All dead space 
should be eliminated from the wound in the groin to 
prevent blood from collecting, and the wound should 
be closed in layers with plain absorbable surgical su¬ 
ture. For wounds in the thigh, leg, and foot, inter¬ 
rupted mattress sutures that are not too tight are em¬ 
ployed to close the skin; suturing of the subcutaneous 
tissues usually is not necessary or desirable. 

After the wounds have been closed, the blood 
should be washed from the skin and any fresh clots 
in the wounds should be expressed by rolling a rolled 
towel longitudinally over the channel and wounds. If 
necessary, sutured wounds can be spread with curved 
forceps to help suppress clots. Dry sterile dressings 
are wrapped over wounds with a 4.5-in. dressing called 
Kerlix (a goiter roll type of bandage). Abdominal 
pads, folded once, are placed over the old channel, 
and elastic bandages are applied, not too tightly, from 
toes to groin. Too tight a bandage may cause slough¬ 
ing, especially of the skin overlying bony parts. The 
extremities are kept elevated and the body flat while 
the patient is being transported to his room and when 
he is placed in bed. 
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Postoperative Care 

It may be necessary to give 500 to 1,000 cc. of blood 
when the operation is long and difficult, since without 
transfusion the concentration of hemoglobin will be 
reduced by about 10%. During the operation and also 
; after operation 1,000 cc. of 5% solution of dextrose is 
given intravenously. After operation 25 mg. of pro¬ 
methazine (Phcnergan) hydrochloride may be given 
by mouth or intramuscularly as needed and is es¬ 
pecially helpful for nauseated patients. Lcvorphanol 
tartrate may be given by mouth or subcutaneously for 
pain. Usually the administration of this or morphine is 
not necessary for more than 12 hours. Since early atn- 
halation is desirable, depressants must be avoided. 

: Loosening the bandage sometimes will correct pain, 
especially in the evening after the patient has been 
walking and after enough edema has developed to 
cause tightening of the bandages. Antibiotics are used 
only in cases of extreme obesity or when the patient 
has had a traumatic operation in poor tissue. Avoid¬ 
ance of hematomas, especially in the region of in¬ 
cisions, is the most important measure in reducing 
'the incidence of complications. 

Ambulation and Elevation.— As a carry-over from 
our experience with sclerosing therapy, extensive am¬ 
bulation was practiced at first. Ambulation was begun 
early the morning after operation. Many surgeons 
elsewhere have begun ambulation a few hours after 
surgery. By this method the patient was soon walking 
15 minutes out of every hour. After we began to use 
general anesthesia for all stripping operations, many 
patients were unable to ambulate satisfactorily as 
early, especially if they had a tendency to nausea or 
fainting on exertion. So, for a time, we delayed ambu¬ 
lation for approximately 24 hours and then employed 
it 5 minutes every hour and gradually raised the total 
period of ambulation to 10 minutes every hour. There¬ 
after, the length of ambulation was increased, depend¬ 
ing on the nature of the wounds around the ankle and 
foot. Less ambulation was permitted if the distal 
incisions were made in very poor tissue. 

When the combined operation of skin grafting of 
ulcers and stripping came into use, it was not possible 
for our patients to start ambulation for two or three 
weeks. We were surprised to see that all of the opera¬ 
tive wounds healed more readily and with less indur¬ 
ation than when the patients began to walk early and 
that the incidence of deep thrombophlebitis did not 
increase. From tin’s experience, we cut ambulation to 
a minimum. We presently permit no ambulation the 
day of operation, counted as first postoperative day; 
one minute four times on the second day; two minutes 
every one to two hours on the third day, and three 
minutes every hour on the fourth day. The patient 
rarely walks more than 10 minutes an hour during the 
first week. To our gratification, we found fewer hema¬ 
tomas, less delay in healing, fewer complications of 
all kinds, and no increase of deep thrombophlebitis. 
But I wish to make a very important point: The lower 
extremities have been kept elevated higher than chest 
level while the patient is in bed. This is easily done 
hy having the foot of the bed elevated two notches 
and the bed adjusted so that the knees are supported 
in a slightly flexed position. The head of the bed is 


elevated during meals and then is lowered immediate¬ 
ly. The patient is also instructed to avoid sitting in 
chairs except for a few minutes and either to walk 
forcefully or to lie down with the lower extremities 
elevated. Most patients follow the rules because they 
see that they prevent congestive pain of the legs. 

Ambulation should be adjusted to suit each patient. 
When the operation has been long and difficult, am¬ 
bulation should be held to a minimum, and this can 
be accomplished safely if elevation of the legs is ade¬ 
quate. We have not found the use of anticoagulants 
necessary after stripping. Until patients have recov¬ 
ered from the operation, they should not stand still 
too long and should rest the legs by elevating them 
for 20 minutes several times a day. 

Elastic Support.—It is important during the first 
week to have the patient wear a firmly but comfort¬ 
ably applied elastic support at all times, even while 
in bed with extremities elevated. The support should 
be reapplied each morning before ambulation is be¬ 
gun so that edema will be held to a minimum. The 
proper use of support is important. When the patient 
is dismissed from the hospital, the abdominal pads are 
exchanged for a foam-rubber pad that extends from 
the dorsum of the foot to the knee or to midthigh if 
there are incisions in the thigh. The pad is supported 
by a good elastic bandage. In approximately two 
weeks the foam-rubber pads are removed, and the 
elastic bandage only is worn for six to eight weeks 
after operation or until edema subsides. For the pa¬ 
tient who has severe chronic insufficiency of the deep 
veins, use of the elastic support and foam-rubber pad 
is continued indefinitely. For limbs that have sustained 
less severe phlebitis, a heavy elastic hose may be used 
after three months. 

Sclerosing Therapy and Removing Sutures— Scleros¬ 
ing therapy can begin 10 days after operation. Only 
minimal injections of the tributaries probably will be 
needed, but, when many small tortuous tributaries are 
present, more extensive injection therapy will be need¬ 
ed. Sutures in the groin usually are removed in one 
week and the remaining sutures in 9 or 10 days after 
operation. If healing is delayed, a wet dressing of 
0.25% solution of aluminum subacetate is used. If a 
blood clot is present, the wound is irrigated with 
sterile isotonic sodium chloride solution. Infection of 
wounds is rare, but, when there is evidence of acute 
infection, antibiotics are used along with irrigation 
and moist dressings. Usually, all therapy is finished 
two weeks after operation. 

Reexamination.— The patient should be reexamined 
one year after operation, and a few injections may then 
be given to any tortuous branches left. By that time 
changes due to stasis will have receded, and the pa¬ 
tient is generally well satisfied. Since some of the early 
operations were not extensive enough, we have had 
to repeat injection treatment on some of these patients, 
and some may need another operation later. 

Procedure on the Small Saphenous Vein 

The procedures on the small saphenous vein re¬ 
semble those on the large saphenous vein and will not 
be described in detail. Whenever the anatomy varies 
so that tributaries are an important factor in the prob¬ 
lem, the main channel should be removed completely 
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from the lateral surface of the ankle to the juncture 
of the popliteal and saphenous veins, as shown in fig¬ 
ure 4, even though the main channel may not be vari¬ 
cose in its entirety. This procedure was discussed 
under the section Removal of Tributaries. 

Recurrences 

Operations that are not extensive enough are re¬ 
sponsible for most persistences or so-called recur¬ 
rences. In a recent publication by Lofgren, Webb, and 
myself, 8 we reported 510 surgical procedures for so- 
called recurrent varicosities. In 291 (60%) of the ex¬ 
tremities the veins had not been adequately tied at 
tlie groin; in 40 of these 291 the great saphenous vein 
had not been tied at all, and in 20 the accessory saph¬ 
enous vein was undisturbed. In 231, the ligation was 
too low and left the tributaries at the saphenofemoral 
juncture. Ligation at the groin was adequate in the 
two extremities on which stripping had been per¬ 
formed, but stripping had been inadequate and the 
perforating veins had not been handled properly. 
These figures indicate the importance of dissection 
at the groin in all operations for varicosities. The 
handling of this type of operative procedure is de¬ 
scribed in detail in our article. 8 

Comment 

The stripping operation is the best method as yet 
devised for the treatment of varicose veins. If prop¬ 
erly performed, it destroys the venous pattern and 
collateral veins sufficiently well that recurrences or 
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persistences are uncommon, at least for years. Of 
course, the length of operation is a deterring factor. 
However, the patient is usually satisfied, and the re¬ 
sults, 94% good or excellent, speak for themselves. 

200 First St. S.W. 
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TREATMENT OF MONILIASIS WITH NYSTATIN 

Edwin T. Wright, M.D., James H. Graham, M.D. 

and 

Thomas H. Sternberg, M.D., Los Angeles 


Since the development of the antibiotics and ster¬ 
oids, moniliasis of the skin and mucous membranes 
has become increasingly prevalent. It is a disease that 
in the past has frequently been difficult to treat. Oral 
lesions have been managed with alkaline mouth¬ 
washes, gentian violet, or sodium caprylate. Vaginal 
or vulvar moniliasis is treated with gentian violet, 
alkaline douches, or a jelly containing calcium and 
sodium propionate. Cutaneous moniliasis will at times 
respond to the use of potassium permanganate soaks, 
gentian violet solution, or ammoniated mercury oint¬ 
ment. 1 There are numerous other agents for topical 
use and other modalities of therapy that have been 
used in die treatment of this disease, most with indif¬ 
ferent success. In addition, many of the therapeutic 
agents have certain disadvantages, such as color, side- 
effects, or difficulty of administration. 


From the Medical Service, Veterans Administration Center 
General Medical and Surgical Hospital, and the Division of 
Dermatology, Department of Medicine, University of California 
Medical Center. 

Read before the Section on Dermatology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 14, 
1956. 


• Nystatin, which has antibiotic effects in vitro 
against certain pathogenic fungi, was used in the 
treatment of 42 patients with oral, 17 with vaginal, 
and 63 with cutaneous forms of moniliasis. The anti¬ 
biotic was applied topically in various ways,- the va¬ 
ginal suppositories, for example, contained 10,000 
to 100,000 units of nystatin. The lesions of thrush and 
perleche ordinarily disappeared within two or three 
days, although sometimes two or three weeks were 
required for a cure. The results were considered 
excellent in 53 of the 122 patients, good in 64, and 
fair in 5. There were no instances of either primary 
irritation or sensitization. In 52 of the patients the 
fungus remained demonstrable after the lesions had 
healed, yet relapses were infrequent. The patients in 
whom results were described as only fair either had 
severe systemic illnesses or were receiving prolonged 
steroid or antibiotic therapy. Solutions worked better 
than other dosage forms in intertriginous areas. An 
aqueous 2% procaine hydrochloride and 0.25 % 
polysorbate 80 solution containing 100,000 units of 
nystatin and 2.5 mg. of hydrocortisone per cubic 
centimeter caused faster healing than did the same 
solution without the hydrocortisone. 
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Recently n new antifungal antibiotic, nystatin, has 
become available for clinical use. It was originally 
isolated from Streptomyccs noursci by Ilazen and 
Brown." It possesses in vitro activity against both 
saprophytic and pathogenic fungi, including Candida 
albicans, a and in vivo activity against C. albicans, 
Ilistoplasma capsulation, and Coccidioides immitis.' 1 
Nystatin has been used topically and systcmically in 
man for the treatment of moniliasis.’ 1 Reports have 
shown that it is effective in controlling infections due 
to C. albicans and that side-reactions have been mini¬ 
mal with the doses used. This paper deals with an 
evaluation of nystatin in the treatment of various forms 
of moniliasis involving the skin and mucous mem¬ 
branes. 

Materials and Methods 

The series here presented consists of 122 patients. 
There were 42 patients with oral moniliasis, 17 with 
vaginal moniliasis, and 63 with such cutaneous in¬ 
volvement as paronychia, intertrigo, and perleche. The 
majority of the patients were adult males, although 

Table 1.— Results of Treatment with Nystatin* In Forty-Two 
Patients with Oral Moniliasis 

Positive 

Cultures 

Results After 

Period of Pntlcnts, ,-*-^rentment. 


Korin of Drug Thcrnpy No. Excellent Good Fnlr No. 

Troches . .1-42 tiny? 14 4 10 0 

Tablets . 3-34 days 16 12 ft 1 ft 

Troches, 
tablets, and 

powder . 3-S mo. 3 3 3 

Tablets and 

solution . 21-4S days 2 2 0 

Capsules . 3 mo. 4 4 3 

Solution . 7 days 11 0 

Totals . 42 10 22 1 1G 


• 1 troche, tablet, or capsule 4 times a day, 1 tsp. of powder ns n mouth¬ 
wash 4 times n duy, or solution applied 4 times u day. 

a number of women and children were also included. 
The diagnosis of moniliasis was determined by the 
clinical appearance and location of the lesions. Addi¬ 
tional confirmation was obtained by taking specimens 
from the lesions and examining them microscopically 
with the use of a potassium hydroxide mount. Also, 
cultures were made using Sabouraud’s agar. Periodic 
subcultures were made on cornmeal agar to demon¬ 
strate the presence of chlamydospores. 

Nystatin was applied topically in several different 
forms; these included ointments, solutions, powders, 
troches, capsules, and suppositories and jelly for vagi¬ 
nal use. The ointment and gel consisted of a plasti¬ 
cized petrolatum base (Plastibase) containing 5,000 to 
200,000 units of nystatin per gram of ointment base. 
Two types of solutions, containing 5,000 to 100,000 
units of nystatin per cubic centimeter, were used. One 
was propylene glycol solution, and the other contained 
2% procaine hydrochloride and 0.25% polysorbate 80. 
The latter solution was prepared both with and with¬ 
out 2.5 mg. of hydrocortisone per cubic centimeter. 
The powder contained 175,000 units of nystatin per 
teaspoon. Each troche contained 2,000 units of ny¬ 
statin. In addition, some of the troches contained 2.5 
mg. of neomycin sulfate and 0.25 mg. of gramicidin. 


The capsules and tablets that were used as troches 
and suppositories contained 125,000 to 500,000 units 
of nystatin. The suppositories for vaginal use con¬ 
tained 10,000 to 100,000 units of nystatin; in addition 
some contained 2.5 mg. of neomycin sulfate and 0.25 
mg. of gramicidin. 

The cutaneous infections were treated with appli¬ 
cation of ointments and solutions four times daily. 
Oral infections were treated with solutions, troches. 

Table 3 ,.— Results of Treatment with Nystatin ° in Seventeen 
Patients with Vaginal Moniliasis 


Positive 

Cultures 

Results After 

Period of Pntients,,--sTreatment, 

Form of Drug Therapy No. Excellent Good No. 

Gel ... 7 days 7 7 2 

Tablets . 3 dnys-3 mo. 3 3 1 

Capsules . 3-7 days 2 2 1 

Suppositories ........ 7-30 days 4 2 2 3 

Tablets, ointment, 

nnd suppositories .... (> wk. 1 11 

Totals . 17 9 8 8 


* Used Infra vaglmilly once a day. 

capsules, and tablets used as troches four times daily. 
In addition, the powder was used orally four times 
daily; one teaspoon of it was mixed in a glass of milk 
or water and used as a mouthwash. Vaginal infec¬ 
tions were treated once daily with the use of dis¬ 
posable applicators, suppositories, and tablets and 
capsules used as suppositories. Ordinarily treatment 
periods varied from three days to one month. 

The clinical responses to treatment were graded 
as no change, fair, good, and excellent. During treat¬ 
ment, specimens were taken from tire affected areas 
and examined with the use of a potassium hydroxide 
mount as well as cultured on Sabouraud’s agar. 
Periodic subcultures were done using cornmeal agar. 

Results 

The results of treatment are summarized in tables 
1, 2, and 3. There were 42 patients with oral monili¬ 
asis. Of these, 19 showed an excellent response; 22 

Table 3.— Results of Treatment with Nystatin° in Sixty-Three 
Patients with Cutaneous Moniliasis 

Positive 

Cultures 

Results After 

Period of Patients,--- A --—sTreatment, 

Form of Drug Therapy No. Excellent Good Fair No. 


Ointment . 1-12 wk. 34 15 17 2 15 

Solution . 4-30 days 21 10 9 2 13 

Ointment and 

solution . 1-3 wk. - 0 G 0 

Tablets . 2 wk. 2 2 1 

Totals . G3 2ft 34 4 29 


* Ointment or solution topically 3 times a day; tablets orally 4 times a 
day. 

were classified as having a good response and one 
as having a fair response. Sixteen of these patients 
showed a positive culture for C. albicans after the 
discontinuance of therapy. There were 17 instances 
of vaginal moniliasis. In nine patients the response 
to treatment was classified as excellent and in eight 
as good. Eight of these patients showed a positive 
culture after therapy had been stopped. 
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Sixty-three patients had cutaneous moniliasis. Re¬ 
sponse in 25 of them was excellent; in 34, good; and 
in 4, fair. Twenty-nine showed a positive culture 
after therapy had been discontinued. There were 
16 patients with cutaneous moniliasis who were 
treated with the solution containing hydrocortisone 
as mentioned above. In this group, erythema de¬ 
creased rapidly and symptoms of itching and burn¬ 
ing frequently subsided within 24 hours. In general, 
the treatment period was almost 50% shorter than 
were the treatment periods with nystatin preparations 
not containing hydrocortisone. 

In summary, in the entire group of 122 patients 
with proved moniliasis treated with the various forms 
of nystatin, the lesions healed promptly in 53 and 
the results were thus classified as excellent. They 
healed more slowly in 64 patients and the results 
were classified as good; in 5, the results were fair. 
There were no instances of allergic contact derma¬ 
titis or of primary irritation after treatment. 

Comment 

With few exceptions, the response to treatment 
was either good or excellent. The lesions ordinarily 
disappeared within two to three days in cases of 
thrush and perleche, although in some patients two 
to three weeks were required for a cure. Clinical 
relapses were infrequent, though some did occur, 
most often within one week after discontinuance of 
therapy. Relapses were seen most frequently in pa¬ 
tients suffering from serious diseases, such as pem¬ 
phigus vulgaris, systemic lupus erythematosus, 
leukemia, and severe diabetes, and in patients re¬ 
ceiving prolonged steroid or antibiotic therapy. 

In 43% of the patients, repeat cultures revealed 
the presence of C. albicans even though the lesions 
had clinically disappeared as a result of treatment. 
This was especially true of patients suffering from 
severe systemic diseases, particularly diabetes. This 
would seem to be an important point, particularly 
in relation to relapse, and would indicate the neces¬ 
sity of continuance of therapy for some time beyond 
clinical clearing. 

The clinical effectiveness was influenced by the 
type of vehicle in which the nystatin was placed. 
For example, when nystatin was used in ointment 
form to treat infections involving the intertriginous 
areas, the results were poor; however, when the drug 
was placed in a solution, the lesions rapidly cleared. 

Summary 

Nystatin was used topically in the treatment of 
122 patients with infections due" to Candida albicans, 
with good to excellent results in all but 5 of them. 
Relapses were infrequent, and, when they did occur, 
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were usually seen in patients with severe systemic 
illnesses and in those receiving prolonged steroid or 
antibiotic therapy. The type of vehicle in which the 
nystatin was placed influenced the clinical effective¬ 
ness. Solutions were more efficacious in intertriginous 
areas. The addition of hydrocortisone to the thera¬ 
peutic solution shortened the course of therapy. There 
were no instances of allergic contact dermatitis or of 
primary irritation following treatment. 

Veterans Administration Center (25) (Dr. Wright). 

The nystatin used in this study was supplied as Mycostatin by 
the Squibb Institute for Medical Research, New Brunswick, N. J. 
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Management of Perforated Esophagus.—Perforations of the esophagus occur from a number of 
causes, the most important of which are sharp foreign bodies, instrumentation, and occasional¬ 
ly the hydrostatic pressure developed during the act of vomiting or swallowing. The accident 
represents a major disaster. Most cases go unrecognized even when diagnostic or therapeutic 
instrumentation has been the cause. Successful treatment depends on prompt recognition. 
Medical treatment alone should be considered only for minute perforations. For the larger rents 
surgical drainage alone is seldom enough. Thoracotomy and repair of the opening are required. 
—W. Kinney, M. D , Management of Perforations of the Esophagus, Western Journal of Sur¬ 
gery, Obstetrics and Gynecology, October, 1956. 



Vo). I fill, No. 2 


95 


AMERICAN MEDICINE AND THE DEVELOPMENT OF PSYCHIATRY 


Leo H. Bartemeicr, M.D., Baltimore 


The presentations that comprise tin's symposium on 
Psychiatry in American Medicine are intended to con¬ 
vey practical information regarding the psychiatric 
aspects of everyday medical practice. The inclusion 
of this symposium in the scientific program of this 
annual meeting is unique in the history of the Amer¬ 
ican Medical Association. That it has been included is 
evidence of the increasing recognition of the role of 
psychiatry in the care of the sick. 

Psychiatry is no longer limited to being a medical 
specialty. In addition to its primary interest in the 
diagnosis and treatment of mental disease, psychiatry 
is concerned with the "anatomy" and “physiology” of 
personality, the “pathological" aspects of human rela¬ 
tions, the prevention of mental illness, and the main¬ 
tenance of mental health. The knowledge acquired in 
the study of psychiatry is useful in the diagnosis and 
treatment of many illnesses for which people consult 
tire general medical man as well as the medical spe¬ 
cialist. Even' infection requiring medical care, for ex¬ 
ample, involves some degree of disturbance of the 
patient’s emotional life. Whether it be an alteration of 
mood, a worry over prolonged illness, or a phobia of 
infecting others, the emotional aspects of illness are 
significant in the success or failure of treatment, in 
the rate of recovery, and in the satisfaction or dissatis¬ 
faction with the services of the physician. It has been 
said that the knowledge that present-day psychiatry 
has developed belongs to the general practice of med¬ 
icine as importantly as the basic framework of medical 
science belongs to the specialty of psychiatry. 

In the course of its development psychiatry has fol¬ 
lowed the example of general medicine in establishing 
various specialties that correspond to similar specialties 
within medicine. Child, preventive, industrial, forensic, 
and military psychiatry are examples. Although psy¬ 
chiatry, like general medicine, has always depended 
upon the clinical laboratory, it has gradually included 
the sendees of such ancillary personnel as the clinical 
psychologist, the psychiatric social worker, the psychi¬ 
atric nurse, and, more recently, the psychiatric aide. 

The general practitioners of medicine as well as 
medical specialists are called upon to care for a 
majority' of the mentally' sick who are not in hospitals. 
Only a small minority' consult the psychiatrists in pri¬ 
vate practice. This situation will continue indefinitely' 
for a number of reasons. In many localities no psychia¬ 
trists are available. In metropolitan areas where an 
increasing number engage in private practice, the 
mentally’ sick prefer their own physicians or other 
doctors of medicine to whom they are referred. They 
tend to trust these medical men to shield the nature 
of their illnesses from others, and they' usually’ think 
that some physical ailment must be the cause of their 
suffering. The stigma of mental illness continues to 
be prevalent, and feelings of shame and fear about 
consulting psychiatrists persist in many families. In 
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• Psychiatry has broadened into a field that includes 
study of the normal personality, the pathological 
aspects of human relations, and the maintenance of 
mental health. Specialties have developed within it, 
and it enlists the aid of special types of ancillary 
workers. The psychiatrist needs the intelligent cooper¬ 
ation of physicians in other fields, and some strong 
feelings of opposition to the concepts and techniques 
of dynamic psychiatry must be overcome. Individual 
contacts between psychiatrists and other physicians 
will favor mutual understanding, which in the past 
has not increased in proportion to the recognition of 
psychiatry by organized medicine. This recognition 
was manifested not only in the early establishment 
11900) of a Section on Nervous and Mental Diseases 
within the American Medical Association but also in 
such other ways as the more recent 11951) appoint¬ 
ment of a Committee on Nervous and Mental Dis¬ 
eases, which in 1955 became the Council on Mental 
Health. The function of this body is to take such steps 
as will enable the profession as a whole to assume 
the leadership in mental health that is its proper 
responsibility. 


addition to these considerations, tire general medical 
man is usually the first physician to be consulted be¬ 
cause the onset of mental illness is frequently mani¬ 
fested in a variety of physical symptoms. Fatigue, 
headaches, gastrointestinal disturbances, and inability 
to relax from tension are familiar complaints. When 
physical sy’mptoms such as these are the early mani¬ 
festations of mental disease, the sense of protection 
from emerging anxiety that patients experience 
through visiting their doctors means more to them than 
marked relief from pain, distress, or discomfort. It 
has been said that the physician himself is the best 
prescription for many' patients, and he is often more 
effective in relieving the severity of emotional suffer¬ 
ing than he is inclined to believe. 

Relations of Psychiatrists with Other Physicians 

Many medical men find it difficult to think and feel 
about psychiatrists as they do about other physicians. 
Psychiatry' appears to them strange, unfamiliar, and 
unlike other medical specialties. This impression is 
more common in some communities than in others 
and is determined to some extent by psychiatrists 
themselves. When practicing psychiatrists communi¬ 
cate freely with their medical colleagues, and their 
language is more in keeping with the terminology of 
general medicine than with the unfamiliar terminology 
and concepts of psychiatry', they seem more like other 
physicians and are more helpful as consultants. In 
communities where psychiatrists and their fellow 
physicians serve together frequently in consultation, 
share the responsibility of treating some patients si¬ 
multaneously, and see each other socially, the differ¬ 
ences in their scientific orientations are mutually' 
respected and psychiatry’ is accepted in its rightful 
role as a special branch of medicine. 
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Many internists, general practitioners, surgeons, and 
obstetricians cannot see eye-to-eye with their col¬ 
leagues in psychiatry because of the completely or¬ 
ganic orientation of their training, an orientation to 
which they have adhered throughout their years of 
medical practice. The most intelligent physicians may 
have strong feelings of opposition to die theories and 
techniques of dynamic psychiatry. Their reaction is not 
unusual. With all his seeking out of new tilings, man 
has always displayed hostility to the acceptance of new 
ideas. Familiar ways of caring for the sick become so 
much a part of one’s self that they cannot be sur¬ 
rendered without intense and prolonged struggle. 

In contrast to these individual attitudes toward 
psychiatry, organized medicine has consistently rec¬ 
ognized and respected psychiatry and has thereby 
supported its development. In military medicine and in 
medical education, psychiatry has gradually achieved 
equal rank with medicine and surgery. 

Growth of the Specialty 

Psychiatric education in the United States began as 
early as 1791. During that year, Benjamin Rush, the 
founder of American psychiatry and one of the signers 
of the Declaration of Independence, probably gave 
the first lectures in this country on mental disorders. 
In 1791 he was appointed to the chair of the institute 
of medicine and clinical practice at the University of 
Pennsylvania. “He delivered lectures on insanity to 
medical students, with clinical instruction as a part of 
his course. These lectures were published in 1812 
under the title ‘Medical Inquiries and Observations 
upon the Diseases of the Mind,’ the first textbook of 
psychiatry on this continent. It was a work which 
went through four editions, the fourth in 1835, and 
long remained the standard work on its subject.” 1 

As early as 1870 the American Medical Association 
gave official recognition to psychiatry as a specialty 
when, during the Annual Meeting, it adopted a resolu¬ 
tion “recommending the medical schools to create a 
Chair for the purpose of affording clinical and didactic 
instruction on the subject of mental diseases, as a reg¬ 
ular branch of the college curriculum.” During the 
year 1870, when this resolution was adopted, there 
were not more than 43 psychiatrists who were mem¬ 
bers of tire organization later known as the American 
Psychiatric Association. It is understandable, there¬ 
fore, why for more than 40 years after the adoption of 
the resolution it was not implemented. 

The inclusion of psychiatry within the framework 
and functioning of tire American Medical Association 
by the establishment of the Section on Nervous and 
Mental Diseases on July 28, 1900, served as a firm 
support to psychiatry throughout the difficult years 
of its development. It is of interest to note that the 
establishment of this section took place during an 
annual meeting of the Association in Chicago and 
that Dr. Hugh Patrick was responsible for its establish¬ 
ment through the data he presented in his chairman’s 
address. Dr. Patrick, like all the psychiatrists who 
preceded him, was primarily a neurologist. 

Charcot, Janet, and Freud were neurologists. They were the 
men who were almost alone responsible within the first half of 
this century, for the discovery of neurosis'. Before them in this 
country, it.was also a neurologist, George M. Beard, who in 1869, 
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described a symptom-complex which he labeled neurasthenia. 
Before them, it was a neurologist, S. Weir Mitchell, who became 
internationally famous through his advocacy and use of the 
“rest cure” in certain neuropathic states. ... In a word, it was 
the neurologists who . . . first concerned themselves, here as 
abroad, with the ambulatory sufferer from mental or emotional 
disorder—who first recognized and dealt with, as mentally ill, 
patients other than those committed or committable to public 
institutions. . . . Indirectly through Freud, more directly through 
Adolf Meyer, it became the dominating trend of American 
psychiatry in the twentieth century to place the emphasis on the 
personality of the sufferer from mental disorder or emotional 
disturbance. 2 

The medical historian Dr. Gregory Zilboorg has 
said “neurology was born out of clinical medicine.” 
He also stated: 

Psychiatry was originally and inevitably an essential part of 
neurology. Perhaps it would be more correct to say that when 
neurological clinical research developed into a special branch of 
medicine neurology and psychiatry were considered one and the 
same thing; the possibility of psychiatry as a separate specialty 
was not even fathomed. Its differentiation from neurology was a 
matter of recent, almost contemporary, history. That is why the 
psychiatrist is frequently still referred to as a neurologist and the 
neurologist is still implicitly considered also a psychiatrist—which 
he may actually be, if in addition to this neurological training he 
has had adequate psychiatric training. 0 

Organizational Growth 

In 1930 the Board of Trustees of the American Med¬ 
ical Association, in response to a resolution of the 
House of Delegates, appointed a Committee on Mental 
Health of which Dr. Douglas Singer was the Chair¬ 
man. The resolution, which originated in the Section 
on Nervous and Mental Diseases, was framed as an 
effort to learn whether the Association might be of 
service in the solution of the problems of the wide¬ 
spread incidence of mental disorders and die difficult 
economic situations involved in the hospitalization and 
care of an increasing number of the mentally sick. 
The Committee on Mental Health made an extensive 
study of these problems during the two years of its 
existence and submitted a report of its findings and its 
recommendations. Apparently die Committee com¬ 
pleted the task for which it had been appointed, be¬ 
cause it did not continue after 1932. 

Again, in 1951, the Board of Trustees of the Associa¬ 
tion appointed a Committee on Nervous and Mental 
Diseases, but diis time die Committee was given 
complete freedom to select its projects and to deter¬ 
mine how it might function most effectively. Upon 
the recommendation of the Committee in 1952, its 
name was changed to the Committee on Mental 
Healdi, and by action of the Board of Trustees in 
1955 the Committee became die Council on Mental 
Health. . 

The Council has endeavored to assist the committees 
on mental health of the state medical societies dirough 
annual conferences widi the representatives of these 
committees and to encourage die establishment of 
committees on mental health in states in which none 
exist. The annual conferences have proved useful to 
representatives from the state societies as well as to 
the members of the Council. Before the first of these 
conferences, the Committee on Mental Health pre¬ 
pared and distributed a 13-point program for effective 
work at the level of state and county societies. It is 
worthy of mention that, when the membership of 
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mental health committees of state medical societies 
includes physicians who are not psychiatrists, the com¬ 
mittees function more effectively. 

The Council on Mental Health has been concerned 
with the difficult medical problems of alcoholism and 
drug addiction and has established two committees 
that arc engaged in studying the many aspects of these 
troublesome afflictions. These committees hope to for¬ 
mulate more satisfactory medical procedures for the 
management of patients who are alcoholics or drug 
addicts than those that are currently available to 
; practicing physicians. 

The Committee on Mental Health, working jointly 
with special committees of the American Psychiatric 
Association and the American Psychoanalytic Associa¬ 
tion, developed a Resolution of Relations of Medicine 
and Psycholog)' that was approved by the three as- 
| sociations. It was the purpose of this joint resolution 
I to present a united recognition of the facts thatpsycho- 
! therapy is a special form of medical treatment that 
j should be selected for use according to medical criteria 
and that psychotherapy docs not form the basis for 
a separate profession. 

During the past two years, the Council has been 
working with the American Psychiatric Association, 
and in 1955 the Joint Commission on Mental Illness 
and Health was established and incorporated. The 
American Medical Association is represented on the 
board of trustees of the Joint Commission by five 
members of the Council on Mental Health, with the 
Secretary of the Council as associate director of ad¬ 
ministration. The objectives and purposes of the Joint 
Commission include a nationwide critical study of 
the present methods of diagnosis and treatment of 
mental illness and development of recommendations 
for improving the care of the mentally ill. Tire passage 


by Congress of the Mental Health Study Act of 1955 
provided funds that are being allocated for the work 
of the Joint Commission over a period of three years. 
This is the most important project that has been under¬ 
taken in the history of American psychiatry. It is 
significant that the establishment of the Joint Commis¬ 
sion and the proposed legislation that resulted in the 
adoption of die Mental Health Study Act of 1955 by a 
unanimous vote of die Congress were supported by 
the American Medical Association. 

It is of historical significance that the task now being 
undertaken by the Joint Commission on Mental Illness 
and Health is the realization of the resolutions by the 
Section on Nervous and Mental Disease and die 
House of Delegates in 1930. It was the acceptance of 
those resolutions by die Board of Trustees tiiat re¬ 
sulted in die appointment of die first Committee on 
Mental Health. That Committee recommended “that 
there be established within the American Medical 
Association a Bureau or Committee of Mental Health” 
and that "the function of this body is to take such 
steps as will enable the profession as a whole to as¬ 
sume the leadership in mental health which is its 
proper responsibility.” 4 Leadership is now assured, 
and the Council on Mental Health is dedicated to its 
maintenance and adequate functioning. 

6420 Reistertown Rd. (15). 
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THE LONGITUDINAL PATTERN IN PSYCHIATRIC THERAPY 

Lauren H. Smith, M.D., Philadelphia 


The field of medicine has never lacked drama, and 
the past two decades share tire limelight of progress in 
therapy. New procedures and medicaments have effec¬ 
tively met many problems in tuberculosis; in pediatrics 
antibiotics have done much in eliminating fear of in¬ 
fection in early childhood. In fact, these advances not 
only have actually influenced the operation of hospi¬ 
tals for tubercular or pediatric patients but also have 
reduced the number of inpatient beds. Similarly, 
homes or colonies for epileptic patients are now in 
reduced demand. There are moves at present to change 
the legal restrictions placed on epileptics in regard to 
driving and other such activities, since doctors in their 
outpatient medical treatment are successful in treating 
these patients. Such dramatic advances have been 
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• Functional and organic factors are correlated in 
physiology, and it is equally important that these 
areas be related in therapeutic activities. The new 
tranquilizing drugs are important, but pills alone will 
not solve psychiatric problems. The longitudinal pat¬ 
tern in psychiatric therapy means relating the refer¬ 
ring physician (usually the family doctor) to the 
therapy of his patient both during and after psychi¬ 
atric medicine. 


made to only a small extent in psychiatric medicine, 
but, at long last, it would appear that a new day is 
approaching. 

During the decade following World War I, in psy¬ 
chiatric hospitals limited therapy was conducted main¬ 
ly through the earnest personal endeavors of the full¬ 
time staff members-dedicated doctors, nurses, and 
attendants. There were few psychiatrists in private 
practice. About this time there were approximately 
1,200 members of the American Psychiatric Associa- 
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tion. In 1956 the membership is near 9,000, but be¬ 
tween the 1920’s and 1956 there was not even a dou¬ 
bling of the number of physicians and staff members 
in the state hospitals in which so many psychiatric 
patients are found. The large increase of people 
trained and interested in psychiatric medicine is con¬ 
fined largely to the teaching and research centers and 
to the private practice of psychiatry. Therapy in psy¬ 
chiatry during these decades has moved from a position 
of ambiguity to one of channeled activity. Psycho¬ 
therapy has become increasingly specific; and psycho¬ 
analysis, even though charged with inexactness, has 
assumed a definite place as therapy, not to mention its 
widespread impact upon all abstract science and cul¬ 
ture. 

It is significant to note that recently, along with 
developments in functional and abstract therapy, there 
has been intensified study and progress in those thera¬ 
pies primarily directed at the soma itself. Perhaps it 
is very healthy, at a time when the interest has been 
so significantly centered on the unconscious and its 
effect on behavior, that a balancing influence through 
scientific advances in empirical physical treatment 
should emerge with new interest and strength. This 
does create a kind of dichotomy, and a well-regulated 
scientific and medical approach should correlate the 
multiple views found in each of these areas. Both 
functional and organic factors are correlated in physi¬ 
ology, and it is equally important that these areas be 
related in therapeutic activities. Such correlation must 
be based on thousands of research projects and case 
studies, and years of follow-up studies. 

The rise of interest in psychiatry, not only within 
the fields of medical education, research, and practice 
but also on the part of the general public, has prepared 
the way for dramatic developments in psychiatry. The 
year 1955 might be termed the “year of decision” in 
psychiatry. It seems that within that year there was a 
universal realization that mental health and mental ill¬ 
ness are the primary concern of all persons. 

In the 1930’s and 1940’s, insulin shock therapy, elec¬ 
troshock therapy, and lobotomies were found to have 
therapeutic value for certain types of patients. World 
War II helped teach the 45,000 doctors then in service 
much about practical psychiatry, especially the im¬ 
portance of psychosomatic medicine. New concepts 
concerning general hospital construction and organi¬ 
zation grew rapidly. It was proposed that all general 
hospitals have adequate psychiatric staff service and 
that facilities for psychiatric treatment, such as ward 
and private beds, treatment rooms, and the like, be 
provided in the many appropriate areas, so that there 
might be “equal opportunity for all patients.” 

Tranquilizing Drugs and Other Advances in Therapy 

The real drama in psychiatric medicine emerged 
somewhat abruptly with the advent of the new medic¬ 
aments generally classified as the “tranquilizing drugs.” 
In general medicine some of these have been used in 
treating headaches, hypertension, nervousness, minor 


but painful conditions, and all psychosomatic states. 
Included among these drugs are chlorpromazine hydro¬ 
chloride, reserpine, and meprobamate. Through wide 
use they are becoming somewhat familiar to general 
practitioners, who along with psychiatrists are using 
these drugs in treating the minor psychiatric syn¬ 
dromes. The largest response, of course, has been from 
the use of the drugs in the larger state hospitals, even 
more than in the office practice of psychiatrists, but 
enough response is universally presented to call atten¬ 
tion to the fact that here are medicaments that are 
aiding in the psychiatric treatment of the kinds of 
patients that other therapies have failed to aid in the 
same manner or to the same degree. 

In general, these medicaments tend to reduce the 
state of tension, anxiety, and worry. The violently dis¬ 
turbed patient under such medication is much more 
cooperative and consistently follows the social or hospi¬ 
tal program under direction. Patients with depressions, 
in general, do not seem to be benefited as much by drug 
therapy as by electroshock. Patients with obsessive 
compulsive syndromes have a reduction in their tension 
and in the persistence of obsessional thinking. Patients 
with many kinds of clinical syndromes have become 
more accessible to personal contacts with psychiatrists 
and are much more successfully treated. The increased 
cooperativeness of patients is one of the most impor¬ 
tant effects of these drugs. They are important in ther¬ 
apy and management, and in the control and hospital¬ 
ization of patients with difficult psychiatric syndromes, 
but they are equally valuable in treating those with 
acute disorders and in office management of patients 
who have been given psychotherapy. These results 
mean, therefore, that hospitalization of such patients 
will be more pleasant and in some instances unneces¬ 
sary. Especially beneficial uses and results have been 
reported in recent papers by various authors who have 
used such medicaments in treating alcoholics, children 
with behavioral disorders, and elderly agitated pa¬ 
tients in nursing homes. 

What developments that might be described as new 
or of special interest in clinical psychiatry have now 
unfolded on this dramatic scene? The most striking 
reports naturally emanate from those large state hos¬ 
pitals in which hundreds of patients may be given 
new treatment simultaneously. The New York Times 
for Jan. 29,1956, reported on results of the administra¬ 
tion of the new drugs at Rochester Hospital: “Dis¬ 
turbed patients are on good behavior . . . iron bars are 
no longer necessary . . . floral draperies have gone up 
. . . patients use tools in occupational therapy . . . not 
all are cured . . . but some have gone home and back 
to work ... or are for the first time in years amenable 
to conventional forms of psychotherapy .. . the nurses 
and the ward attendants are the ones who attest most 
to the change that the drugs have brought about.” The 
last phrase is the one of most significance. At the 
Galesburg (Ill.) State Research Hospital, various 
speakers in September, 1955, generally reported re¬ 
markable results for both short-term and long-term 
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disturbed patients. Dr. Nathan Kline of New York 
estimated that 5% of the present hospital patients 
might be discharged if the drugs continued consistent¬ 
ly to have this effect. A Pennsylvania state hospital, 
even with increased admissions in 1955, sharply re¬ 
duced its percentage of patients and, thus, its over¬ 
crowding. 

Despite this success with drugs, it is important to 
see what may happen in a large overcrowded and 
understaffed hospital when other methods of treat¬ 
ment arc adequately provided. In one Kansas state 
hospital, before large amounts of the new medica¬ 
ments were in use, a revolutionary change was made 
by quadrupling the number of nurses and attendants, 
and by increasing the number of psychiatrists tenfold, 
with concomitant increases in other personnel con¬ 
cerned with handling and treating patients. The cost 
per patient per day increased from something less 
than $3 to something in excess of $6. Almost all of 
this increase went to payroll expense for personnel. 
Dramatic results were, likewise, shown in the hospital, 
not only in humanizing all therapy but in reducing 
hospital census, amazingly shortening the average 
hospital stay, and transforming the whole atmosphere 
of the patient’s life in the hospital. 

In the Pennsylvania Hospital for Mental and Nerv¬ 
ous Diseases, Philadelphia, a private nonprofit psy¬ 
chiatric hospital that has the highest ratio of doctors, 
nurses, and other personnel to the number of patients 
treated, there are approximately 100 beds occupied 
by acutely ill mental patients, with an annual ad¬ 
mission of about 400 patients. Tin's hospital provides 
all the modern and accepted forms of therapy and is 
a training and clinical research institution; as a re¬ 
sult, its admissions and census figures soon reflect 
significantly the real success or failure of any form of 
therapy. During the past two years the average stay 
of patients was obviously shortened and the average 
daily census dropped over 10 to 15%, although the 
admissions increased over 10%. This effect may have 
been partly due to the use of the new medicaments, 
but it was more attributable to the fact that adequate 
therapy of all kinds was definitely available. 

Obviously, both drugs and psychotherapy are im¬ 
portant; each in its own way under reasonably fa¬ 
vorable circumstances may appear to be a miracle, 
but only providing pills for patients to swallow will 
not solve the psychiatric problems today. We dread 
to think that the new drugs may become the aspirin of 
psychiatry. There are new aspects in psychiatric treat¬ 
ment that must be kept in mind in viewing what is 
unquestionably a longitudinal problem in therapy. 

Changing Role of the Referring Physician 

The experience during these past three decades of 
the Pennsylvania Hospital for Mental and Nervous 
Diseases is of further significance. Thirty years ago 
the psychiatric patient was brought by the family, or 
family physician—occasionally by a psychiatrist—to tire 


closed psychiatric division of the hospital. Inasmuch as 
the hospital maintained a full-time psychiatric staff, 
they, in effect, took “possession” of the sick person at 
the door of the hospital. That door seemed to shut 
out participation of the family, and there was little 
or no contact with tire family doctor. This was then 
the accepted form of procedure in most psychiatric 
facilities and was, in too many instances, a relief to 
the family as well as to the practicing physician. The 
hospital examined, treated, and aided the patient in 
every way possible, and, in the majority of instances, 
succeeded in getting tire patient well or ready to re¬ 
turn home. The patient was then handed out tire door, 
so to speak, to the family, and they all went their way 
rejoicing (at least sometimes). Perhaps tire family 
doctor received a medical report, if he was interested, 
but nothing was done to change tire soil or back¬ 
ground that might have produced the condition, or 
to institute new measures to correct contributing fac¬ 
tors that might have triggered the mental breakdown. 
The part played by the family was almost nil, and that 
played by the family doctor or referring psychiatrist 
was not integrated with the hospital treatment. 

During the last 15 years, however, the picture has 
become quite different. It is well accepted in psychia¬ 
try that psychotherapy is the fundamental basis for all 
that is good and secure in mental health and mental ill¬ 
ness and that much in psychotherapy depends on the 
strength and meaning of the relationship between doc¬ 
tor and patient. Much of this has been learned from 
psychoanalysis, but it is equally important in general 
psychotherapy as well. 

Because of this, as well as for other equally good 
reasons, this hospital and others similar to it now 
have a different procedure. Previously very few pa¬ 
tients had their own physicians or psychiatrists visit 
them and help treat them during their necessary hos¬ 
pitalization. Today 90% of all patients admitted are 
seen as regularly by their referring physician as they 
are by tire full-time hospital staff. Today the admission 
of the patient has changed. It is now as if the doctor 
leads the patient by the hand to the hospital, walks 
in with the patient, remains involved in the hospital 
therapy, when the treatment is completed or success¬ 
ful leads his patient by the hand back home to work, 
and continues a strong and important therapeutic re¬ 
lationship after dismissal. As one looks at this pro¬ 
cedure carefully, it is easy to see that all of this is 
similar to the kind of relationship that has always 
characterized the highest and best in medicine, the 
relationship of the general practitioner to his patient. 

This procedure illustrates what is termed “the longi¬ 
tudinal pattern in phychiatric therapy,” a most im¬ 
portant theme in psychiatric medicine today. 

Program for the Future 

Regardless of how useful or successful drug medica¬ 
tion may be or may prove to be or of how skillful 
intramural ivory tower psychotherapy, may be, future 
success in understanding why psychiatric disorders 
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develop, what they are, why they persist or disappear, 
and what may benefit or cure them depends to a great 
extent on how successfully therapy based on this 
longitudinal concept is made available to most pa¬ 
tients in all areas. 

Longitudinal therapy is no stranger to medicine. 
In tuberculosis, the anemias, chronic nephritis, and 
cardiovascular disorders nothing is more successful 
than long-term intimate control by one physician. 
Everything possible is done, as prevention, care, and 
treatment are continuous problems. Diet, work sched¬ 
ule, physical habits, and exercise—everything concern¬ 
ing the daily life of the patient is patiently organized 
or directed whenever the physician has the oppor¬ 
tunity to do so. This direction includes nowadays 
even the psychological aspect of advising the patient 
to live slowly and enjoyably, to avoid tension, anxiety 
and worry; and to attempt to organize his personal, 
family, community, and love life so that his daily life 
may contain the most in mental security and satisfac¬ 
tion and the least in frustration. If this be the accepted 
wisdom in general medical cases in this decade, how 
much more it must be emphasized and developed in 
the treatment of mental and emotional disorders. 

Psychiatry is still working symptomatically, em¬ 
pirically, and investigatively. Research is only at an 
early state, but again drama is entering the laboratory 
and also the clinic. Research by government bureaus, 
with the help of private foundations, and in fact by 
almost every possible type of medical facility is well 
supported. The field of research is more lacking in the 
number of trained personnel than in money. The U. S. 
Public Health Service repeatedly announces further 
expansion in all aspects of research, not only in somat¬ 
ic and physiological projects and drugs but as much 
or more in psychological, sociologic, and similar proj¬ 
ects. Psychiatrists are carefully studying what is be¬ 
ing done in psychotherapy, and what such methods 
accomplish. Everything is being studied in an abstract 
field of words and emotional influences whenever pos¬ 
sible. One project, as recently described, is concerned 
with the doctor himself. The day has arrived when 
psychiatrists are even studying each other. 

For the immediate present and for the future, much 
information is needed from research and from every¬ 
day clinical experience. As in all fields of medicine, 
much remains to be determined in psychiatry. What 
has been done in the past must be compared, through 
scientifically controlled clinical follow-up, with what 
is being accomplished today. The therapist needs to 
understand the origin, development, and personal 
background of the patient. He needs to comprehend 
all the environmental, situational, and community in¬ 
fluences on the patient. He must possess knowledge 
about the personality make-up, intellectual endow¬ 
ment, and adaptive capacity of the patient. He then 
is in a position to treat, guide, develop, protect, and 
aid the patient'in all life situations, including the 
pathological. Again this procedure assumes a longi¬ 
tudinal pattern. 


Relationship of Advances to Present Problems 

What is the relationship of all these advances to 
our psychiatric problems today? How do they affect 
our large state hospitals and veterans’ hospitals, gen¬ 
eral hospitals, private psychiatric practice, outpatient 
psychiatric clinics, and the general practice of medi¬ 
cine? This setting of many areas is the one in which 
all doctors including psychiatrists are operating. The 
statistics telling us of the 600,000 beds for the mentally 
ill are correct, but there are many times that number 
of patients in the other hospitals, the general hospitals, 
the outpatient departments, the private offices of 
psychiatrists, and especially in the offices of the gen¬ 
eral practitioner. It is to these many areas that en¬ 
deavor must be directed in applying preventive psy¬ 
chiatry and therapeutic psychiatry, whether treatment 
be carried out by psychotherapy, by drug medication, 
or by any general measures. The concept of the longi¬ 
tudinal pattern in psychiatric therapy may be applied 
properly in all areas. 

Those changes that have proved successful in the 
Pennsylvania Hospital for Nervous and Mental Dis¬ 
eases may be applied, in time, equally well in state 
hospitals for the mentally ill, and even in veterans’ 
hospitals. Admittedly, there are administrative hurdles 
to overcome as well as geographical problems, but by 
some application of principles, with a study of pilot 
projects, much can be accomplished. 

Large Public Hospitals .—The first areas concerned 
with advances are the larger public hospitals, such as 
state hospitals and Veterans Administration hospitals. 
These facilities must be made more readily accessible 
not only to the families of patients but to the general 
practitioners who have followed their patients through¬ 
out their medical lives. The psychiatric specialist, of 
course, in any community will be the first to utilize the 
public hospitals when administratively practical. There, 
a longitudinal pattern of therapy can be maintained, 
but there are many hospitals in smaller communities 
already serving wide geographical areas in which 
there is little available in psychiatric hospitalization. 
Here the general practitioner carries out all respon¬ 
sibilities that are extramural. It follows, therefore, 
that if he becomes familiar with the hospital where 
his psychiatric patient goes, and if the hospital knows 
him also, we have the appropriate hospital and com¬ 
munity relationship that will provide better treatment 
in phychiatry. Perhaps this relationship has always 
been true, but we are aware of it anew because 
of the way psychotherapy should be applied, and 
especially because of the striking response of patients’ 
syndromes to the use of tranquilizing drugs. 

This idea has already been experimented with in one 
state hospital, not only as a way to make up for the 
shortage of psychiatrists but as a new idea for general 
practitioners in the hospital’s periphery. General prac¬ 
titioners were asked to join the staff on a part-time 
basis to do physicals, to provide medical care, and to 
act as consultants in many ways. The experiment was 
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very successful in improving the intramural level of 
medicine as well as in projecting psychiatric accept¬ 
ance and knowledge cxtrainurally. 

General Hospitals .—The general hospitals, the sec¬ 
ond area, are finding themselves significant in the new 
picture of psychiatry. The realization of the psychoso¬ 
matic aspects found in so many medical and surgical 
cases and the desire to have a general hospital furnish 
an all-inclusive service including psychiatry in its 
responsible area have led toward better psychiatric 
practice and hospitalization. In general, it is agreed 
that most of the larger general hospitals should have 
psychiatric facilities, such as rooms, possibly wards, 
or other suitable physical arrangements, for tem¬ 
porary study of most psychiatric patients. It is also 
possible under some circumstances to furnish a con¬ 
siderable amount of treatment for some suitable long¬ 
term patients. There are few physicians today who are 
not familiar with one hospital or another that is suc¬ 
cessfully pursuing such a plan. Perhaps this idea is 
being a little overdeveloped because there are still 
some special situations in psychiatric practice that 
cannot be successfully handled in the setting of a 
general hospital. 

Protected windows, locked doors, activity restric¬ 
tions, and similar prohibitions do not in themselves 
produce modern psychiatric care and treatment, es¬ 
pecially in a general hospital environment. A proper 
medical psychiatric program may necessarily curtail 
the psychiatric patient’s individual choice and freedom. 
Such restrictions must be covered by technical rights 
to establish limitations, and these rights may be exer¬ 
cised properly in most states only under rules and 
regulations prescribed by legal statutes for the ap¬ 
propriate protection of the welfare of patients. It 
follows, therefore, that measures must be standardized 
and devised that will establish correct usage for the 
psychiatric sections of general hospitals, so that new 
opportunities for psychiatric treatment will be sensibly 
available in all hospitals adequately constructed, or¬ 
ganized, and staffed. 

Private Psychiatric Practice .—The third area to be 
considered is the field of private psychiatric practice. 
This area needs study and elaboration, so that the 
ivory tower kind of psychiatry, so familiar in teaching 
centers, may be fenestrated to such an extent that 
good psychiatric judgment and aid may be universally 
available. The psychiatrist in private practice who in¬ 
volves himself in affairs of the community, who fol¬ 
lows his patient’s therapy in the hospital, and who 
knows the needs of the patient at home and in his 
personal situation fulfills his real responsibility as a 
doctor. He also should serve not only his own pa¬ 
tients, but he should be a consultant in the general 
hospital with activity in outpatient service, because 
such an outpatient department in most general hos¬ 
pitals effectively serves in both prevention and therapy. 

An experience of a young psychiatrist in a Pennsyl¬ 
vania city has been impressive. This young doctor for 
years had been a full-time psychiatrist, in^a hospital > 


for patients with mental and nervous illnesses. He 
finally decided to go into general psychiatric practice 
in a small city. He made his excellent experience avail¬ 
able not just to 10 patients a day, an hour per patient, 
but to a wide group through his participation in out¬ 
patient services in a general hospital as well as 
through his office practice, including both psycho¬ 
therapy and somatic therapy. Here is a physician 
possessing good experience and capable clinical ca¬ 
pacity who reflects what can happen in a rather 
characteristic community. During the first 30 days of 
this physician’s practice he saw 60 new patients; of 
these psychiatric patients only 2 needed to be hos¬ 
pitalized. Perhaps there were many reasons for this 
low hospitalization rate, but it is clear that the main 
reason was that adequate diagnosis, psychotherapy, 
drug therapy, and facilities were available in the 
community in every respect. 

Outpatient Department.—The fourth area of im¬ 
portance in this picture is the outpatient department. 
These departments are the arms of experience reach¬ 
ing from the hospital into the community. The serv¬ 
ices of these departments are not only preventive but 
supportive, which is more true for psychiatric patients 
than for any others. The greatest defects in out¬ 
patient departments result because they are not 
maintained either qualitatively or quantitatively in an 
adequate manner by various state hospitals and 
Veterans Administration hospitals. 

Obviously, it is true that outpatient departments 
are necessary in all the general hospitals that seek to 
keep up with the times and to become good psychiatric 
hospitals for the treatment of earlier mental and 
emotional disturbances. Treatment on an outpatient 
basis not only is of benefit to the patient but is advan¬ 
tageous to the participating psychiatrist and physi¬ 
cian and all specialists, for in such a setting they can 
know each other better and be mutually more helpful. 

General Practice.— The fifth and final area, the fun¬ 
damental platform of each of these areas, is handled 
by the doctor in general practice. He has a contact 
with millions of potential and actual psychiatric pa¬ 
tients who far outstrip in importance not only in num¬ 
ber but in the need for longer, effective medical work 
the 600,000 patients who are in beds in psychiatric 
hospitals. 

The general practitioner is the first contact of the 
patient in the longitudinal pattern in therapy. He sees 
the patient as an individual—mentally and physically 
in his growth from childhood, in his school, in his 
church, in his club, in his family, and in his movement 
into adult life and mentally and physically in his loves 
and hates, desires, and frustrations, in his marriage 
and family, and in his progress throughout life. The 
opportunities for medical prevention are contained in 
all these areas. The success in handling mental and 
nervous illness depends upon the amount of preven¬ 
tion, the amount and quality of care and treatment, 
agdjhe follow-through on the rehabilitative measures 
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develop, what they are, why they persist or disappear, 
and what may benefit or cure diem depends to a great 
extent on how successfully therapy based on this 
longitudinal concept is made available to most pa¬ 
tients in all areas. 

Longitudinal therapy is no stranger to medicine. 
In tuberculosis, the anemias, chronic nephritis, and 
cardiovascular disorders nothing is more successful 
than long-term intimate control by one physician. 
Everything possible is done, as prevention, care, and 
treatment are continuous problems. Diet, work sched¬ 
ule, physical habits, and exercise—everything concern¬ 
ing the daily life of the patient is patiently organized 
or directed whenever the physician has the oppor¬ 
tunity to do so. This direction includes nowadays 
even the psychological aspect of advising the patient 
to live slowly and enjoyably, to avoid tension, anxiety 
and worry; and to attempt to organize his personal, 
family, community, and love life so that his daily life 
may contain the most in mental security and satisfac¬ 
tion and the least in frustration. If this be the accepted 
wisdom in general medical cases in this decade, how 
much more it must be emphasized and developed in 
the treatment of mental and emotional disorders. 

Psychiatry is still working symptomatically, em¬ 
pirically, and investigatively. Research is only at an 
early state, but again drama is entering the laboratory 
and also the clinic. Research by government bureaus, 
with the help of private foundations, and in fact by 
i almost every possible type of medical facility is well 
- supported. The field of research is more lacking in the 
number of trained personnel than in money. The U. S. 
Public Health Service repeatedly announces further 
expansion in all aspects of research, not only in somat¬ 
ic and physiological projects and drugs but as much 
or more in psychological, sociologic, and similar proj¬ 
ects. Psychiatrists are carefully studying what is be¬ 
ing done in psychotherapy, and what such methods 
accomplish. Everything is being studied in an abstract 
field of words and emotional influences whenever pos¬ 
sible. One project, as recently described, is concerned 
with the doctor himself. The day has arrived when 
psychiatrists are even studying each other. 

For the immediate present and for the future, much 
information is needed from research and from every¬ 
day clinical experience. As in all fields of medicine, 
much remains to be determined in psychiatry. What 
has been done in the past must be compared, through 
scientifically controlled clinical follow-up, with what 
is being accomplished today. The therapist needs to 
understand the origin, development, and personal 
background of the patient. He needs to comprehend 
all the environmental, situational, and community in¬ 
fluences on the patient. He must possess knowledge 
about the personality make-up, intellectual endow¬ 
ment, and adaptive capacity of the patient. He then 
is in a position to treat, guide, develop, protect, and 
aid the patient in all life situations, including the 
pathological. Again this procedure assumes a longi¬ 
tudinal pattern. • 


Relationship of Advances to Present Problems 

What is the relationship of all these advances to 
our psychiatric problems today? How do they affect 
our large state hospitals and veterans’ hospitals, gen¬ 
eral hospitals, private psychiatric practice, outpatient 
psychiatric clinics, and the general practice of medi¬ 
cine? This setting of many areas is the one in which 
all doctors including psychiatrists are operating. The 
statistics telling us of the 600,000 beds for the mentally 
ill are correct, but there are many times that number 
of patients in the other hospitals, the general hospitals, 
the outpatient departments, the private offices of 
psychiatrists, and especially in the offices of the gen¬ 
eral practitioner. It is to these many areas that en¬ 
deavor must be directed in applying preventive psy¬ 
chiatry and therapeutic psychiatry, whether treatment 
be carried out by psychotherapy, by drug medication, 
or by any general measures. The concept of the longi¬ 
tudinal pattern in psychiatric therapy may be applied 
properly in all areas. 

Those changes that have proved successful in the 
Pennsylvania Hospital for Nervous and Mental Dis¬ 
eases may be applied, in time, equally well in state 
hospitals for the mentally ill, and even in veterans’ 
hospitals. Admittedly, there are administrative hurdles 
to overcome as well as geographical problems, but by 
some application of principles, with a study of pilot 
projects, much can be accomplished. 

Large Public Hospitals .—The first areas concerned 
with advances are the larger public hospitals, such as 
state hospitals and Veterans Administration hospitals. 
These facilities must be made more readily accessible 
not only to the families of patients but to the general 
practitioners who have followed their patients through¬ 
out their medical lives. The psychiatric specialist, of 
course, in any community will be tire first to utilize the 
public hospitals when administratively practical. There, ■ 
a longitudinal pattern of therapy can be maintained, 
but there are many hospitals in smaller communities 
already serving wide geographical areas in which 
there is little available in psychiatric hospitalization. 
Here the general practitioner carries out all respon¬ 
sibilities that are extramural. It follows, therefore, 
that if he becomes familiar with the hospital where 
his psychiatric patient goes, and if the hospital knows 
him also, we have the appropriate hospital and com¬ 
munity relationship that will provide better treatment 
in phychiatry. Perhaps this relationship has always 
been true, but we are aware of it anew because 
of the way psychotherapy should be applied, and 
especially because of tire striking response of patients’ 
syndromes to the use of tranquilizing drugs. 

This idea has already been experimented with in one 
state hospital, not only as a way to make up for the 
shortage of psychiatrists but as a new idea for general 
practitioners in the hospital’s periphery. General prac¬ 
titioners were asked to join the staff on a part-time 
basis to do physicals, to provide medical care, and to 
act as consultants in many ways. The experiment was 
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very successful in improving the intramural level of 
medicine as well as in projecting psychiatric accept¬ 
ance and knowledge extramurally. 

General Hospitals.— The general hospitals, the sec¬ 
ond area, are finding themselves significant in the new 
picture of psychiatry. The realization of the psychoso¬ 
matic aspects found in so many medical and surgical 
cases and the desire to have a general hospital furnish 
an all-inclusive service including psychiatry in its 
responsible area have led toward better psychiatric 
practice and hospitalization. In general, it is agreed 
that most of the larger general hospitals should have 
psychiatric facilities, such as rooms, possibly wards, 
or other suitable physical arrangements, for tem¬ 
porary study of most psychiatric patients. It is also 
possible under some circumstances to furnish a con¬ 
siderable amount of treatment for some suitable long¬ 
term patients. There are few physicians today who are 
not familiar with one hospital or another that is suc¬ 
cessfully pursuing such a plan. Perhaps this idea is 
being a little overdeveloped because there are still 
some special situations in psychiatric practice that 
cannot be successfully handled in the setting of a 
general hospital. 

Protected windows, locked doors, activity restric¬ 
tions, and similar prohibitions do not in themselves 
produce modern psychiatric care and treatment, es¬ 
pecially in a general hospital environment. A proper 
medical psychiatric program may necessarily curtail 
the psychiatric patient’s individual choice and freedom. 
Such restrictions must be covered by technical rights 
to establish limitations, and these rights may be exer¬ 
cised properly in most states only under rules and 
regulations prescribed by legal statutes for the ap¬ 
propriate protection of the welfare of patients. It 
follows, therefore, that measures must be standardized 
and devised that will establish correct usage for the 
psychiatric sections of general hospitals, so that new 
opportunities for psychiatric treatment will be sensibly 
available in all hospitals adequately constructed, or¬ 
ganized, and staffed. 

Private Psychiatric Practice .—The third area to be 
considered is the field of private psychiatric practice. 
This area needs study and elaboration, so that tire 
ivory tower kind of psychiatry', so familiar in teaching 
centers, may be fenestrated to such an extent that 
good psychiatric judgment and aid may be universally 
available. The psychiatrist in private practice who in¬ 
volves himself in affairs of the community, who fol¬ 
lows his patient’s therapy in the hospital, and who 
knows the needs of the patient at home and in his 
personal situation fulfills his real responsibility as a 
doctor. He also should serve not only his own pa¬ 
tients, but he should be a consultant in the general 
hospital with activity in outpatient service, because 
such an outpatient department in most general hos¬ 
pitals effectively serves in both prevention and therapy. 

An experience of a young psychiatrist in a Pennsyl¬ 
vania city has been impressive. This young doctor for 
years had been a full-time psy r '^ i ’ a *' ri * c f' ,n Q Tincnifal 


for patients with mental and nervous illnesses. He 
finally decided to go into general psychiatric practice 
in a small city. He made his excellent experience avail¬ 
able not just to 10 patients a day, an hour per patient, 
but to a wide group through his participation in out¬ 
patient services in a genera] hospital as well as 
through his office practice, including both psycho¬ 
therapy and somatic therapy. Here is a physician 
possessing good experience and capable clinical ca¬ 
pacity who reflects what can happen in a rather 
characteristic community. During the first 30 days of 
this physician’s practice he saw 60 new patients; of 
these psychiatric patients only 2 needed to be hos¬ 
pitalized. Perhaps there were many reasons for this 
low hospitalization rate, but it is clear that the main 
reason was that adequate diagnosis, psychotherapy, 
drug therapy, and facilities were available in the 
community in every respect. 

Outpatient Department —The fourth area of im¬ 
portance in this picture is die outpatient department. 
These departments are the arms of experience reach¬ 
ing from the hospital into the community. The serv¬ 
ices of these departments are not only preventive but 
supportive, which is more true for psychiatric patients 
than for any others. The greatest defects in out¬ 
patient departments result because they are not 
maintained either qualitatively or quantitatively in an 
adequate manner by various state hospitals and 
Veterans Administration hospitals. 

Obviously, it is true that outpatient departments 
are necessary in all the general hospitals drat seek to 
keep up with the times and to become good psychiatric 
hospitals for the treatment of earlier mental and 
emotional disturbances. Treatment on an outpatient 
basis not only is of benefit to the patient but is advan¬ 
tageous to the participating psychiatrist and physi¬ 
cian and all specialists, for in such a setting diey can 
know each other better and be mutually more helpful. 

General Practice .—The fifth and final area, the fun¬ 
damental platform of each of these areas, is handled 
by die doctor in genera] practice. He has a contact 
with millions of potential and actual psychiatric pa¬ 
tients who far outstrip in importance not only in num¬ 
ber but in the need for longer, effective medical work 
the 600,000 patients who are in beds in psychiatric 
hospitals. 

The general practitioner is the first contact of the 
patient in the longitudinal pattern in therapy. He sees 
the patient as an individual—mentally and physically 
in his growth from childhood, in his school, in his 
church, in his club, in his family, and in his movement 
into adult life and mentally and physically in his loves 
and hates, desires, and frustrations, in his marriage 
and family, and in his progress throughout life. The 
opportunities for medical prevention are contained in 
all these areas. The success in handling mental and 
nervous illness depends upon the amount of preven¬ 
tion, the amount and quality of care and treatment, 
and the fnllnw-thrnmdi on the rehabilitative measures 
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and further prevention that is so important in the life 
of the patient with a psychiatric disorder. The general 
practitioner naturally follows through with the longi¬ 
tudinal pattern, and with a psychiatric patient he may 
enter the treatment program with the psychiatrist or 
participate in the treatment program of the psychiat¬ 
ric hospital. Upon the return of the patient to his 
natural former setting, the physician can be placed in 
the position in which he can continue to be a therapist 
in every sense. If we can approach such an ideal, we 
will be able to work, through these various locations 
of hospitals and professional colleagues, to a status in 
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which the use of psychotherapy will become the 
familiar arm of the general practitioner, the tranquiliz- 
ing drugs and somatic therapies will be equally avail¬ 
able, and the relationship of both to that therapy 
contained in rehabilitation will become more general. 

Little of this ideal could have been contemplated 
three decades ago. Only in the last 10 years have we 
been able to seriously consider it, but now, with the 
new advances in therapy and psychiatry so obviously 
present in medicine, it is not foolish to approach these 
possibilities with new planning. 

Ill N. 49th St. (39). 


PSYCHOLOGICAL HANDLING OF THE CHRONICALLY INCAPACITATED PATIENT 

Francis M. Forster, M.D., Washington, D. C. 


At first glance it is somewhat surprising to find a 
clinical neurologist appearing on a program concern¬ 
ing psychiatry, particularly in a symposium. However, 
after further thought, it is not at all surprising that 
a neurologist should be chosen to discuss this particu¬ 
lar topic. The neurologist finds that much of his prac¬ 
tice is composed of epileptic patients; of patients who 
have survived crippling diseases such as cerebral 
vascular accidents, poliomyelitis, or cerebral palsy; 
of patients with complications after severe meningitis; 
and of patients under postoperative observation after 
having brain tumors removed. The neurologist treats 
the chronically disabled patient, the patient with an 
incurable illness, and the patient who will recover but 
has a long period of convalescence. The neurologist 
has adopted in his practice many characteristics of 
the general practitioner of medicine. These character¬ 
istics include the close relationship of the doctor to 
the patient and to the patient’s family, the social con¬ 
sciousness of the general practitioner, and the en¬ 
thusiasm, vigor, and availability of the general prac¬ 
titioner. Moreover, the well-trained neurologist today, 
while he does not practice psychiatry, has sufficient 
training in this field. In view of all of these facts, 
it is proper for a neurologist to take part in this sym¬ 
posium and to discuss this particular topic. 

Our older colleagues speak with equal reverence of 
the art and of the science of medicine. The tremendous 
advances made in recent years in the field of medical 
education, research, and science have led to a consid¬ 
erable deemphasis of the art of medicine. The younger 
graduates of our medical schools speak less and less 
often of the art of medicine and indeed have less 
and less understanding of this art. Those of us who 
deal with the clinical clerks, young residents, young 
instructors, and, indeed not infrequently, the young 
professors are only too well aware that the full need 
of practicing the art of medicine is not appreciated 
by many of our colleagues, particularly those in aca¬ 
demic environs and in specialized practice. The gen- 
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• Epilepsy, hemiplegia, cerebral palsy, and paraly¬ 
sis offer poliomyelitis are a few examples of the 
chronically incapacitating conditions in which fhe 
physician's knowledge of the disease needs to be 
supplemented by his understanding of the patient. 
The fears of death, of pain, and of disability need to 
be recognized and overcome. A family facing be¬ 
reavement should be put into action; a physician who 
knows their circumstances is aware of many important 
things that need to be done. Working in line with a 
patient's existing motivations, the physician can in¬ 
duce him to use residual powers to best advantage. 
The patient identifies himself with a physician whom 
he respects and likes,- suggestion can then be effec¬ 
tively used, the patient can be educated as to his 
condition, and group therapy can sometimes be em¬ 
ployed. The gains that have been made by the sci¬ 
ence should be paralleled by more emphasis on the 
art of medicine. 


eral practitioner, who has always been close to the 
grass roots, has never lost respect for and realization 
of the need of practicing the art of medicine. 

Psychiatry is a field of medicine in which there 
are many duties to perform. These duties include care 
of patients, teaching of students, research, and training 
of young psychiatrists. However, one of psychiatry’s 
greatest responsibilities is to convey to all doctors an 
awareness of the need of the psychiatric approach to 
all patients. The reason for this need is that psy¬ 
chiatry could never develop enough psychiatrists to 
take care of all patients nor would such care be eco¬ 
nomically feasible, because all the patients with mild 
aberrations and mild disturbances neither would de¬ 
sire nor could afford psychiatric care. Indeed, with the 
shortage of medical personnel, it would be wasteful 
to have approximately one-half of the profession en¬ 
gaged in the practice of psychiatry. Therefore, the 
only way psychiatry can fulfill its obligations is by 
training young doctors and medical students carefully 
and thoroughly in the practical aspects of the field. 
This statement can be paraphrased by saying that a 
great responsibility of the field of psychiatry is to 



Vol. 103, No. 2 

train persons in and to reemphasize the art of medi¬ 
cine, which is especially important in the handling 
of chronically ill persons, those who are disabled, and 
those with incurable conditions. 

Fears in Patients 

The problems one faces in this group of patients— 
those chronically ill, disabled, and with incurable 
conditions—are certain fears. These fears are well 
grounded; they arc not delusions. They are not para¬ 
noic trends, but they are based on fact, are real, and 
demand remedial steps. 

Fear of Death .—The fear of death is first and fore¬ 
most of these, and no one has found an adequate way 
of handling this fear. Now and then we find patients 
who are resigned and who look upon life in this world 
as a chapter in a more complete life record. To these 
patients, particularly when this life has become painful 
and difficult, resignation comes easily when death is 
inevitable. In no aspect of medicine is the art better 
exemplified than in the categories covered by this 
topic, the preparation of the patient for death, for 
disability, or for chronic illness, and the preparation 
of the patient’s family. 

Wien death is inevitable, patients and families who 
are aware of a Greater Power than themselves can 
sometimes face reality with stoicism and faith suffi¬ 
cient to sustain them. At the present time there is in 
Georgetown University Hospital a patient with an in¬ 
operable brain tumor. She is a young mother in very 
moderate circumstances who has four children and a 
devoted husband. She and her family understand that 
all scientific medicine has to offer has been tried and 
that there is little more that can be done. They are 
people with deep religious convictions and are con- 
vineed that a miracle will happen. We, as physicians, 
do not expect this, but the hope and faith of the 
patient and her husband serve to carry them through 
this difficult time. Sometimes one is surprised at the 
results of such faith. Martin P. Durkin, former Sec¬ 
retary of Labor, also had a highly malignant tumor 
of the brain with a mild preoperative hemiparesis 
that progressed to severe hemiplegia. He, his wife, and 
his sons were convinced that a miracle would occur, 
and, despite all of the predictions based on the cytol¬ 
ogy of this tumor, Mr. Durkin recovered from the 
operation and had a period of a year and a half of 
completely normal activity before the further spread 
of the neoplasm led to his death. 

The fear of death is often greater in the relatives 
than in the patient. This fear is a personal experience 
for almost all of us. We are not concerned nearly as 
much about ourselves as we are about our wives, 
children, and parents. Very important for a family 
facing the death of a member is the explanation of the 
role each of us plays in the biological spectrum. Par¬ 
ents are biologically expected to die before their 
children. This, of course, is of assistance only in re¬ 
conciling parents to the death of grandparents, fails 
completely in attempting to reconcile parents to the 
loss of children, and has no place regarding the death 
of the spouse. The great completeness of death is 
some solace. It closes the book of life and allows an 
evaluation, and, for the aged patient who has led an 
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exemplary life, there is some gratitude. Particularly 
for the family, there is some sense of satisfaction in a 
useful life completed and without further exposure, to 
the vicissitudes, so there is no further chance of 
blotting the record of that life. 

Regarding the fear of death, the physician, with 
his friendship, counsel, soft word, fight touch on the 
shoulder, and firm squeeze of the hand, transmits 
understanding and sympathy, love, and strength to the 
patient or to the family. These are the chief aids that 
the physician has to offer at that time. They convey to 
the patient or his family that, were it in your power, 
you would spare him this burden, but, since it is 
not in your power, you grieve with him. 

One of the functions of the physician at the time of 
bereavement is to put the family into action making 
arrangements. It would almost seem at first that the 
lawyer for the family or someone in a similar position 
should take on all of these duties. However, the 
time-consuming activities necessary immediately after 
a death—making arrangements with the funeral di¬ 
rector, closing accounts, and making the financial ar¬ 
rangements necessary from the governmental stand¬ 
point—serve a valuable purpose in occupying the time 
of the bereaved. 

Fear of Pain and Incapacitation .—The fear of pain 
is closely allied to the fear of death, because the only 
purpose of pain is to warn the human organism of 
disease, which is in turn a threat to the body. The 
fear of pain, therefore, occurs not so much because of 
tire pain present at the moment but because of the 
extrapolation that this pain will be with the patient 
from now on. Fear of incapacitation is in many ways 
greater and more disturbing, particularly to the head 
of a family or to a young mother, than either of the 
fears discussed above. The fear of incapacitation is 
based on anxiety concerning dependence, not only 
emotional but economic and social dependence. The 
patient with hemiplegia who cannot feed himself, 
the patient with aphasia who is cut off from easy 
communication with his loved ones—these conditions 
represent the basic fears called up by the threat of a 
protracted illness. 

Psychotherapy in General Practice 

Every good physician practices psychotherapy. He 
does not call it this, for he does not speak in psy¬ 
chiatric terms. The very fact that.the family can pick 
up the telephone at 3 a. m. and have the family phy¬ 
sician come to the home in 20 minutes or half an 
hour for an emergency is itself reassurance. The re¬ 
assurance given by the physician in the community 
grows stronger each day that he is there. Each time 
he delivers a baby in the family, vaccinates a child, 
or cares for a grandfather or grandmother during a 
terminal illness he becomes a greater source of re¬ 
assurance to the family. 

Use of Suggestion .—Suggestion is a mechanism that 
has been used by physicians from time immemorial 
not only in the patients with chronic conditions but 
also in those with acute illnesses. One is always care¬ 
ful in using the term “suggestion,” for we are so well 
aware that many of the unrecognized practitioners of 
healing arts have used the power of suggestion almost 
exclusively to achieve results. Every physician uses 
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tliis mechanism also, and suggestion is necessary to 
obtain the maximum result that can be obtained from 
the patient. By suggestion, the patient with hemi¬ 
plegia can be induced to push himself to the limit 
of his physical power and obtain the best possible use 
of his extremities. By the use of suggestion, patients 
who would otherwise become invalids can be induced 
to take on some occupation, not for financial or eco¬ 
nomic gain but to occupy their time better and to gain 
the feeling of really belonging to the community. 
By the use of suggestion, the patient with a neurosis 
can be induced to mobilize pent-up energy; the 
psychotherapist persuades him to vocalize, and thus 
his output is brought to a maximum. Often it is 
necessary to have aid from the physician trained in 
physical medicine and rehabilitation. Such treatment 
does not consist in the application of hot lamps and 
massage but in the physician’s suggesting to the pa¬ 
tient die proper muscle groups to use in carrying out 
a function. 

Suggestion serves to increase the motivation of the 
patient. It is important, however, not to use sugges¬ 
tion running counter to a good motivation in the 
patient but to use suggestion in direct line with a 
strong motivation on die part of the patient. Such 
use of suggestion can be seen in the case of an elderly 
clergyman who suffered a cerebral vascular accident, 
with resulting aphasia. This aphasia was of the 
amnesic type. He could, therefore, speak and under¬ 
stand spoken words, but he had lost his vocabulary. 
This was of considerable concern to him for many 
reasons. His chief fear was diat he would not be able 
to perform die proper religious service for his modier 
if she died. In diis case, speech retraining was done in 
the language used in die religious service radier than 
in the patient’s native tongue, and only after he be¬ 
came adept in die use of Latin was he retrained in 
English. An attempt by suggestion to force him to re¬ 
learn English would have been working at cross pur¬ 
poses with the motivation of the patient. 

Group Therapy.—We think of group therapy as an 
organized procedure occurring at a set hour in a 
particular environment. For the physician in die com¬ 
munity, group psychotherapy is going on at all times 
and in many places. Whenever there is a gadiering of 
patients in his office, there is actually a form of group 
psychotherapy. The patient, waiting his turn to see 
the doctor, upon seeing odier people widi the same 
degree of confidence in the physician is given re¬ 
assurance. This is amplified by die waiting room dis¬ 
cussions among patients, and furdier in over-the- 
back-fence conversations in the community and by 
die observations made in clubs, in social gatherings, 
in schools, and in church meetings. Indeed, the physi¬ 
cian’s success in the community is often determined 
by what might be referred to as undirected group 
dierapy. It is undirected in die sense that the physi¬ 
cian himself is apparently not programing the session 
and yet he is. He is indirectly guiding the course of 
tiiese psychotherapeutic sessions because every act 
that he carries out in the practice of die art and 
science of medicine has impact on the individual and 
on members of the community collectively. He is 
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also directing it by actions in his own private life 
for example, in his relationships in his own family and 
in social groups, by his attention to his fellow man, 
and by his activities in the civic life of the community. 

Identification .—The mental mechanism of identifi¬ 
cation is of great importance to the physician. He does 
not often recognize it as such, and many a physician 
has gone to his grave widiout realizing the number 
of young men he has guided to medical school. I ask 
each young man I see applying to our medical school 
why he wishes to study medicine. After some dis¬ 
cussion, over half of them say with some hesitation 
and embarrassment, “Well, there was a doctor in my 
town.” This is followed by a description of a grand old 
physician who may not have been an earth-shaking 
scientist but who served as the motivation for die 
young man to study medicine. The physician who 
could induce an identification of this type in a young 
man so as to lead him into the desire to practice 
medicine and to help others must certainly have 
helped patients also, not only by science but by die 
art of medicine. The identification to the extent of 
studying medicine is a strong one, of course, and 
implies that any physician who has, by his example, 
led young men to study medicine must have indeed 
set up a strong wave of identification from the stand¬ 
point of the physical and mental health of the com¬ 
munity. 

This identification must be most carefully nurtured. 
It is the basis of our public relations. What the people 
think of you as a doctor, what the people think of the 
state medical society', or what die people think about 
various new concepts regarding the economics and 
practices of medicine depends upon each of us in 
our own community' and upon how well we develop 
the identification of our patients and their families 
with ourselves. 

Education in Difficult Situations 

Education of the patient is a vitally important 
mechanism in the handling of difficult and desperate 
situations. Here one has to be as scientifically accurate 
as possible and yet as hopeful as possible. The ability 
to tell a patient with seizures that 85% of the patients 
with epilepsy can have their seizures controlled and 
that we expect him to fall within the category of the 
85% is education and also reassurance. The patient 
who is one of the 15% whose seizures cannot be con¬ 
trolled with present medicaments is educated then to 
place his hopes in the research drugs available. The 
fact that drugs are being developed and studied for 
the epileptic whose condition is not controlled means 
that he does not stand alone and that the profession is 
laboring specifically for him and the small number of 
patients with his difficulty. A patient with a feeling 
of comfort and security about medication is far more 
apt to be relieved of symptoms or cured. 

In diseases such as multiple sclerosis for which there 
is no specific and indeed not very adequate sympto¬ 
matic therapy at present, the explanation of the re¬ 
search aims and goals, of funds being expended, and of 
the direction being taken by research is often enough 
to convince the patient that in his lifetime the solution 
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to the disease will be forthcoming. Education, how¬ 
ever, is something that cannot be done as a one-shot 
procedure even in schools of higher education. The 
old custom of repetition as a form of emphasis is still 
honored. Repeated office visits can be used to empha¬ 
size the educational factor and, of course, at the same 
time serve to maintain the reassurance. The office 
visits should not be so frequent as to be a financial 
burden or to imply to the patient that he is in danger 
or in considerable difficulty as a result of his illness 
but not so infrequent that they imply that the physi¬ 
cian docs not care about the patient. During the 
repeated visits, the factors in education can be re¬ 
emphasized; education can often be given in divided 
doses over a period of several interviews. 

Education of the patient is especially important in 
our day. The vast development of scientific knowledge 
and the great publicity given to scientific facts have 
made almost everyone feel that he is a scientist and 
is, therefore, entitled to a scientific explanation. The 
use of cponvms is certainly to be discouraged, be¬ 
cause such usage sounds more like brilliance than 
wisdom to the patient. The mechanisms of the disease 
should be explained in language simple enough for 
the patient to comprehend, just as the mechanisms 
of his psychological attitude toward his illness must 
also be explained in simple, understandable terms. 


Comment 

The preceding discussion leads us into somewhat 
of a pastoral concept of the practice of medicine. We 
must always remember that God made us physicians 
for the patients and did not make the patients for us. 
This is a point that needs to be hammered home in the 
scientific emporiums of medicine. There is always a 
great wave of enthusiasm about the interesting pa¬ 
tient, but who, when he was ill, was not an interesting 
patient? John Marshall, in discussing the practice of 
law, commented that what was needed was not so 
much brilliance as wisdom. This is equally true of 
all the major professions. The medical profession has 
always been aware of this, and the men in the private 
practice of medicine have shown most particularly 
through the years a heavy emphasis on wisdom. 

What I have tried to point out in this paper is that 
there is a need for more emphasis on the art of medi¬ 
cine. This must never be, however, to the deemphasis 
of the science of medicine, and scientific gains should 
not be surrendered for the art of medicine. The art 
of medicine in the realm of the psychiatric sciences 
can be presented on a scientific basis at least in mod¬ 
ern medical education at the undergraduate level. 
The psychiatrist has a distinct obligation to fill this 
need. 

3800 Reservoir Rd. N. W. (7). 


CHILD PSYCHIATRY AND THE GENERAL PRACTITIONER 

George E. Gardner, M.D., Ph.D., Boston 


The thousands of physicians in general practice 
throughout the United States constitute our first line 
of defense in respect to the early detection, diagnosis, 
and treatment of emotional disturbances and mental 
health problems of both adults and children. I have 
not attended any serious discussions of these topics by 
general psychiatrists or child psychiatrists in which this 
feeling has not been repeatedly emphasized. In recent 
years every effort has been made at the medical school, 
internship, and residency levels to prepare the physi¬ 
cian for the adequate performance of this important 
task. 

It was, therefore, both a joy and a challenge to be 
requested to prepare these notes concerning observa¬ 
tions from practice and the research field in child psy¬ 
chiatry for presentation to my medical colleagues who 
practice pediatrics and general medicine. The joy in 
the challenge came as a result of the admonition from 
the Chairman of the Council on Scientific Assembly 
that the talk was to be practical and understandable 
—practical, in that I was to bring forward whatever 
concepts, principles, and specific things to do and not 
to do that should be and could be applied by the 
physician in his day-by-day contact with the younger 

Director, Judge Baker Guidance Center, and Psycliiatrist-in- 
Chief, Children’s Medical Center. 

Read in the Panel on Psychiatry in American Medicine before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 11, 1956. 


• Child psychiatry is, in its truest and best essence, 
family psychiatry. Emotional sickness in a child de¬ 
notes a disturbed relation to the most important 
people in his life, usually his mother, father, and 
siblings. With a detailed knowledge of the family 
constellation in all of its references, the general 
practitioner will be able to evaluate the possible 
emotional components in the clinical conditions pre¬ 
sented by individual children in the families under his 
care. This knowledge, together with the medical 
and social data on the individual child, enables 
him to give the needed comprehensive medical care. 
This involves sitting down with the parents, together 
or singly, and obtaining the necessary data when he 
is first designated by the family as their family 
physician. Trust in the physician on the part of the 
child is essential and depends on his over-all atti¬ 
tudes, prestige, personality, and approach. These 
must not be thought of as the armamentaria of the 
incompetent or unscrupulous practitioner,- they are 
of primary importance and must be established de¬ 
liberately. The fact that time is required must be 
recognized by both the physician and the parents 
and must be reflected in the physician's fees, which 
should be graded on a time rather than on a visit 
basis. Some referrals to psychiatrists or clinics can 
be avoided in this way, and the family physician 
can promote the orderly personality development of 
children from their earliest years onward. 
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patients in the families under his care; and under¬ 
standable, in that I was to employ a minimum of psy¬ 
chiatric terminology. 

As a matter of fact, this task is not as difficult for 
the child psychiatrist as it might at first seem. It is 
not as difficult because the child psychiatrist in the 
past two decades has less and less confined his atten¬ 
tion to being strictly a specialist dealing with his child 
patient alone and has more and more come to the 
conclusion that the practice of child psychiatr y is, in 
its truest and best essence, family psychiatry. In this 
respect, Iris concern as a physician more closely ap¬ 
proximates the age-old concerns and methods of the 
general practitioner than it does those of any other 
specialist in medicine. 

The child psychiatrist, like the general practitioner, 
has learned that the child who is sick emotionally—who 
is not adjusted in that he fails to meet certain expected 
standards of development in such areas as eating, toilet 
training, education, and control of aggression—is usual¬ 
ly sick or disabled by virtue of his relationship to those 
most important in his life, namely, his mother, father, 
and siblings. In respect to both etiology and treatment, 
it is unthinkable for the well-trained child psychiatrists 
today to ignore the whole family of the child. The 
younger the child, the more important are these rela¬ 
tionships. These concepts that are daily demonstrable 
have long been known and used by the general practi¬ 
tioner. 

It is my observation that three conditions must be 
met in order to reach an adequate understanding of 
the problems of the individual child in his family set¬ 
ting. These are understood by die child psychiatrist, 
and dieir importance should also be understood by die 
pediatrician and by die general practidoner. They are 
die rouhne compilation of an adequate family and 
social history of the parents and children, the estab¬ 
lishment of a psychotherapeutic relationship with all 
members of the families, and the allotment of enough 
time to gather die social and family history and to 
establish die proper relationship. The success of the 
technical skills of die child psychiatrist in treating 
children witii complex emotional disturbances is de¬ 
pendent on these three conditions, all of which the 
general practitioner can readily apply. I would like 
to comment on these in more detail. 

Adequate Social and Family History 

The physician through his education and training 
is well equipped to secure all those data referable to 
the existence of possible physical disease in the chil¬ 
dren as aids to definite diagnosis and correct treatment. 
He is also well aware of die possible involvement in 
the clinical picture, in either a cause or effect relation¬ 
ship, of the emotional factors attendant upon the 
child’s good or bad relationships with either of his 
parents or with any of his siblings. What is most 
needed is that he gather enough information about 
these intrafamily relations both initially, when the 
family first comes under his care, and later, year by 
year, as the children develop, so that he is always able 
to relate these data in their relative importance to the 
clinical picture and die responses of the child at each 
visit. This history of relationships should be fully re¬ 
corded by and, hence, available to the physician. 


What are some of the important historical data that 
the child psychiatrist would suggest that the general 
practitioner secure over and beyond those traditionally 
sought concerning the medical history of parents and 
children? In general, he needs information from par¬ 
ents regarding their own early relationships with both 
their parents and siblings. It is a well-established prin¬ 
ciple in child psychiatry that the child-rearing prac¬ 
tices of parents are determined largely by the attitudes 
held and die practices applied by their own parents. 
The physician, viewing a child patient, stands, as it 
were, beside the parents and looks at the past for the 
parents’ childhood care and adjustments and at the 
present for the possible transmission of the good or ill 
effects of these relationships on the way the mother 
or father is responding to and caring for his own child. 

It is extremely important, for example, to know just 
what kind of mother and father the parent had. If 
they were rigid, controlling, permissive, neglectful, or 
even brutal, these factors will largely determine the 
procedures used by the parents. The contrasting atti¬ 
tudes of the mothers and fathers toward dieir children 
of different sexes may' be crucial in setting in motion 
emotional and behavioral problems for dieir children. 
These attitudes may well have had their roots in the 
rivalries die parents met in respect to their own 
brothers and sisters years ago and in the manner in 
which they were handled in the parents’ childhood 
family groups. These data really determine in a large 
part just what kind of basic attitude toward and 
evaluation of a particular child, or a child at varying 
ages, each parent unconsciously holds in his or her 
mind. These data are as important to the general prac¬ 
titioner as they are to the child psychiatrist, for, in the 
light of them, he will be better able to understand 
the child and, even more important, to suggest meas¬ 
ures that will prevent parents from taking wrong 
courses of action in child care practices through un¬ 
conscious expressions of their own environments. 

The social history taken by' the general practitioner 
should also, of course, include factors referable to the 
present family setup and to the internal strains and 
external stresses to which it is subjected. Without a 
knowledge of these factors, the child’s problem may 
seemingly have little meaning or, worse, appear to 
be merely the whims or phases of a badly behaving 
child. For example, how stable is this family group? 
Are there emotional problems that one or both parents 
face in respect to an adequate social and sexual ad¬ 
justment one with the other? What value or worth 
does each parent have for the other? What is the 
basic attitude of each parent toward their children? 
Did both want children? Do they' enjoy these children, 
or are they a burden hampering the fulfillment of 
other aspirations? What needs of the parent—such as 
love, dependency', support, and encouragement—are 
unfulfilled by' this partnership? Are there flagrant or 
even subtly applied inconsistencies in their treatment 
of different children in the family, and do these incon¬ 
sistencies reflect the parental relationships? What is 
the father’s expressed or unexpressed opinion of the 
mother as an adequate mother and the mothers 
opinion of the father as a good and adequate father, 
and what are their own opinions of themselves in 
these roles? Finally, what are the economic stresses 
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that assail this family group? All of these factors may 
contribute toward a stable or unstable home and 
drastically affect the child’s sense of security in it and 
with his parents. In a lack of this sense of security, 
many of the emotional problems in early childhood 
arise. 

My point for emphasis is that only with a detailed 
knowledge of the family constellation in all of its 
references will the general practitioner be able to 
evaluate the possible emotional components in the 
clinical conditions presented by individual children 
in the families under his care. When be adds to his 
information on the family setup the historical data, 
both medical and social, of the individual child, he is 
then able to give the comprehensive medical care that 
is the objective and aim of all who treat children. 

As I stated above, this procedure involves sitting 
down with the parent or parents, together or singly, 
and seeking and recording these data in detail when 
the family first designates the physician as their family 
physician. To these facts, the doctor adds his intuitive 
impressions and evaluations. In former days and in 
smaller communities, the family physician sensed all 
of these things by reason of propinquity to the par¬ 
ents and to their forebears, and he used these facts 
admirably in promoting what he probably would have 
been the last to designate “the emotional adjustment’’ 
of his patients, both adults and children. With the 
complexities of modern living and modern general 
practice, these factors can only be known to the phy¬ 
sician through his deliberate recording of them with 
the conviction that they are probably the most vital 
and helpful data he has in his file. 

Establishment of Psychotherapeutic Relationship 
with the Child 

It is well known to psychiatrists, and should be well 
known to all who labor in any of the “helping pro¬ 
fessions,” that the effectiveness of therapy, guidance, 
counseling, and casework is to a great extent deter¬ 
mined by the subtleties inherent in the relationship 
established between the practitioner and his patient. 
The factor has been recognized and utilized as a con¬ 
structive force by physicians for centuries in the 
doctor-patient relationship. As a result of the rise of 
modern scientific medicine with its emphasis and re¬ 
liance upon precise scientific agents for the treatment 
of disease, the physician has relied less and less upon 
promoting the total health and adjustment of his 
patients by the efficacious and beneficial aids that 
result from his over-all attitudes, prestige, personality, 
and approach. It is assumed, covertly at least, that 
these attributes are of relatively minor or secondary 
importance or, even worse, that they are the arma¬ 
mentaria of the incompetent practitioner and the 
charlatan. Yet the prevalence of a majority of chief 
complaints that seemingly have no reference to the 
existence of organic disease in patients who, never¬ 
theless, do respond to the kind and sympathetic under¬ 
standing of the physician indicates to all of us that 
the therapeutic relationship with the patient is im¬ 
portant enough to be established deliberately and 
consciously with every person one is called upon to 
treat. 


This factor of the physician-patient relationship is 
the one most important therapeutic tool used by the 
child psychiatrist. A large part of his training is con¬ 
cerned with the understanding of his relationship with 
children of various age groups with varying emotional 
disabilities. His training is also concerned with this 
understanding as applied through the use of technical 
skills that are largely verbal and attitudinal. It would 
seem, therefore, that the same approach is possible 
and desirable by the general practitioner dealing with 
the children in his family practice and that no drastic 
alterations are necessary to institute it as a routine 
procedure in general practice with children. 

It is very easy to make general statements regarding 
the need for this therapeutic or, rather, psychothera¬ 
peutic relationship with children, but it is less easy 
to define for application and use. Attempts at a defi¬ 
nition have been tried by many psychiatrists. In sum¬ 
marization of these definitions as they regard child 
care, one could state that what is needed most is trust 
in the physician on the part of the child. Trust is 
effected when the physician senses that, to all intents 
and purposes, he is thought by the child to embody 
all the attributes of the good and kindly father, and 
that he has in the child’s mind or feelings few or none 
of the features of an actual or fantasied, harsh and 
brutal parent. Whatever things are good are trans¬ 
ferred to and become a part of the child’s picture of 
his doctor. 

How does the family physician acquire this role? 
It is acquired through patient listening and sympa¬ 
thetic understanding. What is needed is listening and 
understanding that are governed and tuned by the 
physician’s conviction that, in attending to the needs 
of a child, there are more matters that do not meet 
the eye than those that do. Children are surrounded 
many times by a world that in their inexperience is 
a fearsome world of actual and imagined threats, and 
these threats in the child’s mind are directed at him, 
his life, his body, his prestige, his sense of worth¬ 
whileness. The physician also senses that a physical 
or behavioral upset in the child may be directly or 
indirectly related to the unsolved problems of others 
in the family group. But above all, if the physician 
is to establish a relationship through which he can 
help the child, he must convey to the child through 
attitudes or patient, helpful attention that all these 
things are known to and appreciated by physicians, 
and that he can confide in a physician when he can 
confide in no other human being. This relationship 
might seem quite difficult to accomplish, if the phy¬ 
sician, associated as he is with problems of birth, 
life and death, were not already placed in the 
patient’s mind in the role of the omnipotent and 
omniscient one. Kindliness, sympathy, and careful 
explanation of medical procedures that cause pain 
and discomfort are all that need be added to these 
other factors to elicit the attitude of trust, which is 
of the highest therapeutic value. 

The Element of Time 

I have selected for special emphasis the factor of 
the added amount of time necessary if one is to give 
comprehensive care to the children ;in the families 
under one’s care. The general practitioner is a very 
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husv man. Great demands are made upon his time. 
All the items that I as a child psychiatrist have out¬ 
lined in respect to child care, such as full and ade¬ 
quate information about parents and their lives and 
about each individual child and his life, and the 
careful establishment of positive relationships with 
them as total human beings and with each of their 
children, take time and a lot of it. Yet, it seems to 
me that, in many, many instances where a child is 
referred to the child psychiatrist or the child psychi¬ 
atric clinic, much could have been accomplished and 
perhaps referral would have been unnecessary if the 
pediatrician or the general practitioner had only had 
the time to investigate more fully the possible relation¬ 
ship of the child’s problem and of its meaning to the 
whole family setting. I should also add that, if parents 
expect the general practitioner to help them with the 
emotional problems of their children as well as with 
those of a more strictly physical nature, they should 
reasonably be expected to pay for the time involved 


in treating both types of problems. I am sure that 
parents more and more are expecting this compre¬ 
hensive child care. The physician should grade his 
fees on a time rather than on a visit basis. 

Summary and Conclusions 

The general practitioners in the United States are 
our first line of defense in respect to the detection, 
diagnosis, and treatment of mental health problems 
of any and all types and of any and all levels of se¬ 
verity. We shall not be on our way toward the ade¬ 
quate prevention and solution of these problems 
until is is possible for all physicians to give a con¬ 
siderable proportion of their time and attention to 
public and individual mental health—particularly, to 
the mental health and the orderly personality de¬ 
velopment of children from their earliest years on¬ 
ward. 

38 Beacon St. (8). 




A PSYCHIATRIC EVALUATION OF THE PROBLEM PATIENT 

STUDY OF A THOUSAND CASES FROM A CONSULTATION SERVICE 


M. Ralph Kaufman, M.D. 

and 

Stanley Bernstein, M.D., New York 


The problem of diagnosis in many situations still 
presents difficulties, in spite of the many advances in 
the practice of medicine. The general practitioner who 
sees and works with a wide range of patients is often 
confronted with a diagnostic problem that puzzles 
him. In some instances the advice of a consultant is 
sought. There is a group of patients in every com¬ 
munity for which, for various reasons, the services of 
an individual consultant either may not be available 
or may not be sufficient. 

At Mount Sinai Hospital a consultation service has 
been set up and has been functioning for many years. 
This consultation service is a diagnostic clinic serving 
individuals with a maximum yearly income of $5,000 
if single and of $8,000 if the head of a family. There 
is a flat fee of $75 for the total service, which includes 
all the necessary examinations and tests. This consul¬ 
tation service is designed primarily as an aid to the 
private practitioners in the community. In most in¬ 
stances, the patients referred by them present diag¬ 
nostic problems of a puzzling nature. The over-all 
facilities of a large hospital with its varied staff and 
laboratories are available as aids in the establishment 
of a diagnosis. The staff of the consultation service is 
comprised of internists, surgeons, and representatives 
of all the specialties in medicine. All consultants in 
this service are also members of the visiting staff of the 
hospital. 


Director, Department of Psychiatry (Dr. Kaufman), and 
Minnie Kastor Fellow in Psychiatry (Dr. Bernstein), Mount 
Sinai Hospital. 

Read in the Panel on Psychiatry in American Medicine before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 11, 1956. 


• One thousand unselected outpatients who pre¬ 
sented puzzling diagnostic features were examined 
by the Mount Sinai Hospital consultation service. 
Examining facilities encompassed all the specialties 
in medicine and included the most comprehensive 
laboratory support, e. g., determination of basal 
metabolic rate, electrocardiogram, Kahn test, blood 
cell count, sedimentation rate, chest fluoroscopy, 
and stool and urine analysis, with such further pro¬ 
cedures as indicated by the original complaint or 
preliminary findings. After all organic factors could 
be eliminated, in 81.4% of these diagnostic prob¬ 
lems the patients were found to have psychological 
factors as the basis for their complaints and illnesses. 
Only 16.6% of the 1,000 patients had organic ill¬ 
ness as the sole etiological factor. Emotional illness 
can and should be a positive diagnosis, not one of 
exclusion. 


The consultation service adheres strictly to certain 
procedures. A patient is accepted only if he is referred 
by his physician, who must send a letter to tire clinic 
requesting an appointment and presenting any data 
about the patient that he considers of importance. The 
work of the consultation service is limited exclusively 
to diagnosis. After the investigation is completed, the 
patient returns to the referring physician, who then 
receives a complete diagnostic report with detailed 
recommendations concerning therapy. 

The consultation service operates on an outpatient 
basis. The initial interview is with the director of the 
service, who then assigns the patient to an internist, 
whose function it is to obtain a complete history and 
to make a complete physical examination. By the end 



Vol. 103, No. a 


PROBLEM PATIENT—KAUFMAN AND BERNSTEIN 


109 


of tlio .second visit the following studies have been 
done in each patient: determination of basal meta¬ 
bolic rate, electrocardiography, chest fluoroscopy, 
stool examination, Kahn test, blood cell count, de¬ 
termination of sedimentation rate, and urinalysis. Ac¬ 
cording to initial findings, the patient is then referred 
to a number of specialists for further examinations and 
for indicated laboratory procedures. The average num¬ 
ber of visits found in our study was five, with each 
visit lasting approximately two hours. 

Present Study 

Since, as indicated above, the patients referred to 
the consultation service present conditions with puz¬ 
zling diagnostic features, it occurred to us that it 
might be of some value to study a group of these 
patients in terms of the diagnostic problems presented 
and the final diagnoses made. A group of 1,000 con¬ 
secutive patients who were seen between Jan. 1, 1954, 
and June 28, 1954, were selected. The study was re¬ 
stricted to the case record. None of the patients were 
interviewed or examined by either of us. No attempt 
was made to reevaluate the validity of the diagnoses. 
The data in the case record were taken at face value. 
It is only fair to stale, however, that we as psychi¬ 
atrists suspected that some of the diagnostic problems 
presented in these puzzling cases would have psy¬ 
chiatric problems as tbeir bases. 

For the purposes of the investigation the following 
categories of information were sought in the case 
record: general characteristics of the entire group as 
to sex, color, residence, and age; letter of referral from 
the private practitioner; presenting complaint; onset 
of present illness; diagnostic grouping; and recom¬ 
mendations to the referring physicians. The statistical 
breakdown of our group of 1,000 unselcctcd cases re¬ 
vealed that 40.9% of the patients were males, 90% 
were white, 95% lived in or about 25 miles from New 
York City, and 85% were between 25 and 45 years of 
age, with 5% under 25 and 10% over 40. 

In an effort to determine what kind of problem 
cases were referred to this sendee, the letters of re¬ 
ferral from the private practitioners were examined. 
It was striking that in only seven cases was there any 
mention of possible emotional components to the pa¬ 
tients’ complaints. (Four of these patients were subse¬ 
quently determined to be psychotic. The other three 
were found to have severe personality disorders.) In 
401 instances the letters varied from a sketchy to a 
detailed history of the patient’s complaints, physical 
examinations, and differential diagnoses. The largest 
group of letters, 559, simply stated “request appoint¬ 
ment,” “request checkup,” “request diagnostic exami¬ 
nation,” etc. It is interesting to note, in this connection, 
that a great many of the physicians who wrote such 
letters, when they telephoned to make arrangements, 
indicated that they were convinced that the problems 
were of a psychiatric nature, but for many reasons 
they had not wanted to state this in the referring let¬ 
ter. In some cases they wished to have the authority 
of the consultation service to back up their own im¬ 
pressions that they were dealing with a psychiatric 
problem. 


Presenting Complaint 

Analysis of the entire group of 1,000 cases, from the 
point of view of the presenting complaint, disclosed 
that the most frequent complaint was gastrointestinal 
symptoms, which were presented in 352 casesTPaln 
in the upper part of the abdomen and epigastric ful¬ 
ness were the predominant symptoms in this group; 
other frequent ones were belching and heartburn, 
upset stomach, loss of appetite, nausea and vomiting, 
and constipation. Next in order of frequency among 
the presenting symptoms were 228 multiple com¬ 
plaints and 26 bizarre complaints. These included easy 
fatigability, weakness, faintness, hyperventilation, eye 
and ear symptoms, dyspepsia, bulimia, hyperhidrosis, 
itching, anxiousness, tremor, dryness of throat, head¬ 
ache, vertigo, pains all over the body, insomnia, and 
stiffness of the neck. 

Complaints referable to the cardiovascular system 
ranked third in order of frequency, with 111 cases. These 
included pain in the chest and shortness of breath, 
palpitation, dizziness, and syncope on exertion. There 
were 109 cases of symptoms referable to the musculo¬ 
skeletal system. Pain in the joints, pain in the back or 
neck, and weakness or loss of function of an extremity 
were the predominant complaints in this group. Neuro¬ 
logical complaints ranked fifth in order of frequency, 
with 88 cases. Paresthesias, vertigo and syncope, and 
headache with memory loss were the predominant 
symptoms. In the entire group of 1,000 cases, only 86 
patients had symptoms referable to the genitourinary, 
gynecologic, and dermatological systems. 

Abstracts of two case histories illustrate typical pre¬ 
senting symptomatology. 

Case 1.—A married female, 46 years of age, who was tense, 
apprehensive, and asthenic, was referred to die consultation 
service with a 10-month history of dull, burning pain in the 
upper left quadrant of the abdomen that radiated to the back 
and down the left lower quadrant. Five months prior to the 
patient’s referral, the pain had become constant. It had recently 
been absent for a day or two after an injection of cyanocobalamin 
(vitamin B 12 ). Three months prior to referral, the patient had 
experienced severe belching and substemal pains, which subse¬ 
quently had disappeared. Five months before referral, an x-ray 
of the gallbladder had been reported as negative. Constipation 
had alternated with diarrhea. In the previous year the patient 
had been examined by four physicians; she was then referred 
to the consultation service for a gastrointestinal examination. 

Her history revealed a nasoplasty in 1946 and a tonsillectomy 
in 1947. The checkup in the consultation service consisted of 
physical examination, fluoroscopy of the chest, complete blood 
cell count, determination of erythrocyte sedimentation rate, 
Kahn test, determination of blood calcium level, glucose toler¬ 
ance test, urine and stool examinations for blood, stool tests for 
ova and parasites, purge stool examination for amebas, deter¬ 
mination of basal metabolic rate, electrocardiography, fluoroscopy 
of the gastrointestinal tract, barium enema, and x-ray of the 
thoracic spine. All were reported as negative. The gynecologic; 
ear, nose, and throat; and gastroenterological services also re¬ 
ported no significant findings. 

The patient was then referred for a psychiatric evaluation. 
She presented the picture of typical invol utiona l melancholia. 
She was preoccupied with obsessive and somatic rumination, 
suicidal ideation, and marked self-criticism and reproach. In 
addition, she appeared extremely restless and said she had been 
tense, irritable, and very depressed since the onset of her 
“change of life.” The patient had been married four years and 
had no children. She said she was unable to adjust to married 
- life and hinted that the sexual area was a particular source of 
difficulty. She was very reticent about accepting any emotional 
origin for her symptoms, in spite of her feelings of agitation. 
The consultation services recommendation to the ■ ■' 
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physician was that the patient should receive psychiatric treat¬ 
ment and possibly electroshock therapy and that sedatives and 
antispasmodic drugs should be administered. 

Case 2—A well-developed and well-nourished male, 42 years 
of age, had a one-year history of occasional pain in the left 
anterior part of the chest and the left arm, both at rest and on 
exertion. Along with these symptoms, he had experienced 
tremor, irregular palpitations, dizziness, and lightheadedness 
lasting from 15 to 90 minutes. Six months prior to the patient’s 
referral to the consultation service, his systolic pressure had 
been reported as 160 mm. Hg. His bowel movements had been 
regular, but he had noted occasional blood in the stools during 
the previous six months. After a negative electrocardiogram, 
chest x-ray, sedimentation rate, and complete blood cell count, 
he was referred to the consultation sendee by his local physician 
for a cardiac examination. 

Physical examination by the internist was negative except for 
the discovery of one large external hemorrhoid. The following 
procedures were carried out and revealed no significant pathol¬ 
ogy: fluoroscopy of the chest, determination of sedimentation 
rate, Kahn test, complete blood cell count, glucose tolerance 
test, urine and stool examinations, determination of basal meta¬ 
bolic rate, x-ray of the skull, x-ray and fluoroscopy of the gastro¬ 
intestinal tract, electrocardiography and double two-step exercise 
test, and cardiac fluoroscopy. It was felt that the patient’s symp¬ 
toms were functional, so a neuropsychiatric evaluation was re¬ 
quested. 

The psychiatrist reported that the patient’s attacks were 
characterized by panic, palpitation, and tremulousness and ap¬ 
peared to be on the basis of an anxiety state and hyperventilation 
syndrome., Two years prior to the patient’s referral, his wife had 
undergone a major abdominal operation for “intestinal throm¬ 
bosis.” While she was ill, the patient had to take care of their 
two children, which necessitated his selling his business. During 
this period of time, the patient’s father, to whom he had been 
very attached, died suddenly of a heart attack. Since his father’s 
death, the patient had been aware of a “loss of interest, concen¬ 
tration, and thinking ability,” difficulty in sleeping, loss of appe¬ 
tite, and “feeling blue” over his financial problems. It was the 
■ , ’ ' . ■ 's opinion that this case represented a picture of a 
reactive depression with somatization. The recommendation of 
the consultation service to the referring physician was that re¬ 
assurance should be given the patient as to the absence of or¬ 
ganic pathology and that sedatives should be liberally prescribed. 

Onset of Illness 

The next category of information studied was the 
onset of the presenting illness. Frequently, the type 
of onset offers a number of clues in the evaluation of 
the individual case. It is of interest that the onset of 
the presenting symptomatology in over 65% of the 
cases was gradual, insidious, and in the majority 
represented an exacerbation of previous difficulties. 
The duration of the complaints was one year or less 
in only 40% of our patients. Therefore, it appears that, 
in the majority of our cases, the presenting symptoma¬ 
tology was of long duration. Case 3 is illustrative of 
this group. 

Case 3.— A slender, well-developed 38-year-old housewife, 
appearing tense and anxious but not physically ill, was referred 
to the consultation service. She presented an 18-month history 
of a burning sensation in the perineum that was difficult to 
localize. Her menstrual periods were regular and normal. She 
had demonstrated no menopausal symptoms. Treatment had in¬ 
cluded excision of a rectal fissure 10 months prior to referral, 
douching with a variety of preparations, irradiation of the 
perineal skin, and administration of cortisone acetate system- 
ically. All these measures were without benefit. The patient also 
complained of occasional pain in the left lower quadrant of the 
abdomen. She attributed the pain to a “kink in the ureter,” 
which she.said had been revealed by an intravenous pyelogram. 
During the previous 18 months she had been seen by five 
physicians. Complete physical examination and evaluation by 
the consultation service, including examinations by a gynecolo¬ 
gist, proctologist, dermatologist, and neurologist, were negative. 
She was, therefore, referred for a psychiatric evaluation. 


The patient presented the picture of an extremely anxious 
tense, and asthenic woman with pananxieties, panneuroses 
(phobias, obsessions, and hysterical features), and a chaotic 
sexual life. She had always been a tense, nervous, and somewhat 
withdrawn individual. She had been married for-three years 
and had no children. The diagnostic conclusion avas that of 
pseudo-neurotic schizophrenia. The recommendation of the con¬ 
sultation service to the referring physician was that reassurance 
should be given to the patient as to the absence of any organic 
pathology. It was further recommended that sedation should be 
freely utilized and that psychiatric help should be obtained. 

Diagnostic Grouping 

The diagnostic grouping of these patients was the 
next step in our study. As previously stated, the diag¬ 
noses were taken at face value from the case records. 
No attempt was made to reevaluate the validity of the 
findings. Since 814, or 81.4%, of this series of 1,000 
patients were found to have psychological factors as 
the bases for their complaints and illnesses, it should 
be emphasized that these patients represented a group 
for whom a psychiatric consultation had been spe¬ 
cifically requested. (In the entire series 850 psy¬ 
chiatric consultations were requested.) One hun¬ 
dred sixty-six, or 16.6%, of the 1,000 patients were 
found to have only organic illnesses. In 20 cases, or 
0.2%, no definite diagnosis was reached. 

A breakdown of the 814 cases in which there were 
psychological difficulties revealed that 508 (62.4%) of 
the 814 patients presented a frank psychiatric syn¬ 
drome, with 299 cases of psychoneurosis, 69 of psy¬ 
chosis, and 140 of marked personality disorder. One 
hundred eighty-four patients (22.6%) presented a 
functional complaint or psychophysiological reaction 
in which positive emotional factors were elicited ex¬ 
plaining the symptomatology, but the patients did not 
present a definite psychiatric syndrome and were with¬ 
out somatic pathology. One hundred twenty-two 
(14.9%) presented a psychosomatic illness in which the 
emotional factors played the most important etiolog¬ 
ical or perpetuating role. 

It is of interest that, in the 166 cases of organic ill¬ 
ness, diseases of the central nervous system ranked 
highest (42) in the total number of cases in which 
organic pathology was determined. Included in this 
total were brain tumors, petit mal and psychomotor 
epilepsy, compression of the spinal cord (disk syn¬ 
drome), migraine, and radiculoneuritis. Thirty-six 
cases of disease of the gastrointestinal system were 
found, including cases of hiatal hernia, carcinoma of 
the large intestine, and peptic ulcer and ulcerative 
colitis without complicating psychiatric factors. Twen¬ 
ty-two instances were found of organic disease of the 
cardiovascular system, including arrhythmias, inter¬ 
capillary glomerulosclerosis (Kimmelstiel-Wilson syn¬ 
drome), silent myocardial infarction, and rheu¬ 
matic heart disease. Twenty-two patients were found 
to have disease of the musculoskeletal system, includ¬ 
ing rheumatoid arthritis of the spine, myasthenia 
gravis, osteoarthritis, and rheumatoid arthritis. 

Recommendations to Referring Physician 

The final focus of study was on the recommenda¬ 
tions made by the consultation service to the referring 
physicians. These recommendations were considered 
important because they afforded an index of the se¬ 
verity of the illnesses and of prognostic implications. 
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In 518 of tlio 814 cases in which there was psycho¬ 
pathology the recommendation was: “We believe the 
patient may he assured as to the absence of organic 
illness and treated symptomatically (reassurance, un¬ 
derstanding, support, and sedatives, c, g., dexamyl 
[doxtro amphetamine sulfate and amobarbilal])" In 
296 of the SI 4 cases, the further recommendation was: 
“hut the therapeutic result will depend upon the ad¬ 
justment of [his. her] psychogenic difficulties for which 
an intensive form of psychotherapy is indicated.” 

The conclusion reached was that in over 40% of 
these 814 cases in which there was psychopathology 
the prognosis would be poor despite any form of psy¬ 
chotherapeutic treatment. This prognostic . estimate 
was based on the consideration of the personality 
constellation and degree of motivation present; the 
nature, duration, and significance to the patient of 
the psychic aspect of the illness; the significance of the 
somatic component to the patient, and the role of 
the iatrogenic factor in the patient’s illness. 

Comment 

It seems to us of great significance that, in a series 
of 1,000 unselected cases that presented diagnostic 
problems to the practitioner, there should be such a 
high incidence (SI.4%) of psychiatric syndromes. This 
study suggests that, in those patients whose complaints 
extend over a year or longer and in whom there seems 
to he no clear-cut diagnosis, attention should he 
Focused on the possibility of psychological and emo¬ 
tional factors playing an important role in the illness. 

It is noteworthy that, despite the constant emphasis 
by psychiatrical!}’ oriented physicians on the need to 
make a diagnosis in psychiatry on the basis of positive 
factors, most of the diagnostic work in these patients 
was done by the method of exclusion. Even in the 
consultation service the psychiatrist was called in only 
when no organic factors were in evidence. The ma¬ 
terial also serves to emphasize that one does not deal 
only with an either/or situation. Psychological and 
emotional factors might play an important role con¬ 
currently with somatic ones, and the presence of one 
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does not necessarily mean the exclusion of the other. 
This is an essential aspect of what is called psychoso¬ 
matic medicine. The pragmatic and therapeutic prob¬ 
lems involved in this type of case are many and com¬ 
plex. It is not the primary purpose of this study to 
discuss or evaluate that aspect of the problem. 

Summary and Conclusions 

One thousand unselected cases from a consultation 
service were studied. When the series was analyzed 
from the point of view of the presenting complaints, 
there were 352 cases of symptoms referable to the 
gastrointestinal tract; 254 cases of multiple complaints; 
111 cases of symptoms referable to the cardiovascular 
system, 109 to the musculoskeletal system, and 88 to 
the neurological system; and 86 instances of geni¬ 
tourinary, gynecologic, and dermatological complaints. 

An analysis of the diagnostic categories of the 1,000 
patients revealed that in 814 cases, or 81.4%, a psy¬ 
chiatric diagnosis was made, with the psychiatric 
disorder operating as either a primary or secondary 
factor. These cases can be broken down into the fol¬ 
lowing categories: In 508 eases the diagnosis was 
limited to a frank psychiatric syndrome, with 299 
cases of neurosis, 69 cases of psychosis, and 140 pa¬ 
tients with personality disorders; in 184 cases there 
was a diagnosis of psyehophysiological disorder, and 
in 122 cases a psychopathophysiological disorder was 
found. In only 166 of the 1,000 cases was an organic 
disease without significant psychological or emotional 
concomitants diagnosed. It is of interest that in this 
category there was a high incidence of neurological 
problems. In 20 cases no diagnosis was reached. 

This study serves to emphasize the importance of 
the role of psychological and emotional factors in 
problem cases and indicates the need for establishing 
criteria for the positive diagnosis of emotional illness 
rather than relying on reaching such a diagnosis by 
mere exclusion of organic factors. 

II E. 100th St. (29) (Dr. Kaufman). 

Dr. Irving Solomon, Director of the Consultation Service, 
aided in this study. 


Melanin Pigmentation in Disease.—Excessive melanin pigmentation occurs in association with 
many diseases affecting man. Addison’s disease is a common example and its pigmentary mani¬ 
festations are not surprising in view of the chemical affinity between adrenaline and melanin. 
Buccal pigmentation may be present, a condition sometimes also found in pernicious anemia 
and excessive arsenic intake. Acanthosis nigricans is rare: it is associated with carcinoma of the 
stomach and the pigmentation, usually of neck or trunk, resembles a powdering of the part 
with coal dust. Chloasma is a sequel or accompaniment of abnormal conditions of the abdom¬ 
inal viscera, especially those uterine in origin and also of cachexia and various cutaneous 
eruptions. Pigmentation is sometimes seen in rheumatoid arthritis, Hodgkin’s disease, leu¬ 
kaemia, abdominal tuberculosis, chronic constipation, syphilis and, not unexpectedly, in neuro¬ 
fibromatosis. Recently a further connexion between abdominal abnormality and pigmentation 
has been established in the syndrome of Peutz-Jeghers: here intestinal polyposis is associated 
with pigmentation, dark brown or black specks which are most frequently found on the face, 
especially the external nares, and on the fingers and toes. Mucous membrane of lips, cheeks, 
gums and palate may be similarly affected. The disease is hereditary and familial. The patient, 
usually a young adult, presents because of symptoms relating to the intestinal polyposis— 
often abdominal pain, episodes of'intestinal obstruction, vomiting or rectal bleeding. Melanin 
pigmentation is thus an.accompaniment of many widely differing diseases. Apart from the pre¬ 
dilection for the disease to be of an intra-abdominal nature, no common factor is evident.— 
C. W. D. Lewis, M.Ch., F.R.C.S., Melanoma and Melanosis, Annals of the Royal College of 
Surgeons of England, September, 1956. 
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TREPONEMA PALLIDUM IMMUNE ADHERENCE (TPIA) TEST IN 

DIAGNOSIS OF SYPHILIS 

James N. Miller, Ph.D., Ruth A. Boak, M.D. 
and 

Charles M. Carpenter, M.D., Los Angeles 


The dependability of the Treponema pallidum im¬ 
mobilization (TPI) test in differentiating biologic 
false-positive reactions for syphilis from those due to 
infection with the other treponemes has been well 
established. The procedure is difficult and expensive 
because motile treponemes are essential as the antigen. 
Search for a simpler test led to the development of 
the T. pallidum immune adherence (TPIA) test by 
Nelson in 1953, 1 which employs for an antigen killed 
T. pallidum. The test is based on the principle that 
T. pallidum sensitized by specific antibody in the pa¬ 
tient’s serum adheres to the surface of human red 
blood cells in the presence of complement. On the 
other hand, adherence of T. pallidum does not take 
place in the presence of normal serum and comple¬ 
ment. 

Materials and Methods 

Comparative serologic studies were carried out with 
the T. pallidum immobilization and T. pallidum im¬ 
mune adherence tests on 189 serum samples. Of these 
samples 41, 21 of which were positive and 20 negative 
on the T. pallidum immobilization tests, were selected 
for preliminary T. pallidum immune adherence tests. 
Subsequently, T. pallidum immune adherence tests 
for sensitivity and specificity were carried out on a 
total of 148 serum samples, 69 for sensitivity and 79 
for specificity. 

The T. pallidum immobilization test was performed 
according to the method of Nelson and Mayer 2 with 
modifications as described by Magnuson and Thomp¬ 
son 3 and Boak and Miller. 4 The technique of the T. 
pallidum immune adherence test employed was simi¬ 
lar to that described by Nelson 1 and Rein 5 and is 
outlined in table 1. An antigen control tube was in¬ 
cluded to determine nonspecific disappearance of the 
treponemes after the incubation period (tube 1). In¬ 
asmuch as treponemes tend to agglutinate spontane¬ 
ously upon standing, a control tube was included to 
determine their agglutinability in the presence of 
antibody and complement (tube 2). Sensitization of 
T. pallidum by antibody formed in vivo was deter- 

From the Department of Infectious Diseases, School of Medi¬ 
cine, University of California. 


mined by the inclusion of a tube containing all the 
constituents of the test with the exception of anti¬ 
syphilitic serum (tube 3). For each serum tested, an 
anticomplementary control tube was included con¬ 
taining patient’s serum and known antisyphilitic 
serum. If the “test” tube was positive, the anticomple¬ 
mentary tube was not read. If it was negative, how¬ 
ever, the tube was read to determine whether the 
reaction was due to the absence of antibody or an 
anticomplementary action of the serum tested. The 
absence of treponemes in the supernatant fluid of the 
anticomplementary control tube was evidence for the 
presence of excess complement, and the test was in¬ 
terpreted as valid. The presence of treponemes was 
indicative of an anticomplementary reaction. 

After secondary incubation, the tubes were centri¬ 
fuged at 500 rpm for five minutes to sediment the red 
blood cells together with treponemes attached to 
their surfaces. Treponemes not adhering to the surface 
of the red blood cells remained free in the supernatant 
fluid. The superantant fluid was removed and 0.01 ml. 
examined with a binocular microscope on a dark field 
with a 40 X objective and 15 X oculars. The number 
of treponemes found in 20 fields taken at random was 
recorded. The percentage disappearance of the tre¬ 
ponemes from the supernatant fluid was calculated 
according to the formula 100(S-T)/S, where S equaled 
the number of organisms in the supernatant fluid of 
the sensitization control tube and T equaled the num¬ 
ber of organisms in the supernatant fluid of tire test 
sample. When the degree of disappearance was equal 
to or greater than 50%, the test was considered posi¬ 
tive. The differences from 26 to 49% were interpreted 
as inconclusive, whereas those less than 26% were 
designated negative. 

Results 

The results of the preliminary T. pallidum immune 
adherence tests on 41 selected serum samples, 21 
positive and 20 negative, showed perfect correlation 
with those of the T. pallidum immobilization tests, 
indicating the dependability of the former test. The 
sensitivity of this test was demonstrated on 69 serum 
samples, 25 of which were from treated patients with 
either primary or secondary syphilis and 44 from pa- 
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ticnts with a reactive serologic test for syphilis but 
with no history of the disease. In the former group, 
20 of the 25 serum samples were positive in both tests, 
2 were negative in each test, and 2 were negative 
in the T. pallidum immobilization but positive in the 
T. pallidum immune adherence test. The remaining 

Table 1 .—Proctol for the Treponema Pallidum Immune 
Adherence Test 


Step • 



Human or 

CO% 


Guinea 

Human 

Hank's 

FIR 

Rea 

Salt 

Complc- 

Blood 

Antlitcn Solution 

Scrum ment 

Cells 


Tube Purpose 

0.G Ml. 

Ml. 

0.1 Ml. 

0.05 Ml. 

0.1 Ml. 

■ 1 

Antigen control 

+* 

0.5 

-t 

— 

— 

o 

Agglutination control 

+ 

0.35 

Positive 

serum 

+ 

— 

3 

Sensitization control 

+ 

0.35 

— 

+ 

+ 

4 

Positive scrum control 

+ 

0.25 

Positive 

serum 

+ 

+ 

5 

Normal scrum control 

+ 

0.25 

Normal 

serum 

+ 

+ 

C 

Antlcomplcincntnry 
control on normal 
serum 

+ 

0.15 

Normal 

and 

positive 

serums 

+ 



Test scrum 

+ 

0.25 

Patient's 

serum 

+ 

+ 

S 

An ticom piemen t a ry 
control on tost 
scrum 

+ 

0.15 

Patient’s 

nnd 

positive 

scrums 

+ 

+ 


• Primary Incubation was done after step 3 nnd secondary Ineubatfon 
alter stop G. Both Incubations consisted of 37 C u-ntcr bath for 30 minutes, 
with tubes shaken every Jo minutes. 

1 -f = added, — = not added. 

serum was observed to have a doubtful reaction to 
the T. pallidum immobilization test but exhibited a 
positive reaction to the T. pallidum immune adherence 
test. Correlation was observed in 22, or 88%, of the 
serum samples tested. All of the 44 serum samples 
in the second group from patients with no history of 
syphilis but with a reactive serologic test to syphilis 
showed positive reactions on both tests (table 2). Tests 
on the specificity of the T. pallidum immune adlier- 
ence tests with 26 normal serum samples showed per¬ 
fect correlation with the T. pallidum immobilization 
tests. Fifty-two of the 53 samples from persons with 


Table 2.—Sensitivity of Treponema Pallidum Immune 




Adherence Test 





Serums’ 

TPI* TPI TPI TPI 

nnd nnd Negative, Doubtful, 

Corre¬ 

lation 

Clinical Status 

No. 

Positive Negative Positive 

Positive No. 

%’ 

Treated primary 
or secondary 
syphilis . 

25 

20 2 2 

1 

22 

S3 

No history of 
syphilis, reac¬ 
tive serologic 
test for syphilis 

44 

44 0 0 

0 

44 

100 


* TPI = T. pallidum.immobilization test; TPIA‘ = T. pallidum Immune 
adherence test. 


a reactive serologic test for syphilis but with no his¬ 
tory of the disease were likewise in agreement. Only 
one serum that was negative on the T. pallidum im¬ 
mobilization test showed a positive reaction on the . 
T. pallidum immune adherence test. The correlations 
for the two groups were 100% and 97% respectively, 
(table 3), 
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Comment 

The T. pallidum immune adherence test in its pres¬ 
ent stage of development has merit in that comparative 
observations with the T. pallidum immobilization test 
indicated that it yielded comparable results. The T. 
pallidum immune adherence test was demonstrated to 
be superior in tests for sensitivity and equivalent in 
tests for specificity. The advantages of the T. pallidum 
immune adherence test are several. Since it employs 
a suspension of heat-killed treponemes, considerable 
amounts of antigen may be prepared and stored for 
use as required, and the continuous need for a colony 
of rabbits as a source for the motile treponemes re¬ 
quired in the T. pallidum immobilization testis there¬ 
by eliminated. Recent studies have demonstrated that 
the antigen required for the T. pallidum immune 
adherence test remains stable for at least six months. 
Only five hours are required for completing the T. 
pallidum immune adherence test, in contrast to the 
two days required for the T. pallidum immobilization 
test. Furthermore, the antigen used for the former 
test is less expensive than that used for the latter, 
and the anaerobic facilities necessary to maintain the 

Table 3.— Specificity of the Treponema Pallidum Immune 
Adherence Test 

TPI* TPI 

Scrums and Negative, Correlation 
OWm? tpta tpta a 


•lesieci, xjfiA triA ,--> 

Clinical Status No. Negative Positive No. % 

Normal . 20 20 0 26 300.0 

No history of syphilis, 
reactive serologic test 

for syphilis. 53 52 1 52 97.7 


*TPI = T. pallidum Immobilization test; TPIA = T. pallidum immune 
adherence test. 

motility of T. pallidum in the T. pallidum immobiliza¬ 
tion tests are not required. Preliminary studies indi¬ 
cate that in the hands of an investigator who has had 
experience with the T. pallidum immobilization test 
the T. pallidum immune adherence test may, similarly, 
be employed effectively for the detection of biologic 
false-positive reactions for syphilis. Of necessity, the 
T. pallidum immune adherence test requires further 
comparative studies in several laboratories. 

Summary 

Preliminary Treponema pallidum immune adherence 
(TPIA) tests on 21 serum samples classed as positive 
and on 20 classed as negative by the T. pallidum im¬ 
mobilization (TPI) test resulted in perfect correlation. 
The sensitivity of the T. pallidum immune adherence 
test was demonstrated on 69 serum samples, 25 of 
which were from treated patients with a reactive 
serologic test for syphilis and a positive reaction to 
the T. pallidum immobilization test,-although they 
had no history of syphilis, in the. former group, the 
T. pallidum immune adherence test was more sensitive 
than the T. pallidum immobilization test: 22-of .-the 
25 serum samples were positive, whereas only 20 were 
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positive in the T. pallidum immobilization test. Per¬ 
fect correlation resulted between the two tests on the 
latter group. The specificity of the T. pallidum immune 
adherence test was observed on 79 serum samples, 26 
of which were from normal patients and 53 from pa¬ 
tients with no history of syphilis but with serum 
reactive to the serologic test for syphilis. There was 
complete agreement between the two tests in the 
normal persons tested, while, of the latter group of 
53 persons, 52 had negative results with both tests 
and one had serum positive in the T. pallidum im¬ 
mune adherence and negative in the T. pallidum im¬ 
mobilization test. 

10833 Le Conte Ave. (24) (Dr. Carpenter). 


References 

1. Nelson, R. A., Jr.: Immune Adherence Phenomenon: Im- 
munologically Specific Reaction Between Microorganisms and 
Erythrocytes Leading to Enhanced Phagocytosis, Science 118i 
733-737 (Dec. 18) 1953. 

2. Nelson, R. A., Jr., and Mayer, M. M.: Immobilization of 
Treponema Pallidum in Vitro by Antibody Produced in Syphi¬ 
litic Infection, J. Exper. Med. 09:369-393 (April) 1949. 

3. Magnuson, H. J., and Thompson, F. A., Jr.: Treponemal 
Immobilization Test of Normal and Syphilitic Serums, J, Ven. 
Dis. Inform. 30:309-320 (Nov.) 1949. 

4. Boak, R. A., and Miller, J. N.: A Simple Medium for Main¬ 
taining Viability of Treponema Pallidum in Treponema Pallidum 
Immobilization Test, Am. J. Syph. 30:429-433 (Sept.) 1954. 

5. Rein, C. R.: Personal communication to the authors. 


MEDICINE AT WORK 


PURSUING THE KILLERS 

NEW ALL-OUT WAR AGAINST POISONS 


By this time tomorrow three persons will have died 
from accidental poisoning in the United States. Within 
the next 24 hours at least another 425 will eat or drink 
something that neither they nor anyone else intended 
, for human consumption, and they will turn up in hos¬ 
pital emergency rooms—sick but alive. 

It is not cold-blooded to note that those shocking 
/ figures really represent encouraging news about an 
intensified battle against poisons. Ten years ago the 
casualty averages were twice as high: six deaths and 
over 850 nonfatal cases daily. How are these gains pos¬ 
sible in a period of growing population and growing 
accessibility to so many new toxic substances among 
drug and household items? An answer lies in the 
fighting words of the question itself: Medical and non¬ 
medical people have banded together, to make head¬ 
way in a new all-out war against poisons. In communi¬ 
ties across the country, they are joining forces to halt 
the advance of an insidious foe that has killed some 
15,000 Americans, including 5,000 young children, in 
the past decade. 

Who are the poison fighters who helped save 150 
lives in one year? They are the Boy Scouts of Troop 
99 in Montclair, N. J., making door-to-door calls on 
1,000 families to warn of dangers in home medicine 
chests. : They are members of the Milwaukee Junior 
Chamber of Commerce sponsoring “Poison, Day”— 
handing out warning leaflets in shops and on street 
corners. They are Botarians, Lions, policemen, and 
firemen helping the Southbridge, Mass., board of 
health map out a safety program covering poisonous 
materials in the home. 


Civic groups such as these, along with representa¬ 
tives from scores of industries, are on only one flank 
of the battle line. Medicine’s assault is being waged 
through poison control centers, which the A. M. A. 
Archives of Industrial Health, recently described as 
“a new national movement.” 

Little more than three years ago, “poison control” 
was a meaningless phrase to most physicians. A doctor 
suddenly faced with an accidental poisoning case had 
nowhere to turn for expert help. Medical school train¬ 
ing in toxicology was virtually nonexistent. Individual 
medical experience was useless when new synthetics 
happened to be the toxic agents. Only a few poorly 
circulated books and pamphlets were available with 
listings of specific poisons in some brand-name house¬ 
hold chemicals. The result often was nothing more 
than first aid, occasionally the wrong kind of “first aid,” 
in which induced vomiting of certain poisons led to 
pneumonia. There were needless deaths. 

First Center Opens 

Early in 1953 the first coordinated plan of . attack 
took shape. Called to the initial blueprint session were 
chairmen of the pediatrics departments of the five 
Chicago medical schools, officials of the city board of 
health, the head of a large Chicago hospital, and 
representatives of the American Medical Association, 
the National Safety Council, the federal Food and 
Drug Administration, and the Illinois state toxicologi¬ 
cal laboratory. They decided it was time for action. 
The previous year 550 children had died of accidental 
poisoning in the United States—the highest toll since 
the end of World War II. Moreover, thousands of 
new products, potentially poisonous and with ingredi- 
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cuts not on the labels, were flooding the consumer 
market. Flavored aspirin, which at that time had been 
available for over-the-counter sale in drug stores for 
less than five years, already was quadrupling prewar 
rates of deaths due to aspirin poisoning among prc- 
school-agc children. 

In November of 1953 the nation’s first poison con¬ 
trol center went into operation in Chicago. The first 
director, Dr. Edward Press, began establishing bench 
marks on the most dangerous poisons, on the estimated 
ratio of nonfatal to fatal cases (more than 125 live for 
each one who dies), and on the influence of candy 
medicaments. At the same lime he tackled the huge 
double task of educating physicians to make use of the 
service and of enlisting the aid of various industry 
consultants to identify poisonous chemicals in their 
products. Somehow, Dr. Press also managed to re¬ 
spond to pleas of other cities where increased poison¬ 
ing threats' were creating a desperate need for more 
control centers. 

Today, with nearly 2,000 cases logged, the Chicago 
center still operates in a Near South Side clinic build¬ 
ing. Dr. Joseph Christian, associate professor of 
pediatrics at Loyola University, has taken over the 
unpaid job of director from Dr. Press, who now is field 
director of the American Public Health Association 
and a member of the A. M. A. Committee on Toxi¬ 
cology. 

So far, that pioneer venture has fostered similar 
poison control services for physicians in 35 other 
U. S. cities. New ones are being formed at the rate 
of nearly two a month. Canada’s first two poison con¬ 
trol centers, organized largely on the Chicago plan, 
were slated to go into operation this month. Chicago’s 
system this year is being decentralized, so that calls 


from physicians may be made to any of six strate¬ 
gically located hospitals (Cook County, Children’s 
Memorial, Illinois Research, Michael Reese, Mount 
Sinai, and Bobs Roberts) where pediatricians skilled 
in treatment of cases of poisoning will be on duty 
around the clock. 

Says Dr. Christian: “We hope to make this a part 
of each hospital’s residency training. Eventually, all 
other Chicago hospitals may become sub-centers for 
relaying calls to the six basic points. We work only 
through doctors and hospitals because telephoned 
treatment can so easily be misconstrued by hysterical 
parents, and death might result.” 

Only First-Aid Advice 

It is generally true in other poison control centers, 
too, that the public is urged to phone a doctor first 
and that only first-aid advice is given to nonmedical 
callers. Dr. Press notes that, probably because of this 
policy, no medicolegal problems have arisen. As more 
of the public become aware of these poison control 
centers, however, many parents are bound to disregard 
such advice. This is illustrated in the cases of “the 
two Seattle Suzies,” whose mothers read about that 
city’s new' poison control center in a newspaper. 

Susan Kimes’ mother phoned the center to say that 
the 21 ' 2 -year-old girl had swallowed a certain brand 
of blue shoe polish. A quick check showed that the 
polish was harmless. Then the mother of 3-year-old 
Susan Raymond telephoned with the tearful report 
that her daughter had locked herself in the bathroom 
and had swallowed 50 baby aspirins. The immediate 
telephoned first-aid advice was: "Bring the child to 
orthopedic hospital right away for a stomach lavage.” 
The girl survived. 



Curious young bands find only a few of the many potential poisons lurking in the average household (National Safety Council photographs). 
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Practically all poison control centers in the U. S. 
represent joint action by various groups, medical and 
nonmedical. Cooperative agencies include all 116 
hospitals in New York City, an industrial laboratory in 
Michigan, and the pesticide department of a state 
agricultural school. Also taking part in these pro¬ 
grams are health departments, pharmacy colleges, 
coroner and medical examiner offices, visiting nurse 
associations, and medical societies. In Boston, help 
is solicited far and wide; the poison control center 
at Children’s hospital there is operated as a service 
for physicians everywhere in the country on a 24- 
hour basis. There is no charge, except in contact¬ 
ing specialists. 

Public alertness to the poison danger is reflected in 
the National Safety Council’s past five years of mor¬ 
tality figures (children comprise about one-third of 
the deaths, with 9 out of 10 of such fatalities in chil¬ 
dren in the preschool-age group). In 1952, before the 
first control center was established, the recorded 
poison death toll was 1,500. When Chicago went into 
action the next year, amid antipoison rumblings else¬ 
where in the nation, the total dropped to 1,450. 

In 1954, after the Chicago center’s first full year of 
operation had inspired 14 more centers across the 
country, there was a drop to 1,400 deaths. In 1955 (tire 
last year of available figures), the toll from accidental 
poisonings took a sharp drop to 1,250. Unofficial figures 
for 1956 indicate another reduction to around 1,100 
deaths. Says Dr. Christian: “The conclusion we would 
like to draw from this is that there has been some 
impact on the general public, and that accident pre¬ 
vention education is beginning to bear fruit.” 

The Fight Is Intensified 

Instead of resting on these apparent laurels, both 
medical and nonmedical groups are intensifying the 
fight, with more poison control centers, more public 
education, and more vigilance of the estimated 250,000 
unlabeled and potentially poisonous everyday products 
sold in stores. These are the latest developments aim¬ 
ing at victory over venom: 

—The nation’s top medical experts on poisoning are 
planning to meet soon in Washington, D. C., with 
public health officials and interested lay authorities. 
Their aim: to establish a clearinghouse for exchange 
of vital information from the various poison control 
centers. • 

—The A. M. A. Committee on Toxicology, armed 
with case reports of poisonings, is now working on a 
“model” law to require labeling of tire many house¬ 
hold chemicals that do not list toxic ingredients. 
These include paints and paint removers, heating and 
cooking fuels, art supplies, cleaning compounds, and 
some toys. Joining in this effort to'initiate legislation 
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are representatives of industry, medicine, and gov¬ 
ernment. It is hoped the model “enabling law” for 
states will be in draft form within a year. 

—The FDA is working with the American Associa¬ 
tion of Medical Record Librarians in a move to set up 
hospital studies that would indicate potential poison¬ 
ing aspects of “therapeutic agents.” 

—The A. M. A. has recently established a permanent 
subcommittee with the mission of improving public 
education in chemical poisons. 

—There is a renewed movement to urge teaching of 
toxicology in more medical schools. Six now have it 
as a separate subject, toxicology is brushed over light¬ 
ly as an “integrated topic” within a variety of courses 
in other schools, and many do not teach it at all. 

—The American Association of Pediatrics, a pioneer 
poison fighter, has joined with the A. M. A., the Ameri¬ 
can Public Health Association, major medical centers 
and schools, and the poison control centers in a new 
clinical study of treatment against one of the toughest 
poisons to counteract: kerosene. Medical advisors 
for the petroleum industry also are taking part in this 
study—as consultants and as idea men for educating 
the public in handling kerosene. 

—With some financial aid from the Proprietary Asso¬ 
ciation (of over-the-counter drug wholesalers), this 
month the National Safety Council and the National 
Advertising Council are launching a countrywide 
newspaper advertising campaign emphasizing poison 
hazards in the home. 

Communities Also in the Fight 

Poisons get slapped around at the local level too. In 
San Francisco, the medical societies of nine Bay Area 
counties join with business and industry in helping 
finance the northern-California poison control center 
(the local chapter of the National Safety Council 
donates office facilities, and help also comes from the 
city health department). In Berkeley, Calif., a list of 
common potential poisons in the home is mailed with 
every birth certificate. 

The Ohio Federation of Women’s Clubs joins with 
the Ohio Safety Council in a weekly radio series on 
poisons, in a pamphlet campaign for local public 
health departments, and in preparing outlines on acci¬ 
dental poisoning for pediatricians addressing groups 
throughout the state. School health workers in Rich¬ 
mond, Va., draft a public education campaign de¬ 
signed to inspire the nation’s 30 million school children 
as “watchdogs for chemical safety” by means of poster 
and essay contests and similar incentive methods. At 
Denver’s poison control center, industrial experts 
volunteer , as consultants on poisons that are in their 
respective products; offers of help come also from 
Rotary Clubs, Parent Teacher Associations, and the 
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I. oa guc of Women Voters. In Nebraska, (he Chamber 
of Commerce, 4-H Clubs, Future Farmers of America, 
Boy and Girl Scouts, women’s clubs, veterans’ groups, 
nurses, policemen, and firemen help the state health 
department run a survey on poisonous household 
chemicals. 

On a less organized scale, individual physicians in 
scattered parts of the country are using their office 
bulletin boards as sounding boards for public educa¬ 
tion. They are listing highlight poison cases that occur 
in their communities each week. 

In spite of this widespread action, the push against 
poisonings will always be a tooth-and-nail tug of war. 
It has to be, because the threat is mounting. Compared 
to 25 years ago, today there arc many more common 
household substances that can be poisonous: deter¬ 
gents and stimulants, rodenticides and insecticides, 
photography fixes, and plaster mixes. In addition, the 
U. S. public spends an estimated 1 billion dollars a 
year on prescription drugs and about a billion and a 
quarter more on packaged medicines. 

Says Dr. Edward Press: “At the rate that new chemi¬ 
cal compounds are being synthesized and distributed 
with tire aid of modern ach'crtising and merchandising 
methods, an even greater accidental threat to health 
from poisoning is likely in the future.” He calls upon 
family physicians everywhere to prevent child poison¬ 
ings by offering constant caution during home and 
office visits, and he adds: “Such advice almost always 
is well received because parents interpret it as a mark 
of the physician’s sincerity and concern for health. 
This is excellent public relations as well as good pre¬ 
ventive medicine.” 

In one California community late tin's spring a 3-year- 
old boy gulped down a red liquid, went into convul¬ 
sions, and lapsed into a coma, which was interpreted 
as restful sleep by the family doctor. A few hours later 
the boy died of strychnine poisoning from the red 
rodenticide. Had the physician been able to telephone 
the brand name of the rodenticide immediately to the 
poison center in San Francisco, he might have saved 
the boy’s life. 

Lead and Carbon Tetrachloride 

There is still much to learn about some poisons 
and the symptoms they cause. How many deaths are 
attributed to other causes after the victim’s extreme 
exposure to carbon tetrachloride? This cleaning fluid 
is described by New York City Poison Control director 
Harry Rabin as “so vicious that it should be banned 
from every home.” Carbon tetrachloride poisoning 
still often is confused with hepatitis, nephritis, and 
other ailments. How many cases of lead poisoning are 
never diagnosed because of its insidious build-up to 
permanent brain damage over a period of years, with¬ 


out a clue to the real cause? Not long ago doctors at 
the University of Maryland school of medicine tested 
350 youngsters brought in consecutively to the chil¬ 
dren s clinic for a variety of reasons, ranging from 
mumps to arm fractures. The sampling results showed 
excess lead concentration in nearly half of the boys 
and girls. One boy was poisoned after nibbling on his 
cribs new coat of lead paint—brushed on by his 
father, a physician. 

Poisonous household drugs and chemicals seem to 
be a culinary challenge to many a child, and usually 
the unthinking parents are to blame. A baby drinks rat 
poison from a teacup; an infant sucks on a spoon used 
to mix chlorophenothane (DDT) plant spray; and 
another child swallows turpentine kept in a mayon¬ 
naise jar—or benzine in a coffee can, or bleach in a 
drinking glass. 

Variety of Candy Medicines 

Meanwhile, business is booming in the sale of lolli¬ 
pop and chewing gum aspirin, orange-flavored vitamin 
tablets, chocolate and custard flavored antibiotics, 
fruit-flavored sulfonamide syrups, heart-shaped candy 
for epilepsy, rock-candy barbiturates, and clown¬ 
shaped bottles of other medicines. Candy medication 
has become an industry within the pharmaceutical 
industry, and even though there is an honest effort 
by most drug manufacturers to play down palatability 
to the general public, advertising agencies report that 
production is rising because of consumer demand. 

While most pediatricians fight the trend to more and 
more candy medicaments because of the poisoning 
potential, many general practitioners are not entirely 
convinced that a danger actually exists in the flavor 
itself. They justify properly guarded candy medica¬ 
ments as the only form in which some children can 
be treated. And the general practitioners insist that 
the taste itself is not a responsible factor, because 
children tend to eat a number of nonedible substances 
without regard to flavor, simply because the stuff is 
left within reach of young hands. 

In downstate Illinois not long ago, a young girl’s 
hands reached for a delicious-colored bottle of red 
ink on her father’s desk. Moments later, she was in a 
doctor’s office—a shocking sight to pedestrians, wait¬ 
ing patients, and even the physician. Blood-like 
streaks, mingled with tears, covered her face, neck, 
and clothing. The doctor washed out her stomach and 
put in a rush call to the Chicago poison control center. 
A quick check of the brand name brought this tele¬ 
phoned response: “That ink is harmless—she could 
drink a gallon of the stuff safely.” You can imagine 
the relief at the other end of the line. It was one 
medical bill paid with extra gratitude—that case in the 
physician’s ledger did not go down in red ink. ‘ 
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POISONOUS FISH 

Fish may be harmful to man in various ways—some 
through their bite or sting and some through bacterial 
contamination or allergens. However, the most curious 
phenomenon is ichthyosarcotoxism, or poisoning in¬ 
curred by eating fresh unspoiled fish of species not 
ordinarily or at least not consistently poisonous. Hal¬ 
stead and Lively 1 state that there is no evidence that 
any species of fish except the puffer is inherently poi¬ 
sonous. Victims of this disease often comment that the 
fish that poisoned them tasted better than any they 
had ever eaten. So far poisonous fish have, been found 
chiefly in tropical and subtropical waters. Outbreaks 
of ichthyosarcotoxism have been reported in the South 
Pacific, Philippines, Hawaii, and West Indies. In the 
spring and summer of 1954 there were four outbreaks 
in Fort Lauderdale, Fla., all caused by eating barra¬ 
cuda. 

Many commercially valuable species of fish have 
been found to be highly toxic at certain times of the 
year. Serving herring in restaurants is illegal in Cuba 
and Tahiti from May to October. 2 In New Hebrides 
fish are most poisonous from April to July, a period in 
which the coral on which many fish feed “flowers.” 
Poisoning may, however, occur at any time of the year. 
In New Hebrides many poisonous fish are caught in 
Segond Canal, but at Shark Bay only 20 miles away 
fish of the same species are not poisonous. The litera¬ 
ture on this subject is filled with contradictions. Mills 2 
states that, although fish living in coral reefs and feed¬ 
ing on coral are more likely to be poisonous than other 
fish, the red snapper is a reef fish that is never poison¬ 
ous. Halstead on the other hand says that red snapper 
may be poisonous. Shore feeders are said to be more 
dangerous than deep sea fish, but Paetro 3 says that 
poisonous fish may be found at any depth. The puff 
toad is very poisonous unless the gonads and digestive 
tract are removed before cooking. A few of the com¬ 


1. Halstead, B. W., and Lively, W. M., Jr.: Poisonous Fishes 
and Ichthyosarcotoxism: Their relationship to Armed Forces, 
U. S. Armed Forces M. J. 5:157-175 (Feb.) 1954. 

2. Mills, A. R.: Poisonous Fish in the South Pacific, J. Trop. 
Med. 59:99-103 (May) 1956, 

3. Paetro, S.: Food Poisoning Caused by the Great Barracuda, 
Pub. Health Rep. 71:933-937 (Sept.) 1956. 


monly eaten fish that may be poisonous at times are 
pompano, horse mackerel, sea bass, perch, moonfish 
and moray eels. 

Various attempts have been made to divide ichthyo¬ 
sarcotoxism into types but, because so little is known 
of the tox-icology of fish poisoning, clear-cut differ¬ 
entiation is difficult. Dack, of the Food Research 
Institute, believes that shell fish poisoning, tetradon 
(puffer) poisoning, ciguatera (from snappers and other 
species), and gymnothorax (moray eel) poisoning are 
identical or closely related. Clinically they are char¬ 
acterized by loss of taste, ataxia, and respiratory 
paralysis. Scombroid poisoning from such fish as tuna, 
mackerel, bonito, or albacore is characterized by 
nausea, vomiting, flushing, giant urticaria, headache, 
and respiratory distress. Elasmobranch (shark) poison¬ 
ing results from eating the liver and is characterized 
by malaise, joint pains, headache, nausea, vomiting, 
diarrhea, prostration, ataxia, itching, desquamation, 
respiratory distress, cold sweats, and delirium. Fresh 
water fish (minnow) poisoning results from eating 
ovaries or roe during the reproductive season and is 
characterized by headache, fever, vertigo,' vomiting, 
abdominal cramps, and diarrhea. 

There is no immunity and no specific antidote is 
known for any of these types of poisoning. The incu¬ 
bation period varies from a few minutes to several 
hours, and in the severest form the case fatality rate 
may be 60%. Recovery is slow. Mills states that the 
head is the most poisonous part and should always 
be discarded in endemic areas. Halstead and Lively 
say that in general the liver and roe are more toxic 
than the flesh, but Paetro says that this is not always 
the case. The Japanese remove the viscera of fish of 
the type that cause ciguatera and soak the flesh in ice 
water over night. They then pound the flesh to a pulp 
and wash it several times, add flour, and make fish 
cakes. No cases of poisoning have been reported from 
fish so prepared. Various theories have been proposed 
to explain the occurrence of this disease. Some observ¬ 
ers have tried to link the poisoning to the presence of 
poisonous metallic ions in the fishes’ environment; the 
size, sex, or stage of maturity of the fish; bacterial 
contamination; or spawning activity, but none of these 
theories explain all cases, and for some there is little 
or no supporting evidence. The most popular theory 
assumes the presence of some poisonous element in 
the diet of the fish, but there is as yet no conclusive 
evidence that this is the cause. 

The treatment is symptomatic. Efforts must be made 
to combat shock. Mills recommends atropine or bella¬ 
donna for the salivation and nausea, but Halstead says 
these drugs are contraindicated, as they make aspira¬ 
tion of frothy fluids from the trachea more difficult. 
Tracheotomy may be necessary. Gastric lavage and 
purging, preferably with castor oil, are recommended. 
Sedatives and vitamin B complex also are said to be 
useful at times. Prevention is difficult, because the 
only way to detect the poison before eating the fish 
is to feed some of it to an animal and observe the 
animal. Tests applied by natives in endemic regions 
are based on superstition. It is usually hard to obtain 
a specimen of the fish eaten, and another sample of 
fish of the same species may not be poisonous. After 
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the Fort Lauderdale outbreaks, the local health de¬ 
partment gave out a warning through the newspapers 
and requested prompt reporting of any illness follow¬ 
ing the ingestion of fish, especially barracuda, and 
the forwarding of samples to the health department. 
This disease is a special hazard to travelers and sports¬ 
men who fish in tropical or subtropical waters. With 
the increase in use of freezing to preserve foods and 
in transporting of frozen foods, ichthyosarcotoxism 
may appear in parts of the country where it has never 
occurred. More knowledge is needed of the chemical 
and pharmacological properties of the causative toxins 
and of reliable means of recognizing poisonous fish 
before eating. 

OUTSTANDING YOUNG MEN 

This coming week, 1,600 members of the United 
States Junior Chamber of Commerce will meet in 
Dallas, Texas, to honor the “Ten Outstanding Young 
Men of the Year.’’ These 10, among hundreds nomi¬ 
nated by the general public in recent months, repre¬ 
sent individuals who accomplished two things in 1956: 
Each has made an outstanding contribution in his own 
line of work, and each has dedicated outstanding serv¬ 
ice to the general public. “Most important,” say the 
Jayeees. “these men have bettered themselves by sim¬ 
ply serving others.” 

A half-dozen physicians have been among the an¬ 
nual “10 outstanding” since the Junior Chamber began 
its awards plan in 193S. The latest list, for the first 
time, includes two physicians: Dr. Thomas A. Dooley, 
29, of St. Louis, and Dr. Hugh E. Stephenson Jr., 35, 
of Columbia, Mo., chairman of the University of 
Missouri medical school’s department of surgery. 
Also on the 1956 honor roster in Dallas next Saturday 
will be Alabama Attorney General John Patterson; the 
minister-athlete-scholar, Rev. Robert E. Richards; 
Aeronautical Research Engineer Richard Whitcomb; 
Chicago Board of Trade President Robert C. Liebnow; 
Diplomat Richard Foote Pedersen; the Brooklyn 
Dodgers pitcher and youth leader, Carl D. Erskine; 
Writer-Educator Millard Harmon; and Honolulu At¬ 
torney Frank W. C. Loo. 

Dr. Stephenson’s citation reads: “Through his study 
and experience with new cardio-vascular surgery tech¬ 
niques, Dr. Stephenson has opened the way to better 
understanding of the cause and management of sud¬ 
den, unexpected heart stoppage. Through animal .ex¬ 
perimentation work, Dr. Stephenson has advanced 
practical techniques in cardiac arrest and resuscitation 
that will undoubtedly save many of the lives of the 
more than 10,000 patients who yearly experience a 
sudden and unexpected arrest of the heart.” 

Dr. Dooley several years ago led a Navy team in 
the nine-month task of delousing, vaccinating, and 
inoculating 600,000 refugees from Communist North 
Vietnam. He is now back in Indo-China as a civilian 
—explaining America, giving medical aid, and paying, 
for most of this mission himself with proceeds from 
his book, "Deliver Us from Evil.” (Some of • Dr. 
Dooley’s experiences are vividly described in his guest 
editorial in The Journal of last September 1.) 


In the work of Drs. Stephenson and Dooley, the 
entire medical profession is honored. In the work of 
all 10 young men cited for their efforts last year, the 
nation is honored. And the United States Junior Cham¬ 
ber of Commerce deserves congratulations for its 
manner of demonstrating the perpetual opportunities 
available to young Americans of faith, vision, and 
courage. 


MORALE AND MEDICARE 

This year a large number of private practitioners, 
for the first time, will be confronting many thousands 
of men and women in a doctor-patient relationship 
arranged by Uncle Sam. They will not be forced on 
one another, but it will be a new experience on a mass 
scale. 

This is “Medicare”—a new federal program covering 
the bulk of medical, surgical, and hospital needs for 
dependents of U. S. uniformed forces. Benefiting 
under the 65-million-dollar-a-year project are the 
wives and children of Army, Navy, Air Force, Coast 
Guard, commissioned U. S. Public Health Service, and 
commissioned Coast and Geodetic Survey personnel. 

Nearly 1 million of these dependents had been with¬ 
out government-subsidized medical care because mili¬ 
tary hospitals were not available to them. Now they 
can be treated either at federal facilities or (with limi¬ 
tations) through private sources. Actually, the govern¬ 
ment has been administering to the families of its uni¬ 
formed forces since shortly after the War of 1812. But 
until a month ago it was a medical care arrangement 
not legally sanctioned, and at military bases only—often 
haphazard, incomplete, and unsuitable. 

Last June, after the Medicare act was passed, task 
forces of the Defense Department, the American Med¬ 
ical Association and its constituent societies, and the 
fiscal agents designated by state associations began six 
months of conferences to implement the law. Through¬ 
out, the Defense Department has shown a general 
attitude of sincere cooperation. Unfortunately, never¬ 
theless, Medicare will not operate exactly along the 
lines voted by the House of Delegates two years ago 
when members resolved that the “services of civilian 
physicians and hospitals be used wherever possible.’ 
Instead, the government has reserved the right to re¬ 
strict the use of civilian facilities in many cases. 

It is a noteworthy coincidence that the Medicare 
law went into effect last month on the 15th anniversary 
of the attack on Pearl Harbor, where morale of service¬ 
men’s families nosedived among the 83 wounded civi¬ 
lians taken to military hospitals on Oahu. Today, 
with peacetime enlistments slipping and reenlistments 
plunging, the government is citing Medicare as a 
morale-building factor assuring the security of a better 
career for men and women in uniform. Thus, in lieu 
of raising armed forces pay. Defense Department plan¬ 
ners hope by Medicare to solve a problem of turnover 
that they describe as “unbelievably expensive” in 
terms of defense dollars and combat strength. (Else¬ 
where in this issue [page 120] is a report on Medi¬ 
care. ) 
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MEDICARE PICKING UP MOMENTUM 

A new kind of medical care plan for some 2 million 
wives and children of persons in the U. S. uniformed 
forces is gathering momentum as Congress goes into 
session to authorize the program’s multi-million-dollar 
cost. 

Medicare—the Dependents’ Medical Care Act— 
went into effect Dec. 7 as part of the Defense Depart¬ 
ment’s campaign to bolster enlistments and reenlist¬ 
ments for its large-scale “career incentive” program. 
Medicare is a pioneering venture in which the 
government is calling for the cooperation of all 7,000 
hospitals and 141,000 practicing physicians in the na¬ 
tion. It was drafted last June to eliminate the cost of 
U. S. military hospital expansion and to prevent an 
alleged shortage of military physicians when the “doc¬ 
tor-draft” law expires July 1. 

The program will cost the taxpayers an estimated 
60 to 70 million dollars a year. Congress, which opened 
its new session last week, has been asked to appropri¬ 
ate 41 million dollars for Medicare through July 1, 
when contracts again are negotiable with medical 
associations in the various states, Alaska, Hawaii, Puer¬ 
to Rico, and the District of Columbia. That also is 
the date when a standard identification form will re¬ 
place the variety of conventional ID, PX, and other 
cards now allowed for certifying eligibility. 

This is how Medicare works: Unless the govern¬ 
ment specifically restricts him to use of armed forces 
installations for Medicare (as it can in some cases), 
■jl serviceman in need of medical, surgical, or hospital 
care for himself, his wife, or any of his children may 
go to a civilian physician of his choice. Proper iden¬ 
tification for eligibility is made, the medical service is 
rendered, and the physician thereupon bills the Medi¬ 
care fiscal agent designated by the appropriate state 
medical association. There is no nationwide uniform 
system of fees; instead, each state negotiates a con¬ 
tract with the Defense Department. 

The physician or hospital is paid by check after 
sending a claim form called “Statement of Services 
Provided by Civilian Medical Sources” to the fiscal 
agency, which in turn is reimbursed by the government 
for the amount of the bill plus administrative costs. 

Whenever a physician believes he should be paid 
more than is allowed in the contract schedule, he 
looks to the government (via a special report to his 
medical society) for payment—and not to the patient. 
If he treats a patient later found to be ineligible under 
the program, it is up to the government to pursue the 
case; the doctor is reimbursed in the normal manner. 

Any physician has the right to refuse to treat any 
patient under the program, without having to state a 
reason. However, most state medical associations, in 
their informational material to members, have urged 
individual cooperation. The Illinois State Medical So¬ 
ciety advises its members: “Physicians should bill the 
usual and customary fees they would ordinarily charge 
to people whose earnings generally do not exceed 
$4,200 a year. ... It is intended that physicians will 
not bill patients for charges in excess of the amounts 
that can be reimbursed under this program. 


Eligible for Medicare are Army, Navy, Air Force, 
Marine Corps, Coast Guard, commissioned U. S. Pub¬ 
lic Health Service, and commissioned Coast and Geo¬ 
detic Survey personnel, their wives and children. Most 
have already been able to receive medical care at 
armed forces installations, but the new program for 
the first time makes civilian facilities available to them 
—including over 800,000 dependents who had been 
entirely without government-subsidized medical care. 

Medicare is not free. The government, largely to 
discourage possible abuses by some would-be patients, 
is billing hospitalized patients $1.75 a day or a total 
of $25, whichever is more. So far, drugs and medical 
supplies are being financed by the government only 
when they are furnished during hospitalization or ad¬ 
ministered directly by the physician. 

Medicare’s operation is the result of repeated con¬ 
ferences, many of them into the night, between De¬ 
fense Department officials on the one hand and officials 
of the A. M. A., constituent medical societies, and 
designated fiscal agents on the other. These confer¬ 
ences began last summer. 

Last November, Dr. Edwin S. Hamilton, the A. M. A. 
trustee who headed a Medicare task force, told the 
House of Delegates in Seattle that the A. M. A. in its 
part of the talks tried to protect the traditional physi¬ 
cian-patient relationship while promoting a flexible 
program maintaining local customs. He added: “The 
regulations finally promulgated by the Department of 
Defense were, in general, reasonable interpretations 
of the Act although some of our recommendations 
were rejected. . . . This program carries with it some 
danger to the private practice of medicine. Constant 
vigilance will be necessary to prevent any significantly 
adverse effect.” 


THE PHYSICIAN’S OBLIGATION TO SOCIETY 
Elmer Hess, M.D., Erie, Pa. 

We are gathered here today for two purposes. The 
first is to refresh ourselves by attending the interim 
session scientific meetings so that we may go back 
to our communities better physicians. The second is 
to attend the semiannual meeting of the House of 
Delegates, where policies in all matters pertaining to 
all aspects of the practice of medicine may be dis¬ 
cussed and from which we will steer our course until 
the Annual Meeting in June. 

For a few moments let us look at the scientific ses¬ 
sions. Twice a year the American Medical Association 
holds the greatest one-week postgraduate medical 
seminar in the world. Here are gathered together the 
greatest scientists and teachers in American medicine 
to share their knowledge and experience with all of us. 
Here too the physician who is not necessarily a teacher 
is given the opportunity to participate in these semi¬ 
nars as a teacher as well as a student. These two 


Read in the Opening General Assembly before the 10th Clin¬ 
ical Meeting of the American Medical Association, Seattle, Nov. 
27,1956. 
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annual scientific meetings arc completely recorded, 
and most of the papers and the discussions heard here 
not only arc of inestimable benefits to those who attend 
but even more important these proceedings are made 
available to the profession during the ensuing months 
through the pages of that greatest of all scientific 
medical journals, Tim Journal of the American Medi¬ 
cal Association. In The Journal’s pages are recorded 
the majority of firsts in medical clinical experience 
and research. The Journal also records the trans¬ 
actions of the House of Delegates and all other infor¬ 
mation concerned with the socioeconomic and political 
aspects of medical practice in all of its ramifications. 
Here is a constant source of valuable information for 
all physicians whether or not they are themselves 
present at these meetings. These factors then are those 
that influence us in our daily lives as we too struggle 
with our scientific, socioeconomic, and political prob¬ 
lems at the grass roots. In other words—back home. 
This then brings me to the subject assigned to me, 
“The Physician’s Obligation to Society.” 

Is it enough for a physician to spend four years 
in high school, four years in college, four years in 
medical school, one year as an intern, and then, if he 
specializes, another five years as a resident and then 
at the age of say 28-35 start out just to earn a living? 
Our experts tell us that the average age of the young 
physician when he starts to practice is about 30 and 
that the cost to somebody is approximately $50,000 if 
we figure in his lost earnings during these crucial 
years. Most men have young families and there are 
bread and butter problems that of necessity have to be 
met. Certainly these young physicians are entitled 
to be paid for their services. However, one essential 
fundamental philosophy must always remain clear. 
The physician’s first obligation to society is to render 
sendee. Money, per se, should never be the primary 
consideration in the mind of either the young or any 
physician for that matter. But, I ask you, is a profes¬ 
sional life of service sufficient for the physician even 
with this great motivating principle? My answer is 
“no.” 

The physician has many many obligations to society 
besides the principal and primary one of rendering 
service to suffering people. He has to be a leader in 
ever)' aspect of civil life in his community as well as 
accept obligations to his state and the nation as a 
whole. He is as a rule one of the best trained and edu¬ 
cated men in the community. He is, if he is willing to 
work, a well-remunerated individual. He must have 
not only the narrow concept that he is a physician but 
the broad concept that he is physician-citizen with 
all of the obligations that go with the preferential 
treatment that he is afforded by all branches of so¬ 
ciety. In other words, he is preferentially treated by 
everyone, including the elected authorities of govern¬ 
ment. 

Since he is a citizen of a God-fearing country, one 
undoubtedly blessed by the Almighty, he should have 
a strong faith in spiritual values. He need not be a 
creedist, but he should affiliate himself with some re¬ 
ligious group and raise his children in an atmosphere 
that gives them an appreciation of the great spiritual 
values that make the Fatherhood of God responsible 
for the Brotherhood of man. 


He should take an active interest in all educational 
programs and be particularly interested in health 
programs, whether they be community or govern¬ 
mental. If possible he should likewise be interested 
and contribute toward those community programs 
that have to do with the development Darticularly of 
the underprivileged child or the health and educa¬ 
tional programs of the handicapped child. One of the 
greatest satisfactions in my own experience came from 
my association with the Erie Boys’ Club. I was presi¬ 
dent for over 30 years, and we had the first physical 
examination program in boys’ clubs in America. I 
have seen many of these boys whom I knew as sickly, 
handicapped, underprivileged boys go on to great 
things as college athletes and as community leaders, 
and I have always felt that the many physicians who 
served with me in an experimental program with these 
youngsters gained with me more than we ever gave. 

Every physician should be a member of his local 
chamber of commerce or the association that is its 
equivalent in the community. Not only should he 
belong but he should participate. He may not see 
where such a membership is worth what it costs or the 
time, but if he is looking only for material reward I 
can show him how such a membership does pay in 
dollars and cents. 

It stands without argument that he should take an 
active leadership in all things pertaining to the hos¬ 
pitals of his community, and that brings up a subject 
that I dislike to talk about, namely, the physician’s 
obligation to contribute of his material to both the 
hospitals and the community chests or the United 
Fund. Too frequently we feel that we contribute so 
much free service to patients that we should not be 
even asked to contribute to the voluntary charities of 
our communities. There is no more fallacious argu¬ 
ment than that. We probably as a class have the best 
incomes in the community, and we are just as much 
if not more obligated to do our fair share financially 
as are any other members of the community. This one 
great failure of ours causes our patients and friends 
to raise their eyebrows when we fail to meet volun¬ 
tarily our fair share of community giving, and I am 
sorry to say that we have failed miserably in this aspect 
of our community obligations. There was a time in my 
own community when we were very severely criticized 
for our group failure to meet our fair share in giving 
to both capital hospital and community chest drives. 
This has been greatly improved in recent years by 
county medical society leadership in this very impor¬ 
tant civic function and duty. 

Without Blue Shield and Blue Cross and other in¬ 
surance programs our hospitals, and ourselves would 
be hard put to render the services that these two 
organizations have made possible. Since we have ac¬ 
cepted the insurance principle, many patients who 
previously would be nonpaying patients have had their 
bills at least partially paid, and I am rather intolerant 
of the physician who is not a participating member of 
Blue Shield and who complains when Blue Shield 
pays the patient and not him directly. I also am in¬ 
tolerant of the physician who in defense of his atti¬ 
tude in not being a participating member says with 
a loud voice, “Nobody is going to tell me what to 
charge.” I am outspoken enough to say the physician 
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who takes such an attitude is primarily interested not 
in service but in money. Today’s professional freedom 
to be a private practitioner of medicine instead of a 
slave of government is due solely to Blue Shield—the 
physicians’ answer to socialized medicine. Forgive me 
if I offend, but sometimes the truth hurts, and I am 
so jealous of the good name and the freedom of our 
profession. 

This then brings me to the subject of medical 
ethics. Much has been written and said about medical 
ethics. Some have attempted to establish rules and 
regulations and an effort has been and is being made 
to spell out a code of behavior for medical people. 
No code of behavior could be written that would stay 
up-to-date in our fast-moving world. Conduct and 
various types of agreements between physicians and 
physicians, physicians and nonphysicians are changing 
so rapidly from a legislative and legal point of view 
that a procedure considered unprofessional 10 years 
ago is today considered both ethical and legal. There 
is only one fundamental principle involved in a decent 
physician’s code of ethics, i. e., “A physician takes care 
of sick people.” All other things in the so-called code 
are simply stated regulations that are useful only as 
guides for our conduct in relationships with our fellow 
physicians and the public. A good clean conscience 
and faith both in our fellow man and in a Creator are 
sufficient guides to keep us ethical, moral, responsible 
individuals. 

Now I would like to speak to you for a few moments 
about another very important duty that the physician 
has in his community. Since he is a citizen of the com¬ 
munity—since he has decided to do all of those things 
in the community that have to do with community 
betterment and since he realizes that only as the com¬ 
munity grows and improves is it a better place in 
which to live, raise his family, and practice—he must 
also realize that he and the adult members of his 
family have a very important obligation. They are 
not and cannot be good citizens unless they are regis¬ 
tered in the party of their choice and in every election 
exercise the right to vote. This means that we should 
even become more civic minded than we have ever 
been. Every election is important—every public office 
from the precinct up to the national level is important. 
In your municipal and count}' elections, those who 
represent you at these levels are the men as a rule who 
aspire to the leadership of your party at the state and 
national levels. Good candidates then from both par¬ 
ties will be available. Public office is public trust, 
and we deserve the kind of government we get unless 
each of us participates in every election. The most 
amazing thing to me is to see from three to five times 
as many votes cast, for instance, for an alderman as 
are cast for a bond issue. These bond issues are the 
basis often for your tax rate, and yet few people even 
take the trouble to find out how the moneys so raised 
are to be spent. The business of government is very 
important because government creates nothing. Gov¬ 
ernment to have money to spend must get it from only 
one source, your pocketbook. 

Politics is the science of government, and those who 
become politicians should be the most representative 
citizens in the community. The selection of candidates 


from the precinct leaders up depends solely upon the 
good judgment and good citizenship of the community. 
The improvement of the quality of candidates in each 
party can only be accomplished if every individual 
takes an active interest in political affairs. 

Too often men in public office put their own per¬ 
sonal desires above that which they know to be to the 
best interests of their country. Too often legislation is 
passed that has a terrific impact upon us socially, 
economically, and politically without the legislator 
having even read the bills presented. It is our duty as 
citizens to tell our representatives what we think and, 
when reelection comes up, if that man has failed us, 
to let the electorate know the facts and if necessary 
to put someone up against him in the primaries of our 
own party. When we take this kind of interest, then 
both parties will be better prepared to do that which 
is to the best interests of the whole body politic. 

Yes—politics is the science of government. Yes—we 
must become a part of it. Yes—we can have the kind 
of government we want but we have to pay the bill 
by work, study, and education, and we cannot ac¬ 
complish that which is best for our country without 
good candidates in both parties and without register¬ 
ing in the party of our choice—voting and getting 
everyone else to vote who is eligible. 

A good physician is a good citizen—the one comple¬ 
ments the other. We physicians have proved that we 
can be politicians. Let us continue to be good poli¬ 
ticians. 


TOM HENDRICKS APPOINTED 
A. M. A. FIELD SECRETARY 

The Board of Trustees has annouced the appoint¬ 
ment of Thomas A. Hendricks, who has been serving 
as Secretary of the A. M. A. Council on Medical 
Service, to the newly created position of Field Secre¬ 
tary'. Mr. George Cooley, who has been Associate 
Secretary, was named Acting Secretary of the Council. 
As field representative from the Secretary’s office in 
Chicago headquarters, Mr. Hendricks will interpret 
A. M. A. policies and programs for state and county 
medical societies. He will be a link in the chain of 
communication between state and county medical 
societies and the A. M. A. 


INDIANA HONORS A. M. A. OFFICERS 

Dwight H. Murray, President, F. S. Crockett, Vice- 
President, and Roscoe L. Sensenich, a former president 
of the American Medical Association, were honored 
recently when they were awarded honorary member¬ 
ships in the Indiana State Medical Association. Only 
twice before in the history of the Indiana association 
have honorary memberships been awarded. Dr. Mur¬ 
ray, of Napa, Calif., was born and educated in Indiana; 
Dr. Crockett, also Chairman of the A. M. A. Council 
on Rural Health, lives in Lafayette, Ind., where he has 
practiced urology since 1905; and Dr. Sensenich, an 
internist, retired last June after practicing in South 
Bend, Ind., for 46 years. 
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(Continued from page 53) 


Report of American Medical Education Foundation 

The Speaker referred the report of the American 
Medical Education Foundation (see The Journal, 
Oct. 20, 1956, pages 818-819) and the following sup¬ 
plementary report of the Board of Trustees on the 
A. M. E. F. to the Reference Committee on Miscel¬ 
laneous Business. . 

Supplementary Report of the Board of Trustees 

Dr. Gunnar Gunderson, Chairman, Board of Trus¬ 
tees, presented the following supplementary report: 

American Medical Education Foundation 

The Board of Directors of the American Medical 
Education Foundation has informed the Board of 
Trustees that this year, 1956, the funds received by 
the Foundation will he sent direct to the medical 
schools instead of through the National Fund for 
Medical Education. The reasons for this action are 
as follows: 

In 1951 when the Foundation was created, it was 
felt that the funds of the Foundation would serve as 
a stimulus to further contributions from all sources. 
Until 1955 the funds from the Foundation totaled 
more than half of the amount donated to the schools 
by the National Fund. Now the amount is less than 
half, so the need of the stimulus of the Foundation 
funds no longer exists. A completely separate listing 
and mode of donation will now serve to stimulate the 
doctors to contribute to their own organization more 
than if the funds continue to he channelled through 
another organization. Better relationships can he 
established with the alumni funds which deal only in 
earmarked money. The Fund does not solicit ear¬ 
marked money, while the Foundation does. 

However, one complicating factor has arisen and 
that is the matching funds being donated this year 
to the National Fund by the Ford Foundation. Since 
the funds donated direct to the schools by the Founda¬ 
tion will not he matched by the Ford Foundation, 
the medical schools would receive approximately 
$120,000 less than under the old system. 

Both the Foundation directors and the Board of 
Trustees feel that the new system will in the long run 
be of benefit to the medical schools in that both the 
Foundation and the Fund will be able to raise more 
money. This will, of course, take time. Hence, for this 
year, so that the schools will not be penalized by the 
new system, the Board of Trustees has appropriated an 
additional $125,000 for the American Medical Educa¬ 
tion Foundation to make up for the funds that the 
schools would have received through the matching 
grants of the Ford Foundation. This amount is in 
addition to the $100,000 previously appropriated. 


Also, the House should bear in mind that the American 
Medical Association underwrites all the expenses of 
the Foundation, both in its fund drives and its educa¬ 
tional programs. This expense for 1956 approximates 
$118,000, so that the total contribution made by the 
American Medical Association to the American Medi¬ 
cal Education Foundation for the year will actually 
be $343,000. There is nothing more important than 
the support of our medical schools in order to keep 
them free. The Board of Trustees is happy to do all it 
can to assist the program. 

We are deeply indebted to the doctors who have 
generously supported the Foundation, and we are also 
equally indebted, perhaps more, to the industries and 
individuals that have supported the unselfish efforts 
of the officers and directors of the National Fund. Both 
organizations must prosper, and we are confident that 
both will receive the necessary support. 

REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Report of American Medical Education Founda¬ 
tion: We note the sixth report of the activities of the 
American Medical Education Foundation covering 
the period from July, 1955, to June 30, 1956. The 
report denotes continuous growth in income and in 
the number of contributors. On Dec. 31, 1955, the 
American Medical Education Foundation transferred 
to the medical schools through the National Fund for 
Medical Education $1,120,429 to make a total of 
$4,684,312 that has been distributed to medical schools 
by the American Medical Education Foundation since 
1951. There is high hope that continued interest and 
stimulation will swell the 1956 income to more than 
$1,000,000. This is highly commendable. There is 
further evidence of the medical profession’s assuming 
its responsibility in the matter of financing medical 
education. The American Medical Education Founda¬ 
tion report under the heading. State Activities and 
Gifts, states that many different approaches to the 
support of the Foundation were used. A number of 
states were singled out for special comment. Among 
them are California, Nevada, Idaho, Utah, Arizona, 
Illinois, Oregon, and New Jersey. Many other states 
have actively organized committees at the local level 
resulting in marked increases in the number of individ¬ 
ual contributors. It is noted that a number of advisory 
members of the American Medical Education Founda¬ 
tion were selected. From these members the formation 
of a national council is anticipated. This council will 
aid and advise the Foundation in its efforts to increase 
and maintain continued interest in the American 
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Medical Education Foundation. The annual report 
mentions continuing efforts to explore ways to effect 
economies. An annual meeting of state chairmen was 
held and considerable interest was evidenced by the 
various chairmen present. It is hoped that the 
enthusiasm shown at this meeting will be carried 
back to the local state societies where the so-called 
missionary work is most needed. The report expressed 
appreciation to all who are helping by giving of their 
time, talents and money, also many grateful thanks 
to the many state medical journals and to the publish¬ 
ers of Medical Economics and Modern Medicine for 
the advertising space contributed to the American 
Medical Education Foundation. The Board of Trustees 
has appropriated an additional $125,000 to the Ameri¬ 
can Medical Education Foundation to make up for 
the funds that the schools would have received through 
the matching grants of the Ford Foundation. This 
amount is in addition to the $100,000 previously appro¬ 
priated. Also, the House should bear in mind that the 
Board of Trustees underwrites all the expenses of the 
Foundation in both its fund drives and its educational 
programs. This expense for 1956 approximates $118,- 
000, so that the total contribution made by the Ameri¬ 
can Medical Association to the American Medical 
Education Foundation for the year will actually be 
$343,000. Your reference committee endorses this ac¬ 
tion of the American Medical Association. 

Supplementary Reports of the Board of Trustees A-G 

Supplementary reports of tire Board of Trustees 
were presented to the House by title, by the Vice- 
Speaker or by members of the Board as follows: Sup¬ 
plementary report A by Dr. Leonard W. Larson; B 
by title; C by Dr. Edwin S. Hamilton; D by the 
Vice-Speaker, Dr. Louis M. Orr; E and F by the 
Chairman, Dr. Gunnar Gundersen; and G by Dr. 
F. J. L. Blasingame. 

A. Third Progress Report of Commission on 
Medical Care Plans 

Supplementary report A was referred to the Ref¬ 
erence Committee on Insurance and Medical Service. 

On May 17, 1956, the Commission on Medical Care 
Plans reported in its second progress report to the 
Board of Trustees that it had completed the first 
phase of its work that entailed the measurement of the 
major quantitative and historical aspects of the vari¬ 
ous areas of study as previously outlined. This was 
accomplished through the completion of seven re¬ 
search projects carried out by members of the staff 
and requiring, in some instances, the assistance of 
cooperating organizations. This body of material has 
therefore enabled the Commission to achieve the first 
objective of its study, which was the determination of 
the nature and methods of operation of the various 
types, of plans through which persons receive the 
services of physicians. 

The Commission also informed the Board of Trus¬ 
tees that its next phase of activity would concentrate 
on the next two objectives of its study, namely, the 
effect of these plans on the quality and quantity of 
medical care provided and on the legal and ethical 
status of the arrangements used by the various plans. 


The Board of Trustees concurred in the Commissions 
belief that this aspect of the study presented a real 
challenge and suggested to the Commission that it 
carry on a series of field projects among a representa¬ 
tive number of plans to assist it in arriving at criteria 
for the further evaluation of these plans. The Com¬ 
mission has been guided by the suggestion of the 
Board of Trustees in its activities over the past few 
months. Several of its members who comprise one of 
the committees of the Commission have, together 
with the Chairman, made visits to three major cities 
with different types of plans and have conducted in¬ 
tensive interviews and discussions with physicians 
working for the plans and with officials of local and 
state medical societies. 

The field trips have been most informative in assist¬ 
ing the Commission members in developing various 
criteria for evaluating quality and quantity of medical 
care as well as in determining the legal and ethical 
status of the arrangements used by the various plans. 
Upon the completion of similar visits on tire West 
Coast next January, the Committee believes that it will 
have accumulated sufficient information to prepare 
a detailed report for the full Commission. By the 
time this project is completed, other comrriittees of the 
Commission will also have completed the study and 
evaluation of their particular areas of interest. It is 
therefore contemplated that by the time the June 
meeting of the House of Delegates takes place in 
New York, the Commission may be in a position to 
render its final report containing findings and recom¬ 
mendations. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, submit¬ 
ted the followig report, which was adopted: 

Supplementary Report A on Third Progress Report 
of Commission on Medical Care Plans: Your reference 
committee appreciates the work being done by this 
Commission under the chairmanship of Dr. Leonard 
W. Larson and will await his filial report. 

B. Narcotics, and Hospital Expansion and 
Construction 

Supplementary report B was referred to the Refer¬ 
ence Committee on Legislation and Public Relations. 

As directed by the House of Delegates at its meet¬ 
ing in June, 1956, the Board of Trustees referred to 
the Committee on Legislation the following resolu¬ 
tions: 

Resolution No. 2 on Narcotic Traffic, introduced by 
the Texas delegation, requesting that the House of 
Delegates recommend to Congress that appropriate 
legislation be enacted to improve narcotic control; 
and 

Resolution No. 5 on Accelerated Tax Write-Off for 
Private Hospital Expansion and Construction, intro¬ 
duced by the Texas delegation, whereby the House 
was requested to recommend to Congress the enact¬ 
ment of legislation to provide for an accelerated tax 
write-off program to apply in the construction or ex¬ 
pansion of private hospitals. 
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The Committee on Legislation reported that it took 
no action with respect to Resolution No. 2 since the 
principle embodied therein was included in Public 
Law 728, 84th Congress, enacted on July 18, 1956. 

With respect to Resolution No. 5 the Committee 
recommended that action be deferred until comple¬ 
tion of the survey now being conducted by the Coun¬ 
cil on Medical Service to determine the current status 
of hospital construction in the United States and the 
need for continuation of the Hill-Burton Act. 

The Board of Trustees concurs in the recommenda¬ 
tions of the Committee on Legislation and requests 
approval by the House of Delegates. 

REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. John F. Lucas, Chairman, Mississippi, presented 
the following report, which was adopted: 

Supplementary Report of the Board of Trustees B: 
Your reference committee received supplementary re¬ 
port of the Board of Trustees B on (1) narcotics and 
(2) hospital expansion and construction. Your com¬ 
mittee prefers to separate the matters contained in 
this report for purposes of consideration by the House. 

(1) Narcotics: This portion of the report relates to 
Resolution No. 2 introduced by the Texas delegation 
at the June, 1956, Chicago meeting, in which it was 
recommended that the Congress enact appropriate 
legislation to improve narcotics control. Your com¬ 
mittee points out that subsequent to the Chicago meet¬ 
ing Public Law 728 was enacted by the 2nd Session 
of the 84th Congress on July 18, 1956. This law em¬ 
bodies the principles contained in the resolution and 
your committee accordingly recommends that no ac¬ 
tion be taken on the resolution. 

(2) Hospital Expansion and Construction: This por¬ 
tion of the supplementary report of the Board of Trus¬ 
tees referred to your committee relates to Resolution 
No. 5 introduced by the Texas delegation at the 1956 
Chicago meeting, in which the House was requested 
to recommend enactment of legislation to provide for 
an accelerated tax write-off program to apply in the 
construction or expansion of proprietary hospitals. 
While it is recognized that an accelerated tax write¬ 
off is a means of providing community independence 
from government subsidization in the furnishing of 
private medical facilities, your reference committee 
points out the fact that a survey and study is now 
being conducted by the Council on Medical Service 
to determine the current status of hospital construc¬ 
tion in the United States. It would be impractical in 
the opinion of your committee to recommend defini¬ 
tive action prior to the conclusion of this study. Your 
reference committee notes that tire Committee on 
Legislation has recommended deferment of final ac¬ 
tion pending completion of the study and that the 
Board of Trustees concurs in this recommendation. 

Your reference committee recommends that action 
on Resolution No. 5 be accordingly defenred pending 
completion of the study by the Council on Medical 
Service. 


C. Dependent Medical Caee 

Supplementary report C was referred to the Refer¬ 
ence Committee on Insurance and Medical Service. 

The background and chronological developments 
of tire Medicare Program were presented in the Secre¬ 
tary’s Letter of Oct. 15, 1956. This report, therefore, 
abstracts the pertinent sections of that Letter and 
brings it up to date: 

In December, 1954, the American Medical Asso¬ 
ciation House of Delegates voted that “if it is to be 
the policy of the government to provide for medi¬ 
cal care for dependents of service personnel, the 
services of civilian physicians and hospitals be used 
whenever possible, to be paid for at prevailing rates 
with provision for free choice of physicians.” The 
House of Delegates on June 11, 1956, adopted a 
resolution urging all medical associations to cooperate 
with the Defense Department “in the provision of 
medical services to the dependents of servicemen . . , 
utilizing such insurance, medical service, or health 
plan or plans as encompassed by the law. A plan or 
program for any given geographical area should first 
be approved by the organized medical profession of 
that area. . . .” At the same time the House also direct¬ 
ed the Board of Trustees “to initiate direct liaison with 
the Department of Defense and render all reasonable 
and effective aid and assistance to state and county 
medical societies toward implementation of the Act.” 
The Board of Trustees thereupon appointed a special 
Task Force on Dependent Medical Care. It consisted 
of Dr. Edwin S. Hamilton as Chairman; Drs. James 
R. Reuling and Hugh H. Hussey, members of the 
Board, and Dr. Joseph D. McCarthy, Chairman of the 
Council on Medical Service. Later, Dr. Hussey was 
named chairman of a special committee of the Task 
Force, whose members were Dr. Ernest B. Howard, 
Dr. William J. Kennard, Mr. C. Joseph Stetler, and 
Mr. Howard Brower. This committee was subsequent¬ 
ly enlarged with the addition of six technical consult¬ 
ants: Mr. S. A. Hildebrand, Massachusetts; Mr. George 
P. Farrell, New York; Mr. R. W. Lyon, California; 
Mr. James A. Waggener, Indiana; Mr. John Steen, 
Washington, D. C., and Mr. William C. White Jr., 
Wisconsin, who withdrew on Sept. 30. 

A series of conferences by Dr. Hussey’s committee 
and the special Task Force of the Defense Department 
began at the time of the fourth draft of the joint 
directive to implement the program. Chairman J. V. 
Noel Jr. of the Navy and his group cordially received 
the detailed recommendations of the Hussey commit¬ 
tee. On many issues the two groups were able to 
reach complete agreement, although some of the 
suggestions of the Hussey committee were rejected. 

On July 28 to 29 a meeting of representatives of 
constituent medical associations was called by the 
American Medical Association, at which time the 
Medicare Program was discussed. At this meeting, 
held in Chicago, representatives of the Department of 
Defense outlined their plans and answered many ques¬ 
tions. The Conference recommended that the constitu¬ 
ent medical associations determine immediately if 
they: (1) were ready to cooperate with the Depart¬ 
ment of Defense in promoting the program; (2) would 
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prepare a schedule of allowances for the reimburse¬ 
ment of physicians for medical services, on a state or 
area basis; (3) would indicate preferences for die 
contracting agent and fiscal administrator.. 

Most of the constituent associations have selected 
themselves as contracting agency and the respective 
Blue Shield plans as the fiscal administrator. 

Several meetings were held by Association repre¬ 
sentatives and the uniformed services to consider the 
nature of the contract between the government and 
the contracting agent and fiscal administrator. The 
American Medical Association endeavored to achieve 
acceptance of a contractual format which would be 
reasonable and protect the traditional physician- 
patient relationship. Association conferees also sought 
particularly to maintain local traditions and customs 
and promote a flexible program which could be acti¬ 
vated without creating unnecessary problems. 

The first proposed contract devised by the Army 
consisted of approximately 75 pages and contained 
considerable material which was, in the opinion of 
representatives of the American Medical Association, 
irrelevant to the Medicare Program. After the meet¬ 
ings between representatives of the Law Department 
and the Army, a joint draft contract was prepared. 
A copy of this draft was sent to all of the constituent 
medical societies on Oct. 16. At about the same time 
a draft contract was distributed by the Army which 
differed in some respects from the contract distributed 
by the American Medical Association. 

On Oct. 20 an office in the main Navy Building was 
'gned by the Army for use of the American Medical 
Association. For a period of approximately one month 
representatives of the Law Department and the 
Washington Office were available for consultation 
with representatives of the various constituent medical 
societies in Washington to negotiate Medicare con¬ 
tracts. The majority of the constituent societies utilized 
the services of these representatives. 

Since the last meeting of the House of Delegates, 
the Task Force and its special committee have main¬ 
tained continuous contact with the appropriate com¬ 
mittees of the uniformed services in an effort to pro¬ 
mote the best possible implementation of the Depend¬ 
ents Medical Care Act. It is our opinion that the 
regulations finally promulgated by the Department of 
Defense were, in general, reasonable interpretations 
of the act although some of our recommendations were 
rejected. 

It is obvious that this program through which the 
federal government is purchasing medical and hos¬ 
pital care from private sources for selected dependents 
of servicemen carries with it some danger to the private 
practice of medicine. Constant vigilance will be neces¬ 
sary to prevent any significantly adverse effect on the 
private practice of medicine. 

The members of the Task Force wish to commend 
the members of its special committee under the chair¬ 
manship of Dr. Hussey for the diligent and dedicated 
attention they gave to this problem. Through their 


efforts, regulations, contract provisions, and contract 
negotiations were promoted that are more favorable to 
medicine than would otherwise be the case. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Supplementary Report C on Dependent Medical 
Care: Your committee has reviewed the report that 
was presented with such clarity by Dr. Edwin S. 
Hamilton. Your reference committee recognizes the 
assistance that the American Medical Association has 
given the government and the various state medical 
societies in the negotiation of contracts under the de¬ 
pendent medical care program and urges that this 
guidance continue in the future so that problems be¬ 
tween the government and the state medical societies 
may be resolved on an equitable and ethical basis. 

D. Radioactive Isotopes 

Supplementary report D was referred to the Refer¬ 
ence Committee on Miscellaneous Business. 

Pursuant to the authorization of the House of Dele¬ 
gates at its meeting in June, 1956, following consid¬ 
eration of Resolution No. 26, Dr. E. Vincent Askey, 
Speaker, appointed a committee composed of Drs. 
Richard L. Meiling, Chairman, Marshall H. Bracer, 
Rubin Flocks, L. Henry Garland, and Louis M. Orr to 
study the use of radioactive isotopes and other ma¬ 
terials. The committee met in Chicago on Oct. 12, 
1956. The following majority and minority reports are 
transmitted to the House of Delegates for its con¬ 
sideration and action: 

MAJORITY REPORT 

All members of the committee were present at the 
meeting. In addition, the Assistant Secretary of the 
American Medical Association, Dr. Ernest B. Howard, 
attended. At the request of the chairman of the com¬ 
mittee, Mr. C. Joseph Stetler, Director of the Associa¬ 
tion’s Law Department, prepared an historical and 
legal brief concerning the entire matter to be consid¬ 
ered insofar as it affected the action taken by the 
House of Delegates. 

In June, 1951, the House of Delegates of the Ameri¬ 
can Medical Association adopted a resolution intro¬ 
duced by Dr. E. P. Pendergrass, Section on Radiology, 
the subject of which was as follows: “Resolution on 
Standards of Qualifications to Permit Physicians to 
Apply Radium in Hospitals.” Although not stated in 
the title, the resolution applied, likewise, to other radio¬ 
isotopes as well as radium. The Council on Medical 
Education and Hospitals reported to the House of 
Delegates in December, 1952, that the standards of 
qualification as established in the resolution adopted 
in June, 1951, had been distributed to the Joint Com¬ 
mission on Accreditation of Hospitals. 

In June, 1955, Dr. Carl A. Lincke, representing the 
Ohio delegation, introduced a resolution asking for 
the rescinding of the resolution adopted in June, 1951.- 
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Upon the recommendation of the reference commit¬ 
tee, this Ohio resolution was not adopted by the 
House of Delegates. In June, 1956, Dr. Lincke, again 
for the Ohio delegation, introduced a similar resolu¬ 
tion asking that the House of Delegates rescind the 
action of June, 1951. The House, on the basis of this 
resolution, directed the Speaker of the House to ap¬ 
point a committee to study this question and report 
its findings in November, 1956, at the Clinical meeting 
of the American Medical Association. 

This committee also reviewed the action of the 
House of Delegates at the Clinical Meeting in De¬ 
cember, 1955, with regard to board certification or 
special society membership. It will be recalled that the 
approved resolution establishing the Continuing Com¬ 
mittee on Medical Practices contained the following: 

Whereas, The House of Delegates of the American Medical 
Association in 1947 resolved that “It was never intended that 
staff appointments in hospitals generally, or even in hospitals 
approved for residencies, should be limited to board certified 
physicians as is now the policy in some hospitals. Such policies, 
if practiced extensively, are detrimental to the health of the 
people and therefore to American medicine. Hospital staff ap¬ 
pointments should depend on the qualifications of physicians to 
render proper care to hospitalized patients as judged by the pro¬ 
fessional staff of the hospital and not on certification or special 
society membership. 

Your committee, recognizing this statement of 
policy on the part of the House of Delegates in 1955 
to be the current policy of the American Medical 
Association with regard to certification or special 
society membership, therefore recommends that the 
following statement of policy be adopted by the House 
of Delegates: 

Policy of the American Medical Association 
with Reference to the Use of Radium and 
Artificially Produced Radioisotopes 

1. In any hospital in which a patient is to receive 
radium or the products of radium or artificially pro¬ 
duced isotopes, there should be a duly appointed Com¬ 
mittee on Radium and Artificially Produced Radioiso¬ 
topes of the hospital professional staff. This commit¬ 
tee should include, but not necessarily be limited to, 
the following qualified physicians: (a) A radiologist, 
(b) a surgeon, (c) an internist, (d) a gynecologist, 
and (e) a urologist. This committee should have avail¬ 
able such competent consultation of other physicians 
and scientific personnel as may be required by it. 

2. In any hospital the use of radium or its products 
and artificially produced radioactive isotopes for diag¬ 
nostic or therapeutic purposes shall be restricted to 
qualified physicians so judged by the Committee on 
Radium and Artificially Produced Radioisotopes of the 
professional staff to be adequately trained and com¬ 
petent in their particular use. 

3. It is recommended that procurement, storage, 
and inventory of all radioactive isotopes for the use 
of the hospital staff be centralized and, where ad¬ 
ministratively possible, centralization be located in the 
department of radiology. 


MINORITY REPORT BY DR. L. HENRY GARLAND 

It is my sincere opinion that the hazards of ionizing 
radiation are slowly but steadily increasing and that 
the reduction of these hazards is the responsibility' 
especially of trained and experienced personnel. In 
the average hospital, the physician with the most train¬ 
ing and experience in radiation hazards and their pre¬ 
vention is the radiologist. Therefore, it is my impres¬ 
sion that, for the protection of both patients and public 
in the average hospital, the actions of the House of 
Delegates of the American Medical Association in 
1955 and in 1951 in regard to this problem still repre¬ 
sent the most constructive solution. The Atomic Energy 
Commission regulations pertaining to the use of radio¬ 
isotopes tend to provide reasonable safety with free¬ 
dom of action in very large institutions with multiple 
radioisotope departments. 

It is therefore my respectful suggestion that, instead 
of bringing in a new statement of policy, we should 
reaffirm the actions of the House on the two previous 
occasions in which it voted on the matter. 

REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, sub¬ 
mitted the following report, which, after discussion 
and after a motion to refer it to the Council on Med¬ 
ical Physics for a report to be brought before the 
House for action at the next annual meeting was lost, 
was adopted: 

Supplementary Report D on Radioactive Isotopes: 
Your reference committee heard the pros and cons of 
this supplementary report. Many individuals appeared 
before the committee and were given ample oppor¬ 
tunity to express their views. After considerable discus¬ 
sion, your committee wishes to make the following 
report. Your committee approves the majority report 
with the following changes: (1) That the membership 
of the hospital Committee on Radium and Artificially 
Produced Radioisotopes also include a pathologist; 
(2) that another sentence under item 1 be added to 
read as follows: “Where this is not practicable, the 
hospital staff should consult the nearest Committee on 
Radium and Artificially Produced Radioisotopes;” (3) 
that item 3 should be amended to read, “It is recom¬ 
mended that procurement, storage, dosimetry control, 
and inventory of all radioactive isotopes for the use 
of the hospital staff and radiological safety control be 
centralized and, where administratively possible, cen¬ 
tralization be located in the department of radiology;” 
(4) the committee wishes to add the following state¬ 
ment as item 4: “It is recommended that the Board of 
Trustees assign to the appropriate council or commit¬ 
tee the continuous study of the problems of radiologic 
safety control in the use of radium and its products 
and artificially produced radioactive isotopes for diag¬ 
nostic or therapeutic purposes.” 

Note: With the amendments suggested by the ref¬ 
erence committee, the "Policy of the American Med¬ 
ical Association with Reference to the Use of Radium 
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and Artificially Produced Radioisotopes” adopted by 
the House of Delegates reads as follows: 

1. In any hospital in which a patient is to receive 
radium or the products of radium or artificially pro¬ 
duced isotopes, there should be a duly appointed 
Committee on Radium and Artificially Produced 
Radioisotopes of the hospital professional staff. This 
committee should include, but not necessarily be lim¬ 
ited to, the following qualified physicians: (a) a 
radiologist; (b) a surgeon; (c) an internist; ( d ) a 
gynecologist; (e) a urologist; and (/) a pathologist. 
This committee should have available such competent 
consultation of other physicians and scientific person¬ 
nel as may be required by it. Where this is not prac¬ 
ticable, the hospital staff should consult the nearest 
Committee on Radium and Artificially Produced Ra¬ 
dioisotopes. 

2. In any hospital the use of radium or its products 
and artificially produced radioactive isotopes for diag¬ 
nostic or therapeutic purposes shall be restricted to 
qualified physicians so judged by the Committee on 
Radium and Artificially Produced Radioisotopes of 
the professional staff to be adequately trained and 
competent in their particular use. 

3. It is recommended that procurement, storage, 
dosimetry control, and inventory of all radioactive 
isotopes for the use of the hospital staff and radiologic 
safety' control be centralized and, where administra¬ 
tively possible, centralization be located in the depart¬ 
ment of radiolog)'. 

4. It is recommended that the Board of Trustees 
assign to the appropriate council or committee the con¬ 
tinuous study of the problems of radiologic safety con¬ 
trol in the use of radium and its products and 
artificially produced radioactive isotopes for diagnostic 
or therapeutic purposes.— Ed. 

E. Relationships Between Medicine and Allied 
Health Agencies 

Supplementary report E was referred to the Refer¬ 
ence Committee on Insurance and Medical Service. 

The Committee on Relationships Between Medicine 
and Allied Health Agencies, Dr. Sidney J. Shipman, 
Chairman, reported to the Board on its deliberations at 
its meeting on Nov. 24 and on its future activities. 
After full discussion and careful consideration, the 
Board voted to submit the following statement for 
such action as the House of Delegates may deem ad¬ 
visable: 

The high quality of the standards of medical care 
in the United States has been achieved largely through 
the unrestricted efforts of physicians and other scien¬ 
tists practicing their profession under the principles of 
free enterprise. Through the cooperation and leader¬ 
ship of many of the country’s physicians and other 
scientists, many of the major voluntary health agencies 
are in the process of assisting in the development and 
improvement of medical education, research, and med¬ 
ical care. Inasmuch as the activities of the voluntary 
health agencies in these fields may vary, this difference 
frequently requires medical evaluation. Continued ade¬ 


quate medical advice and leadership are essential, 
therefore, to the proper and ethical functioning of all 
voluntary health agencies. 

The Committee on Relationships Between Medicine 
and Allied Health Agencies and the Board recommend 
(1) that the House of Delegates urge physicians to 
participate in the activities of the voluntary health 
agencies and that committees be appointed within the 
county medical societies that will lend assistance to 
local units of those agencies and (2) that the Commit¬ 
tee serve in a fact-finding and advisory capacity in its 
relationships with medical societies and with the vol¬ 
untary health agencies. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, presented 
the following report, which was adopted: 

Supplementary Report E on Relationships Between 
Medicine and Allied Health Agencies: Your committee 
agrees with the recommendations contained in this re¬ 
port but stresses the fact that nothing in this report 
is meant to recommend cooperation with groups that 
advocate the practice of any branch of medicine by 
individuals who are not licensed to do so. 

F. Ophthalmological-Optometric Relations 

Supplementary report F was referred to the Refer¬ 
ence Committee on Legislation and Public Relations. 

In June, 1955, the House of Delegates adopted a 
resolution presented by the Section on Ophthalmology 
which recommended numerous activities, primarily of 
a legislative nature, concerning the relationship be¬ 
tween ophthalmology and optometry. In an effort to 
consider more adequately the proposals embodied in 
this resolution the Board requested the Law Depart¬ 
ment to prepare a study on the laws and court deci¬ 
sions dealing with optometry. After reviewing the re¬ 
sults of this survey and a resume of the actions of the 
Judicial Council in this field since 1934, the Board 
again reviewed the resolution in question. 

It is the recommendation of the Board that the 
House of Delegates reconsider this resolution and that 
any necessary action in the field of ophthalmological- 
optometric relationships be handled by existing coun¬ 
cils and committees of the Association. It does not ap¬ 
pear advisable to the Board of Trustees to appoint a 
separate permanent committee to handle this problem. 
In addition it has not been the practice of the Associa¬ 
tion to engage in the type of state-legislative activities 
envisioned in the resolution. 

REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. John F. Lucas, Chairman, Mississippi, read the 
following report, which was adopted: 

Supplementary Report of the Board of Trustees F: 
Your committee received supplementary report of the 
Board of Trustees F on ophthalmological-optometic 
relations. This report refers to Resolution No. 78 
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adopted by this House at the 1955 Atlantic City meet¬ 
ing. Pursuant to a request hy the Board of Trustees, 
your reference committee carefully reviewed the reso¬ 
lution. The committee is grateful for valuable counsel 
and extensive discussion of this matter hy various 
members and officers interested in the field of ophthal¬ 
mology. The resolution requires certain actions in the 
area of ophthahnological-optometric relations with 
special emphasis on the creation of a permanent mech¬ 
anism as a staff activity of the Association. 

Testimony before the committee disclosed that a 
suitable and apparently adequate organization has 
been established by interested physicians and medical 
organizations to carry out activities initially contem¬ 
plated in Resolution No. 78. Your reference committee 
concurs in the recommendation of the Board of 
Trustees that necessary and indicated activities by the 
American Medical Association in the field of ophthal- 
mological-optometric relations can be handled by ex¬ 
isting councils and committees of the Association and 
that there is no presently demonstrated need for a 
separate permanent mechanism to conduct these ac¬ 
tivities. Your committee is cognizant of the implica¬ 
tions of pertinent existing and pending legislation at 
state levels but feels strongly that local legislative 
problems are not within the province of the American 
Medical Association but rather of the constituent 
associations. 

G. Would Medical Association 

Supplementary report G was referred to the Refer¬ 
ence Committee on Reports of Board of Trustees and 
Secretary. 

When physicians from various parts of the world 
meet together, it is apparent that they have much in 
common and share many similar attitudes. In a sense, 
physicians speak a common language and perhaps can 
get together with more facility' than any other group 
at an international level. The World Medical Associa¬ 
tion, composed of national medical associations most 
representative of tire medical profession in each nation, 
now is established and accepted at the international 
level as the professional organization of physicians. It 
deals with problems of the profession with other inter¬ 
national groups such as the World Health Organization 
(governments in the public health field), the Interna¬ 
tional Red Cross, the International Labor Organiza¬ 
tion, and the International Social Security Association. 

The tenth General Assembly of the World Medical 
Association was held Oct. 9-14 in beautiful Havana. 
The members of the Cuban Medical Association were 
cordial hosts. Dr. J. A. Bustamante of Havana, Presi¬ 
dent of the World Medical Association, presided at the 
meetings of the Assembly. The meeting was attended 
by about 500 physicians representing most of the 53 
member nations, some by proxy. Since the meeting 
was held in Havana, the attendance from the Latin 
American nations was higher than in previous years, 
and it is hoped that such an increase in attendance 
from this area will stimulate a sustained interest in the 


affairs of the World Medical Association. The Pan 
American Medical Confederation has been a prominent 
medical organization in Latin America for years, and 
it expressed the intention to cooperate with and assist 
the World Medical Association in the future. 

No nation behind the iron curtain is a member of 
the World Medical Association. All other European 
nations sent delegates. Representation from the Asiatic 
area was sparse because of the cost of travel for such 
great distances. A number of the delegates from Eu¬ 
rope and Asia traveled in the United States before or 
after the meeting and visited our larger medical 
centers. 

Drs. Dwight H. Murray and F. J. L. Blasingame 
served as delegates from the American Medical Asso¬ 
ciation, while Drs. Leonard W. Larson and Elmer Hess 
served as alternate delegates. Drs. Edwin S. Hamilton 
and Gunnar Gundersen are currently serving as mem¬ 
bers of the Council, Dr. Gundersen being reelected at 
this meeting. The Council serves as a policy body 
between tire meetings of the General Assembly, which 
are held annually in the fall of the year. 

The World Medical Association helps to establish 
professional standards on ethics of physicians dealing 
with each other and their patients, and it serves to 
establish principles as guides for professional services, 
especially as related to governments that are attempt¬ 
ing to control the mode of practice of medicine. At 
the Havana meeting, one of the most significant dis¬ 
cussions dealt with social security. Dr. Dag Knutson 
of Sweden, Chairman of the Committee on Social 
Security, made a significant report. Dr. Rolf Schloegel 
of German)' gave an outstanding paper on “Freedom 
in Medicine.” He pointed out again the degree of 
struggle in various nations between the medical pro¬ 
fession and the social security authorities. Dr. P. 
Glorieux of Belgium related the experiences during 
the past year of the severe struggle between the pro¬ 
fession and the government in his country, the profes¬ 
sion finally winning by an insurance system sponsored 
by the profession. It was the opinion of physicians 
who have attended several assemblies that the sense 
of unity and community of spirit was much more ap¬ 
parent in this meeting than had been present in earlier 
ones. In such unity will grow' strength. 

Before adjourning the delegates voted to hold the 
next meeting in Istanbul Sept. 29-Oct. 5, 1957. United 
States Committee members may attend this meeting 
as official observers. 

The financial condition of the World Medical Asso¬ 
ciation is improving in spite of the limitation of ex¬ 
change of monies throughout the w’orld. The language 
barrier is less, and English is w'idely used although 
simultaneous translations are made in English, French, 
and Spanish. 

One of the outstanding future programs the Associa¬ 
tion.is now planning is the Second World Conference 
on Medical Education scheduled for Chicago in Au¬ 
gust, 1959. Officers and officials will be appointed to 
represent all areas of the w’orld under the leadership 
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of Dr. Raymond B. Allen of California, President, and 
Dr. Victor Johnson, Minnesota, Deputy President and 
Chairman of the Program Committee. The first Con¬ 
ference, held in London in 1953, was devoted to under¬ 
graduate medical education. The theme of the 1959 
Conference is “Medicine—A Life Long Study.” 

As Dr. Walter B. Martin, former President of the 
American Medical Association, wrote: “The voice and 
the arm of the World Medical Association need to be 
powerfully strengthened so it can adequately meet 
the sustained pressure from international groups and 
their American allies. The American supporting com¬ 
mittee to the World Medical Association has been 
rapidly expanding in number and has given substantial 
aid and support to the W.M.A. Further expansion of 
this committee will be necessary if the American view¬ 
point is to be continually and effectively presented by 
our spokesmen in the World Medical Association and 
through them before other international bodies to 
protect the interests and aims of medicine and the 
medical profession.” Surely, physicians will wish to 
share in this international effort. 

REPORT OF REFERENCE COMMITTEE ON 

REPORTS OF BOARD OF TRUSTEES AND 
SECRETARY 

Dr. Charles G. Hayden, Chairman, Massachusetts, 
submitted the following report, which was adopted: 

Supplementary Report G on World Medical Asso¬ 
ciation: It is difficult for the members of your com¬ 
mittee to believe that any physician in the United 
States, and especially any member of the American 
Medical Association, is not a member of the World 
Medical Association. With conditions as they are in 
the world today, we owe it to ourselves and to our 
children, not only as physicians but also as citizens 
of this great country of ours, to do everything in our 
power to keep the spark of freedom in medicine glow¬ 
ing throughout the world. 

Contributions to American Medical Education 
Foundation 

The President of the California Medical Association, 
Dr. Donald A. Charnock, Los Angeles, presented to 
Dr. Dwight H. Murray a check in the amount of 
$132,981, representing the annual contribution of the 
California association to the American Medical Edu¬ 
cation Foundation. Dr. Murray turned the check over 
to Dr. Louis H. Bauer, President of the A.M.E.F. 

Dr. Jesse D. Hamer, Arizona, on behalf of the Ari¬ 
zona Medical Association presented a check for $3,695, 
saying that in April, 1956, the house of delegates of 
the Arizona society voted to raise membership dues 
$10 a year,- effective Jan. 1, 1957, the money to be 
given to the Foundation and that the check proffered 
at this meeting is a donation of $5 per member from 
the general funds of the Arizona Medical Association. 

Dr. C. Eliot Snow, Utah, gave Dr. Murray a check 
for $11,580, which was the contribution of the mem¬ 
bers of the Utah State Medical Association. Dr. Snow 


stated that Utah contributes to the Foundation the 
largest amount per capita of any state association with 
the exception of the Illinois State Medical Society. 

Dr. Lewis C. Fritts, President of the Medical Society 
of New Jersey, Somerville, N. J., handed to Dr. Murray 
a check from the 6,000 members of the Medical So¬ 
ciety of New Jersey in the amount of $25,000. 

Remarks of Dr. Louis H. Bauer 

The President of the American Medical Education 
Foundation, Dr. Louis H. Bauer, addressed the House 
as follows: 

Mr. Speaker and members of the House of Dele¬ 
gates: I want to thank all the doctors in these various 
states who have had a part in contributing these funds 
to the Foundation. I think we should not forget the 
states that have made previous contributions and that 
were mentioned in June, those states that have had 
a part of their dues earmarked for the Foundation, 
states like Illinois, which I think was the first one to 
do it, Utah, which we heard from this morning, Cali¬ 
fornia, which we heard from this morning, Nevada, 
Arizona, which is putting it into effect in 1957, and 
New Jersey which we have heard from. I understand 
that Virginia made an additional contribution this year 
to the one made earlier in the year. Across the country, 
we may say that there have been an additional 16 
states that have engaged in direct-mail campaigns for 
the Foundation. 

I think it would be of interest to you to know that 
since the Foundation was organized in 1951 it has 
contributed over 5'A million dollars to the medical 
schools, which is no small sum. Dr. Gundersen brought 
to your attention this morning the action of the Board 
of Trustees. We feel that we are going to be able to 
go on faster from now on than we have in the past by 
having the Foundation funds segregated and paid di¬ 
rectly to the medical schools rather than through an¬ 
other organization. We are, of course, very grateful 
to the National Fund for everything it has done. It 
has raised money from industry and individuals that 
we probably could not have obtained. Both organiza¬ 
tions are necessary, but one of the first questions that 
industry asks when appeals are made to them is, what 
are the doctors doing about this? They say this is really 
their problem. Well, I do not think it is entirely their 
problem because I think every man, woman, and child 
in the United States is affected by the standards of our 
medical schools, and so it is not entirely a doctor’s 
problem. But, nevertheless, it is much easier if we can 
have it shown in black and white, where it stands out 
by itself, and not incorporated in some other docu¬ 
ments that the doctors have contributed so many 
dollars to this cause. 

Then there are a lot of funds that again have not 
been highlighted but that are of direct importance in 
this campaign, and those are the alumni funds. We 
do not want to be in opposition to the alumni funds. 
Some people have thought that we were. We are not. 
We want to do everything we can to assist the alumni 
funds, as well as to get money for those schools that 



Vol. 163, No. 2 


PROCEEDINGS OF THE SEATTLE CLINICAL MEETING 


131 


do not have large alumni bodies and to have an even 
distribution of it. All that would have been simple had 
it not been for the complicating factor of the Ford 
Foundation grant. The Ford Foundation grant was on 
a matching basis to funds received that were not ear¬ 
marked by tbe National Fund, and, when we decided 
to make our donations directly, it meant that the funds 
that we received this year would not be met by the 
Ford Foundation, and, as Dr. Gundersen brought out, 
that would have resulted this year in the schools’ re¬ 
ceiving a little more than $121,000 less than they 
would have if we had contributed through the Fund. 
We did not want to penalize the schools. We feel that 
in the long run this is going to be of direct benefit to 
the schools by having the organizations work sepa¬ 
rately and that they will get more money that way, but 
it takes time to develop that program. So the Board 
of Directors of the Foundation appealed to the Board 
of Trustees asking if this one year they would not pick 
up the tab so that the schools would not lose a nickel. 

By our action in making direct grants to the schools, 
and the Board very generously not only did that, but 
gave a little leeway, and instead of appropriating the 
slightly more than $120,000 they appropriated $125,000 
to cover any possible additional funds, that we hope 
we may get during the balance of the year, the result 
is that at the end of this year we shall contribute from 
the Foundation to the schools almost $1,200,000, of 
which over $500,000 will be funds that are not ear¬ 
marked. The balance will be funds that are earmarked 
for specific schools, and I hope that next year we can 
report even better results. 

I would like to express the appreciation of the di¬ 
rectors of the Foundation to the Womans Auxiliary for 
the magnificent job they have done in helping us raise 
money for the American Medical Education Founda¬ 
tion and, through that, support for our medical schools 
that is so urgently needed. 

Remarks of the President of American Bar 
Association, Mr. David F. Maxwell 

Dr. F. S. Crockett, Vice-President, escorted Mr. 
David F. Maxwell, President of the American Bar As¬ 
sociation, to the rostrum, and Mr. Maxwell addressed 
the House as follows: 

Mr. Chairman, Mr. President, delegates of the Amer¬ 
ican Medical Association: I bring you greetings from 
the American Bar Association. We are delighted to 
have this opportunity to fraternize at least through 
our leadership with you gentlemen in the House of 
Delegates of the American Medical Association, There 
are many areas in which lawyers and doctors have 
much in common, and I hope that before this session 
is over we shall have an opportunity to explore them; 

I must also say a word of thanks for the gracious 
hospitality that you and your leaders have shown me 
upon my arrival here in Seattle, although I must con¬ 
fess I was a little surprised this morning when, after 
a knock at the door, a bellhop presented me with a 
plate of large red apples. In my youth, I had always 


been taught that an apple a day keeps the doctor 
away, and why your public relations committee dis¬ 
tributes apples is something on which I would like to 
have enlightenment. I am delighted to be with you, 
and particularly on the occasion of the showing of this 
new movie, "The Medical Witness.” I shall look for¬ 
ward to seeing you all tonight on that occasion. Thank 
you very much for the privilege of being with you. 

“The Case of the Doubting Doctor” 

A dramatic color film entitled "The Case of the 
Doubting Doctor,” prepared by the Association’s Pub¬ 
lic Relations Department under the supervision of its 
Director, Mr. Leo E. Brown, was shown to the dele¬ 
gates. The Speaker stated that the picture is for doc¬ 
tors, not for laymen, that every state should have one, 
and that copies may be obtained from the Public 
Relations Department at a cost of $160 each. 

Report of the Judicial Council 

The Speaker referred the report of the Judicial Coun¬ 
cil (see The Journal, Oct. 20,1956, pages 793-794) to 
the Reference Committee on Amendments to the Con¬ 
stitution and Bylaws. 

REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND 
BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, read the 
following report, which was adopted: 

Report of the Judicial Council: Your reference com¬ 
mittee carefully read the report of the Judicial Council. 
It notes that the activities of the Council are increas¬ 
ing, and it commends the Council for the progress it 
has made during the past year. 

Your reference committee notes with particular in¬ 
terest the recommendation of the Judicial Council that 
county societies and state associations seek the advice 
of their attorneys when appeals or legal proceedings 
may be anticipated because of some action contem¬ 
plated or taken by medical organizations. This advice 
seems particularly timely and is repeated by your 
reference committee for emphasis. It also notes that the 
Judicial Council is not advised of interpretations or 
discussions of medical ethics by councils or boards of 
censors of medical societies or by editors of medical 
journals. Your reference committee strongly urges the 
delegates to this House to request local societies to 
send to the Judicial Council copies of opinions, inter¬ 
pretations, or discussions that are made by them on 
medical ethics, so that the Judicial Council may in turn 
review this material and make it available to other 
medical societies. 

The reference committee would call upon the Judi¬ 
cial Council to exert even greater effort in the near 
future to compile and publish its opinions relating to 
the interpretation of medical ethics. During the hear¬ 
ing before the reference committee it was obvious that 
such a compilation is desired and needed by members 
of the Association. 
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Report of the Council on Medical Education and 
Hospitals 

In the absence of the Chairman, Dr. Victor Johnson, 
member, presented the report of the Council on Med¬ 
ical Education and Hospitals (see The Journal, Oct. 
20, 1956, pages 794-S00), which was referred to the 
Reference Committee on Medical Education and Hos¬ 
pitals. 

REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, pre¬ 
sented the following report, which was adopted: 

Report of the Council on Medical Education and 
Hospitals: Your reference committee has reviewed the 
report of the Council on Medical Education and Hos¬ 
pitals. Since this gives a view of the numerous im¬ 
portant activities of this Council, which is a creation 
of the House of Delegates, your reference committee 
strongly urges that every delegate read it. We would 
like to recall to the House that one of the charges made 
many years ago to the Council was that it render to 
this House an annual report on the status of medical 
education, and this is accomplished annually through 
the numerous publications of the Council. Your refer¬ 
ence committee notes with satisfaction that the Council 
has undertaken the study of the various matters re¬ 
ferred to it by the House of Delegates and has duly 
reported on these matters. 

Among the items considered in this annual report to 
the House of Delegates, your committee noted the 
Council’s functions in the area of undergraduate med¬ 
ical education, its activities in conducting the Annual 
Congress on Medical Education and Licensure, its 
numerous obligations as presented by its standing and 
special committees, and its cooperation with tire many 
other agencies concerned in one or more fields of med¬ 
ical education. The report also includes an extensive 
section dealing with graduate medical education, in¬ 
cluding internships, residencies, and fellowships. The 
reference committee noted the development of the 
cooperative relationships with the specialty boards in 
the activities of the various residency review commit¬ 
tees. The report stresses the relationships between the 
Council and tire various technical schools and with the 
Joint Commission on the Accreditation of Hospitals, as 
well as the activities of the field staff in the evaluation 
of programs in graduate medical education. The Coun¬ 
cil has shown increased interest in the area of continu¬ 
ing postgraduate medical education for the practicing 
physician. 

The Council’s functions are in total so numerous that 
it is not feasible to attempt to list them all at this time, 
but all of its activities are in tire interest of American 
medicine. It is our sincere belief that the Council on 
Medical Education and Hospitals serves this House, 
the American Medical Association, and the public most 
effectively in the field of medical education. We would 
ask that the delegates make every effort to become 
more familiar with the activities and functions of tire 
Council. We were impressed by the “open door” policy 
of the Council and the Council’s staff and their desire to 


have maximum contact with the members of the House 
of Delegates and of the profession throughout the year, 
as well as at the time of the annual meeting. The 
Council and the Council’s staff invite constructive 
suggestions at all times. 

Your committee wishes to call to the attention of 
the House the recommendations of the Council for 
approval of the revised Essentials of Approved Resi¬ 
dencies and Fellowships. These Essentials pertain to 
preventive medicine and to radiology and have been 
prepared after due consultation with the specialty 
groups involved. 

Your reference committee would like to call espe¬ 
cially to your attention the portion of the Council’s 
report that indicates the development of new medical 
schools and the expansion of others. In connection with 
this we would also like to draw to your attention the 
ever-increasing number of graduates of approved 
schools as noted in the Council’s report and in the an¬ 
nual report, Medical Education in the United States. 
Your reference committee shares with the Council the 
belief that the present gradual increase of educational 
facilities in medicine is sound. We believe that the 
American Medical Association should be vigilant that 
further expansion of educational facilities for the dev¬ 
elopment of physicians be continued on a basis that 
will maintain the present high standards of medical 
education and effective medical service to the public. 
Any precipitous expansion of medical education could 
only result in lowering the standards, which would 
ultimately affect the medical care of the patient. This 
should be the concern of all of us. 

Your reference committee notes that Dr. H. G. Weis- 
kotten, who has served this Association in relation to 
its activities with the Council on Medical Education 
and Hospitals so effectively and well over a long 
period, will be completing his term as a member and 
Chairman of the Council next June. He has announced 
his retirement. Your committee wishes to acknowledge 
with appreciation the outstanding contribution that Dr. 
Weiskotten has made to the cause of medical education 
in the United States throughout his long and distin¬ 
guished career. We share with the Council and its staff 
their deep regret in anticipating Dr. Weiskotten’s re¬ 
tirement from his official relationship with the Ameri¬ 
can Medical Association in the capacity of Chairman 
of the Council on Medical Education and Hospitals. 

Your reference committee also wishes to express its 
appreciation to the members of the Council, and to 
Dr. Edward L. Turner, Secretary of the Council, and 
his associates at the headquarters’ office, Drs. Walter 
L. Wiggins, Arthur N. Springall, John Hinman, Glen 
R. Shepherd, Willard Thompson, and Homer Freese, 
and also to the members of the Council’s field staff 
who serve so effectively throughout the country. The 
Committee further wishes to give especial appreciation 
to Mrs. Tipner who has been of such invaluable as¬ 
sistance to your reference committee,- and also to Dr. 
Leonard W. Larson of the Board of Trustees for his 
comprehensive and informative discussion; 

(To he continued) 
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ALABAMA 

Society News.—The Alabama Association for Mental 
Health has moved to 1904—10th Ave., S., Birmingham. 
The new phone number is 4-6691 and the new mail¬ 
ing address, P. O. Box 3283. 

University News.—The Medical College of Alabama, 
Birmingham, has appointed Drs. Beamon S. Cooley 
Jr. and Charles P. Grant, associate professors of 
ophthalmology. The following physicians were named 
assistant professors: Dr. John Davis McCullough 
(clinical psychiatry), Dr. Samuel R. Hill (medicine), 
and Dr. Wiley Kemp Livingston (ophthalmology). 

Orthopedic Surgeons Honored.—The following ortho¬ 
pedic surgeons were recently honored for a combined 
service of more than a century since the inaugura¬ 
tion of Alabama’s programs in the interest of crip¬ 
pled children and in the field of vocational rehabili¬ 
tation: Drs. John D. Sherrill and H. Earle Conwell 
of Birmingham, Dr. William C. Hannon, Mobile, and 
Dr. Marcus M. Skinner, Selma. Citations were pre¬ 
sented to them for their contributions by Mr. O. F. 
Wise, director of the division of vocational reha¬ 
bilitation and crippled children’s services of the state 
department of education. The recipients, all graduates 
of the University of Alabama, served in World War I 
as officers in the Medical Corps, and each has con¬ 
tributed from 25 to 30 years of service in the work of 
rehabilitation in Alabama. 

CALIFORNIA 

Heart Symposium.—The Los Angeles County Heart 
Association will hold a midwinter heart symposium 
Jan. 23, 2-5 p. m., at the Los Angeles County Medical 
Association auditorium. Members of the medical as¬ 
sociation are invited to attend without charge. Short 
papers on all phases of cardiovascular diseases, in¬ 
cluding the basic sciences, will be presented. 

Surgeons Meet in Santa Barbara.—The annual meeting 
of the Southern California chapter of the American 
College of Surgeons will be held at the Biltmore 
Hotel, Santa Barbara, Jan. 18-20. Approximately 40 
papers will be presented. Panel discussions have been 
scheduled on “Cancer of the Breast” and “Disorders of 
the Gastroesophageal Junction.” Guest speakers will 
be Dr. Alfred Blalock, professor of surgery, Johns 
Hopkins University School of Medicine, Baltimore, 
and Dr. Henry N. Harkins, professor of surgery. 
University of Washington School of Medicine, Seattle. 

Lectures on Nasal Surgery.—Dr. Maurice H. Cottle, 
professor of otolaryngology, Chicago Medical School, 
will present 10 lectures on nasal surgery at the 26th 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


annual midwinter clinical convention in ophthalmolo¬ 
gy and otolaryngology in Los Angeles, Jan. 14-18. The 
meeting is sponsored by the Research Study Club of 
Los Angeles. His subjects will be: “Great Contributions 
to Rhinologic Surgery 1900-1910”; “Atrophy and Atro¬ 
phic Rhinitis: Septal Perforations”; "Surgery of Roof 
Cartilages (Upper, Lateral, and Nasal Valve)”; “Hump 
Removal and Roof Repair”; “Psychological Considera¬ 
tions”; “Surgery of the Spine and Pyriform Aperture”; 
“Preservation of Nasal Mucosa”; “Structure and Func¬ 
tion of Vestibule”; “Nasal, Facial, and Dental Asym¬ 
metries”; and “Ballooning, Returning, Open Nose, 
Open Roof, and Nasal Tension.” Dr. Cottle will par¬ 
ticipate also in a surgical seminar at the University of 
Oregon Medical School, Portland, Jan. 21-22. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in cooperation with the 
Yale University School of Medicine, New Haven, 
department of public health, is sponsoring a course 
on “The Economics and Relationships of Medical 
Practice” at the Brady auditorium, 310 Cedar St., 
New Haven. On Jan. 10, Dr. Thomas J. Danaher, 
Torrington, served as moderator for a discussion on 
“Third Party Payment for Medical Service.” The 
participants were Dr. William H. Horton, director, 
Connecticut Medical Service, New Haven; Mr. John 
Miller, vice-president, Monarch Life Insurance Com¬ 
pany, Springfield, Mass.; and Mr. Francis W. Looney, 
director of welfare, City of New Haven. 

At 8 p. m., Jan. 17, “Third Party Payments for 
Hospital Service” will be considered by Mr. Charles 
Garside, chairman, Associated Hospital Service, New 
York City, and Dr. Norman J. Barker, medical director, 
Connecticut General Life Insurance Company, Hart¬ 
ford. 

FLORIDA 

Professor of Anatomy.—John C. Finerty, Ph.D., for¬ 
merly professor of anatomy and assistant dean in charge 
of student affairs at the University of Texas Medical 
Branch, Galveston, has been appointed professor of 
anatomy and chairman of the department and assistant 
dean in charge of student affairs at the University of 
Miami School of Medicine, Coral Gables. 

ILLINOIS 

Society News.—Dr. George M. Cummins Jr., assistant 
professor of medicine, Northwestern University Medi¬ 
cal School, Chicago, will discuss “Contemplating Your 
Coronaries” before the Douglas Park Branch of the 
Chicago Medical Society in cooperation with the Chi¬ 
cago Heart Association, Jan. 16, at the Riverside Golf 
Club (Riverside 7-3700), Cermak Road and DesPlaines 
Avenue, Riverside. Dinner, 7 p. m., will be preceded 
by a fellowship hour, 6:30 p. m., and followed by the 
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scientific meeting, 8 p. m. On the same day the DuPage 
County Medical Society will present a program in 
cooperation with the Chicago Heart Association at the 
Memorial Hospital of DuPage County, 189 Avon, Elm¬ 
hurst (TErrace 2-6800). Dinner, 6:30 p. m., will pre¬ 
cede the scientific program, 8 p. m., during which the 
medical aspect of “Surgery in Cardiac Disease—Indica¬ 
tions and Results” will be presented by Dr. Harry A. 
Bliss, assistant professor of medicine, and the surgical 
aspect by Dr. Ormand C. Julian, associate professor in 
surgery, University of Illinois College of Medicine, 
Chicago. Physicians are welcome. 

MASSACHUSETTS 

Personal.—A. Baird Hastings, Ph.D., head, department 
of biological chemistry, Harvard University School of 
Medicine, Boston, has been appointed to serve on the 
National Advisory Arthritis and Metabolic Diseases 
Council, the surgeon general of the U. S. Public 
Health Service, has announced.—Dr. Wilfred Bloom¬ 
berg, Boston, has been selected as head of the Regional 
Program in Mental Health Training and Research con¬ 
ducted by the Southern Regional Education Board, 881 
Peachtree St., N. E., Atlanta 9, Ga. Dr. Bloomberg, who 
was chief of the psychiatry and neurology service, Vet¬ 
erans’ Administration Hospital, Boston, assumed his 
duties as associate director for mental health officially 
on Jan. 1. He previously served as associate professor 
of neurology and psychiatry at the Boston University 
School of Medicine, visiting professor of psychiatry 
at the University of California, and neuropsychiatric 
consultant, First Service Command during World 
War II. 

MICHIGAN 

Rural Health Conference.—“Professional Day” will 
mark the opening of the 10th annual Rural Health 
Conference scheduled for Kellogg Center, East Lan¬ 
sing, Jan. 16-18. The morning program will include 
discussion on rural and “fringe-area” medical prob¬ 
lems. The afternoon session will feature the presenta¬ 
tion of, scientific papers on rural medicine and health. 

NEW YORK 

Society News.—The Medical Society of the County of 
Kings and Academy of Medicine of Brooklyn will hold 
its stated meeting jointly with the Brooklyn Society of 
Internal Medicine, Jan. 15, in the McNaughton Audi¬ 
torium, Brooklyn. “The Present Status of Surgery in 
Acquired Heart Disease” will be discussed by Dr. 
Charles P. Bailey, head, division of thoracic surgery, 
Hahnemann Medical College and Hospital of Phila¬ 
delphia, and Dr. Louis A. Soloff, chief, Cardiac Clinic 
B, Temple University Hospital, Philadelphia. 

New York City 

Tumor Clinic Conference.-Dr. George A. Hyman, 
associate attending man, Francis Delafield Hospital, 
will present "Chemotherapy of the Leukemias” at the 
Harlem Hospital, Jan. 16, 10:45 a. m. 


OHIO 

Diabetes Project.—A 10-year study on diabetes and 
associated disease entities, recently launched at West¬ 
ern Reserve University.School of Medicine, Cleveland, 
is supported by a 5-year, $250,000 grant from the Pub¬ 
lic Health Service and a 10-year, $500,000 grant from 
Mrs. Ben Gale, a former resident, of Cleveland now 
living in Washington, D. C. Dr. Max Miller is the 
scientific director and Dr. Vaun A. Newill, the ad¬ 
ministrative director. Dr. Joseph T. Wearn, dean of the 
medical school, will coordinate the interdepartmental 
efforts, aided by Drs. Robert H. Ebert (medicine), 
John H. Dingle (preventive medicine), George I. 
Badger (biostatistics), William M. Wallace (pedia¬ 
trics), George Sayers, Ph.D. (physiology), and Earl W. 
Sutherland Jr. (pharmacology). 

VIRGINIA 

Annual McGuire Lecture Series.—The 28th annual 
Stuart McGuire Lecture Series and Symposium on 
Cardiology and Cardiac Surgery (postponed from 
Dec. 12-14, 1956) will be presented Jan. 23-25 at the 
Medical College of Virginia in Richmond. Dr. Andre F. 
Cournand, Nobel prize winner, professor of medicine, 
Columbia University College of Physicians and Sur¬ 
geons, will deliver the following lectures at 8:30 p. m.: 
“Validity and Values of Methods for the Study of the 
Dynamics of the Circulation in Relation to Cardiac 
Surgery” (Wednesday) and “Control of the Pulmonary 
Circulation in Man” (Thursday). Out-of-state speakers 
will include: Dr. Rejane M. Harvey, assistant profes¬ 
sor of clinical medicine, Columbia University College 
of Physicians and Surgeons, New York City, who will 
present “The Meaning of Pulmonary Hypertension in 
the Patient Being Considered for Cardiac Surgery” 
and “The Natural History of Cor Pulmonale in the 
Emphysematous Patient”; Dr. Charles A. Hufnagel, 
associate professor of surgery, Georgetown University 
School of Medicine, Washington, D. C., who null dis¬ 
cuss “The Surgery of Aortic Valvular Disease”.and 
“Vascular Reconstruction”; and Dr. Edward S. Orgain, 
professor of medicine, Duke University School of Med¬ 
icine, Durham, N. C., whose topic will be “The Treat¬ 
ment of Hypertension.” 

GENERAL 

Certification in Nuclear Medicine.—Within the near 
future, a special examination for certification in nuclear 
medicine will be offered to diplomates in radiology 
and therapeutic radiology. Those interested must 
apply to the American Board of Radiology before 
Feb. 15. Dr. B. R. Kirklin, Kahler Hotel Bldg., 
Rochester; Minn., is secretary of the board. 

Fellowship in Hematology.—A one-year appointment, 
beginning July 1, is. available in the department of 
medicine, University of Maryland School of Medicine, 
Baltimore. The annual stipend is $3,000-$3,500 (de¬ 
pendent on marital status). The fellowship offers op¬ 
portunities for^training in - clinical hematology as well 
as investigative work in this field. Inquiries should be 
addressed to Dr. Milton S. Sacks,; Professor of Clinical 
Medicine, University Hospital, Baltimore 1. 
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Guide lo Cardiovascular Literature.—A new publica¬ 
tion in the heart disease field, “Selected References on 
Cardiovascular Disease,” a 52-page annotated bibliog¬ 
raphy compiled by the U. S. Public Health Service, is 
offered to nurses, medical students, nutritionists, health 
educators, social workers, and others concerned with 
cardiovascular disease. Films and other audiovisual 
aids are also listed. The booklet (Public Health Serv¬ 
ice Publication 472), prepared by the Heart Disease 
Control Program of the Public Health Service, is avail¬ 
able from the Superintendent of Documents, Govern¬ 
ment Printing Office, Washington 25, D. C., for 25 
cents a copy. 

Internship in Oncological Nursing.—The department 
of nurse education, School of Education, New York 
University, offers a one-year nurse internship in oncol¬ 
ogical nursing in conjunction with the James Ewing 
Hospital of Memorial Center for Cancer and Allied 
Diseases. Activity includes experience in medical 
neoplasia, chemotherapy, radiation therapy, metabolic 
research, virus research, and other specific areas. 
Scholarship funds are available to cover tuition for 
the four credits granted by the university; students pay 
a field work fee of $25. The next class of the internship 
in oncological nursing will begin Feb. 4. A fall class is 
tentatively scheduled to begin in September. Applica¬ 
tions should be sent to Norma F. Owens, Supervisor, 
Internship in Oncological Nursing, Department of 
Nurse Education, School of Education, New York 
University, Washington Square, New York 3. 

Geriatric Symposium.—The third annual Merrell Sym¬ 
posium, “Constructive Medicine in Aging: Cardio¬ 
vascular Disorders in the Aged,” will be presented Jan. 
17, 9:30 a. m.-4:30 p. m., at the NetherJand Hilton 
Hotel, Cincinnati. Dr. Johnson McGuire, director, 
cardiac laboratory, University of Cincinnati College of 
Medicine, will serve as moderator for the following 
program: 

Edward L. Bortz, Philadelphia, New Concepts in Aging. 

John Earle Estes, Rochester, Minn., Venous Disorders in Older 
People. 

Walter S, Priest, Chicago, Anticipation and Management of 
Cardiac Decompensation. 

Jessie Marmorston, Beverly Hills, Calif., Hormonal Aspects of 
Myocardial Infarction in Female and Male Subjects. 

Ancel Keys, Ph.D., Minneapolis, Calories and Cholesterol. 
Robert W. Wilkins, Boston, Drug Therapy for Hypertensive 
Vascular Disease in Patients Past Midlife. 

Robert A. Bruce, Seattle, Evaluation of Functional Capacity in 
Patients with Cardiovascular Disease. 

Edward J. Stieglitz, Washington, D. C., Integrated Unity of the 
Patient. 

Physicians interested in the problems of aging are 
invited to attend. 

Course in Diabetes and Basic Metabolic Problems.— 
The fifth Postgraduate Course in Diabetes and Basic 
Metabolic Problems will be offered by the American 
Diabetes Association in cooperation with the Ohio 
State University Health Center, Columbus, Jan. 30- 
Feb. 1, Fees for the course, which will be presented in 
the Conference Theater, are $40 for members of the 


American Diabetes Association and $75 for nonmem¬ 
bers. Fellows and residents engaged in full-time study 
in medicine and allied sciences in schools and hospitals 
in the metropolitan area of Columbus may attend the 
scientific sessions at a nominal fee of $10; interns may 
attend without charge. Medical students in the metro¬ 
politan area may register without charge if space per¬ 
mits. The American Academy of General Practice will 
give 22 hours of postgraduate credit for the course. 
Topics ' for discussion will include pathophysiology, 
diagnosis, clinical management, objectives of treat¬ 
ment, complicating conditions, and chronic complica¬ 
tions in diabetes mellitus. On Wednesday, Dr. Henry 
T. Ricketts, Chicago, will serve as moderator for a 
luncheon panel discussion (by subscription), in which 
the participants will be the speakers of the morning 
program: Drs. Rachmiel Levine, Chicago; William C. 
Stadie, Philadelphia; Charles H. Best, Toronto, Can¬ 
ada; and Stefan S. Fajans, Ann Arbor, Mich. The Wed¬ 
nesday afternoon program will close with a question- 
and-answer period. A social hour (by subscription), 
6:30 p. m., will precede the banquet Wednesday eve¬ 
ning at the Deschler Hilton Hotel. Dr. Russell B. Roth, 
Erie, Pa., will consider “Public Relations and the Phy¬ 
sician.” The luncheon panel discussion on oral hypo¬ 
glycemic agents, Thursday, will be moderated by Dr. 
George J. Hamwi, Columbus, director of the course, 
and will have as collaborators Drs. Levine and Arthur 
R. Colwell Sr., and Robert M. Kark, Chicago; Gar¬ 
field G. Duncan, Philadelphia; and William R. Kirtley, 
Indianapolis. The early afternoon session will be de¬ 
voted to a panel discussion, “Objectives of Treatment 
in Diabetes Mellitus,” for which Dr. Joseph T. Beard- 
wood Jr., Philadelphia, will be moderator. Panelists 
will be Drs. Alexander Marble, Boston; Harvey C. 
Knowles Jr., Cincinnati; Randall G. Sprague, Roches¬ 
ter, Minn.; Henry B. Mulholland, Charlottesville, Va.; 
Christopher J. D. McLouglilin, Atlanta, Ga.; and John 
A. Reed, Washington, D. C. The Life Insurance Com¬ 
panies of Columbus will be host at the social hour, 
6:30 p. m., at the Deschler Hilton Hotel. The third 
subscription luncheon panel discussion, Friday, will 
be moderated by Dr. E. Perry McCullagh, Cleveland. 
Drs. Fajans, Knowles, and Howard F. Root, Boston, 
will participate. 

LATIN AMERICA 

Conference on Fertility.—The International Fertility 
Association will hold a North American Conference on 
Fertility at Monterrey, Mexico, Jan. 16-19. The Central 
American and Caribbean countries, as well as the 
United States and Canada, will co-sponsor the con¬ 
ference. Information can be obtained from Dr. Abelar- 
do Salas G., Matamoros 362 Pte. Monterrey N.L., Mex¬ 
ico. 

FOREIGN 

William Harvey Tercentenary.—The Harveian Society 
of London is planning a tercentenary commemoration, 
June 3-7, 1957, at the Royal College of Surgeons. The 
theme, “A Review of the Present Knowledge of the 
Circulation,” will be elaborated in presentations on 
the circulation from the 17th to the 20th centuries; 
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regulations of the circulation; die results of cardiac sur¬ 
gery; and the coronary, pulmonary, cerebral, splanch¬ 
nic, and peripheral circulation. Among the participants 
from the United States will be: Dr. Frederick A. Wil- 
lius, Rochester, Minn.; Dr. John F. Fulton, New Haven, 
Conn.; Dr. Louis N. Katz, Chicago; Dr. Claude S. 
Beck, Cleveland; Dr. Donald E. Gregg, Washington, 
D. C.; Drs. Andre F. Cournand and Stanley E, Bradley, 
New York; and Dr. Seymour S. Kety, Bethesda, Md. 

Congress of Neurological Sciences.—The first Inter¬ 
national Congress of Neurological Sciences in Brussels, 
Belgium, July 21-28, will be an affiliation, for the first 
time, of all independent international congresses of 
several neurological disciplines into a single integrated 
international convention. The congresses scheduled to 
meet simultaneously in Brussels under the new co¬ 
ordinated program are the International Neurological 
Congress; International Congress of Electroencepha¬ 
lography and Clinical Neurophysiology; International 
Congress of Neuropathology; International Congress 
of Neurosurgery; International League Against Epi¬ 
lepsy; and Symposium Neuroradiologicum. The broad 
title of Congress of Neurological Sciences was adopted 
to allow for participation in future congresses of other 
neurological disciplines, such as neuroanatomy, neuro¬ 
chemistry, and neuropharmacology. Application blanks 
for any type of membership in the sixth International 
Neurological Congress or the third International Con¬ 
gress of Neuropathology may be obtained from Dr. 
Pearce Bailey, Secretary, Committee for the United 
States, at the National Institutes of Health, Bethesda 
14, Md. Application blanks for membership in the 
fourth International Congress of Electroencephalog¬ 
raphy and Clinical Neurophysiology may be obtained 
from Dr. R. G. Bickford, Mayo Clinic, Rochester, Minn. 
Application blanks for membership in the first Inter¬ 
national Congress of Neurosurgery may be obtained 
from the secretaries of the several neurosurgical so¬ 
cieties in the United States. Neurosurgeons wishing to 
submit titles for consideration may send the title and 
a 200-word abstract to the Assistant Secretary General, 
Dr. William B. Scoville, 85 Jefferson St., Hartford, 
Conn., who will forward them to the Secretary-Gener¬ 
al, Dr. Marcel David, Hospital St. Anne, Paris, France. 


EXAMINATIONS 
AND LICENSURE 


American Board of Anesthesiology: Part I. Various locations, 
July 19. Final date for filing application is Jan. 19. Oral. Ashe¬ 
ville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 80 
Seymour St., Hartford 15, Conn. 

American Board of Dermatology: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Sec., Dr. Beatrice Maher 
Kesten, One Haven Ave., New York 32. 

American Board of Internal Medicine: Written. Oct. 21. 
Oral. New Orleans, Feb. 4-8; Boston, April 3-6. Final date for 
filing application is Jan. 2. Chicago, May 27-29; San Francisco 
or Los Angeles, September. Final date for filing application is 
Feb. 1. Subspecialties. Gastroenterology. Philadelphia, April 

■ 5-6. Final date for filing application is March 1. Exec. Sec., 

Dr. W. A. Werrell, 1 West Main St, Madison 3, Wis. 


American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least sir 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: Part 1. Vari¬ 
ous cities of the United States, Canada, and military centers 
outside the Continental United States, Feb. 1. Candidaes must 
submit case reports to the office of the Secretary within thirty 
days of being notified of their eligibility to Part I. The cases 
must be prepared in the manner described in the Bulletin of 
the board with a duplicate index list. Part II. Chicago, May 
16-25. Request for reexamination in Part II must be received 
prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 

American Board of Ophthalmology: Written. Jan. 21. Final 
date for filing application was July 1. Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

American Board of Orthopaedic Surcery: Oral. Part II. Chi¬ 
cago, January' 1957. Final date for filing application was Aug. 
15. Sec., Dr. Sam W. Banks, 116 South Michigan Ave., Chi¬ 
cago 3. 

American Board of Otolauyncology: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, Iowa City. 

American Board of Patholocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date for filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

American Board of Physical Medicine and Rehabilitation: 
Parts I and 11. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S.W., Rochester, Minn. 

American Board of Plastic Surcery: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

American Board of Preventive Medicine: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May' 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 

American Board of Proctology: Oral and Written. Parts I and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

American Board of Psychiatry and Neurology: Oral. New 
Orleans, Mar. 18-19. Final date for filing application was Sept- 
10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

American Board of Radiology: Tampa, April 1-6. Final date 
for filing application is Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi¬ 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kabler Hotel Bldg., Rochester, Minn. 

American Board of Surcery: Part II. San Francisco, Jan. 17-18; 
Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, June 10-11. 

American Board of Urology: February 1957. Sec., Dr. \Villia m 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Board of Thoracic Surgery: Written. Various centers through¬ 
out the country, February 1957, and the closing date for regis¬ 
tration is Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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addressed the staff of die VA Hospital, Jefferson Bar¬ 
racks, Mo., and die St. Louis Society of Neurology and 
Psychiatry and spoke'on "The Role of Physical Medi¬ 
cine and Rehabilitation Service in Neurological Dis¬ 
orders.” 


New Air Force Hospital in Florida.—The newest of 
the recently completed permanent hospitals for the 
Air Force is at MacDill Air Force Base, Tampa, Fla. 
The new hospital is a three-story building of 150-bed 
capacity, which can be expanded to 300 beds. This 
facility contains all treatment, clinical, diagnostic, and 
support elements necessary to render general medical 
and surgical care to the base military population and 
their dependents. The completely air-conditioned 
physical plant has been under construction for two 
years at a cost of about $3,300,000. 



New 150-bed hospital, MacDill Air Force Base, Tampa, Fla. 


Session on Space Medicine.—The surgeon general’s 
office of the U. S. Air Force reports that a meeting on 
space medicine was held Dec. 7, 1956, during the 
third annual meeting of the American Astronautical 
Society in New York. Among the presentations sched¬ 
uled were Gravi-Receptors, by Hubertus O. Strug- 
hold, chief, department of space medicine, School of 
Aviation Medicine, Randolph Air Force Base, Texas; 
Long-Term Human Confinement in Space Equivalent 
Vehicles, by Charles Dempsey, chief, design research 
unit, aero medical laboratory, Wright-Patterson Air 
Force Base, Dayton, Ohio, Capt. Franklin D. Van 
Wart, U. S. A. F., Lieut. John H. Dudcly, U. S. A. F., 
and Jack Hockenberry, Wright Air Development Cen¬ 
ter, Dayton, Ohio; Accelerative Forces Associated with 
Leaving and Re-entering the Earth’s Gravitational 
Field, by Major Rufus R. Hessberg Jr., M. C., U. S. Air 
Force, chief, biophysics branch, aero medical labora¬ 
tory; and Plants as a Means of Balancing a Closed 
Ecological System, by James G. Gaume, School of 
Aviation Medicine, Randolph Air Force Base. 

Dietitians’ Conference.—Air Force consultant dietitians 
attended a conference Nov. 15-16 in Washington, 
D. C., the purpose of which was to improve the med¬ 
ical food service at small Air Force hospitals. Dr. 
Margaret Ohlson, national dietary consultant to the 
surgeon general, who recently visited several Air Force 
hospitals, presented an evaluation of centralized equip¬ 
ment for food service. 


VETERANS ADMINISTRATION 

Hospital News.—Dr. Louis B. Newman, associate pro¬ 
fessor of physical medicine and rehabilitation at 
Northwestern University Medical School, Chicago, 


Appointments Available at Radioisotope Laboratory. 
— 1 The Veterans Administration Hospital, Madison, 
Wis., announces the establishment of a radioisotope 
laboratory for basic biochemical and clinical research, 
with emphasis on research on the biosynthesis and 
metabolism of lipids. Support for the work will be 
administered through the University of Wisconsin 
Medical School and the Veterans Administration. Lab¬ 
oratory research will be under the direction of Dr. 
John W. Porter and clinical investigations will be 
supervised by Dr. Frank C. Larson. A limited number 
of predoctoral and postdoctoral appointments will be 
available through the University of Wisconsin for 
qualified individuals interested in this work. 

PUBLIC HEALTH SERVICE 
Examinations for Scientists for the Regular Corps.— 
The Public Health Service announces that examina¬ 
tions for parasitologists, bacteriologists, chemists and 
biochemists, and clinical psychologists will be held 
Feb. 26-29 at a number of places throughout the 
United States. Applications must be received no later 
than Jan. 18, 1957. All candidates must be citizens of 
the United States and at least 21 years of age. Re¬ 
quirements for the assistant scientist grade are at least 
seven years of collegiate and graduate education and 
appropriate professional experience after high school 
and a doctor’s degree in the specialty. Candidates for 
the senior assistant scientist grade must have had at 
least 10 years of collegiate and graduate education 
and appropriate professional experience after high 
school in addition to a doctor’s degree in their specialty. 
Applicants who will meet these qualifications within 
nine months of the date of the written examination 
will be admitted to the examination, but they may 
not be appointed to the regular corps until they have 
fulfilled all of the requirements. The entrance exam¬ 
ination includes an interview, a physical examination, 
and a comprehensive objective examination in the 
appropriate professional field. 

The grade of assistant scientist is equivalent to the 
Navy rank of lieutenant junior grade, and that of 
senior assistant scientist is equivalent to Navy lieu¬ 
tenant. Entrance pay for an assistant scientist with 
dependents is $4,817 a year and for senior assistant 
scientist with dependents $5,718 a year. These figures 
include subsistence and rental allowance. Appoint¬ 
ments are permanent in nature and provide an oppor¬ 
tunity for research and public health activities as a 
lifetime career. Additional benefits include retirement 
pay after 30 years of service, or at age 64; disability 
and retirement pay; 30 days’ annual leave; Old-Age 
and Survivors Insurance; and medical care for de¬ 
pendents. 

Application forms may be obtained from the Sur¬ 
geon General, U. S. Public Health Service, Washington 
25, D. C. Transcripts covering all undergraduate and 
graduate education should accompany application 
forms. 
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Orr, H. Winnett, Lincoln, Neb.; born in West Newton, 
Pa., March 17, 1877; University of Michigan Depart¬ 
ment of Medicine and Surgery, Ann Arbor, 1899; 
specialist certified by the American Board of Ortho¬ 
paedic Surgery; chairman of the Section on Orthopedic 
Surgery of the American Medical Association, 1921- 
1922, and member of its House of Delegates in 1926 
and 1927; from 1900 to 1912 librarian, Nebraska State 
Medical Association, serving as secretary in 1907, and 
president in 1919-1920; at one time secretary and 
president of the American Orthopaedic Association; 
from 1913 to 1917 secretary of the Central States 
Orthopedic Club; member and past-president of the 
Clinical Orthopaedic Society; member of the Amer¬ 
ican Academy of Orthopaedic Surgeons, International 
Society of Orthopaedic Surgery and Traumatology, 
Chi Phi, Phi Rho Sigma, Sigma Xi, Alpha Omega 
Alpha, and others; honorary member of the American 
Medical Library Association, Seattle Orthopedic So¬ 
ciety, and the Association of Bone and Joint Surgeons; 
served as a lecturer on the history of medicine at the 
University of Nebraska College of Medicine and as 
assistant professor in clinical surgery at the University 
of Nebraska College of Dentistry; served overseas dur¬ 
ing World War I; from 1922 to 1925 was a colonel 
in command of the 110th Medical Regiment, Nebraska 
National Guard, after which he was a colonel in the 
U. S. Army Medical Reserve with special assignment 
as consultant in orthopedic surgery until he retired; 
fellow of the American College of Surgeons; at one 
time chief medical inspector for the city public schools; 
assistant surgeon and superintendent of the Nebraska 
Orthopedic Hospital from 1906 to 1917 and chief sur¬ 
geon from 1919 to 1948, when he became senior con¬ 
sultant; chief surgeon in the department of orthopedic 
surgery at the Lincoln General Hospital; on the staff 
of the Bryan Memorial Hospital; editor of the Western 
Medical Review from 1899 to 1906 and of the Aj?ier- 
ican Journal of Orthopedic Surgery from 1919 to 1921; 
author of books and articles; died in Rochester, Minn., 
Oct. 11, aged 79, of acute hepatic insufficiency. 

Howard, Harvey James, Clearwater, Fla.; born in 
Churchville, N. Y., Jan. 30, 1880; University of Penn¬ 
sylvania Department of Medicine, Philadelphia, 1908; 
in 1910 went to China, where he was head of the de¬ 
partment of ophthalmology at the University Medical 
College in Canton until 1913, ophthalmologist at the 
Canton Christian College from 1912 to 1915, and 
ophthalmic surgeon at tire Canton Hospital from 1912 
to 1915; fellow of the China Medical Board of the 
Rockefeller Foundation at Harvard from 1916 to 1918 
and at Vienna, 1923-1924; for many years professor 
and head of the department of ophthalmology at Union 
Medical College, Peking, China; medical adviser to the 
department of aeronautics, Chinese government, from 
1920 to 1923; served as professor and head of the de¬ 
partment of ophthalmology at the Washington Uni- 

® Indicates Member of the American Medical Association. 


versity School of Medicine in St. Louis, where he was 
chief of the ophthalmic service, Barnes Hospital, and 
the St. Louis Children’s and St. Louis Maternity hos¬ 
pitals, and ophthalmologist at the Evangelical Dea¬ 
coness Hospital; on the staff of the Morton F. Plant 
Hospital; at one time executive director of the Oscar 
Johnson Institute of Research in Ophthalmology and 
Otolaryngology in St. Louis; formerly director of tire 
department for the prevention of blindness of the Mis¬ 
souri Commission for the Blind; member of the Ameri¬ 
can Academy of Ophthalmology and Otolaryngology, 
American Ophthalmological Society, and the Associa¬ 
tion for Research in Ophthalmology; fellow of the 
American College of Surgeons; an associate member 
of the American Medical Association; specialist certi¬ 
fied by the American Board of Ophthalmology; veteran 
of World War I; author of “Ten Weeks with Chinese 
Bandits”; died Nov. 6, aged 76, of cerebral hemor¬ 
rhage and arteriosclerosis. 

Amoss, Harold Lindsay ® Greenwich, Conn.; born in 
Cobb, Ky., Sept. 8, 1886; Harvard Medical School, 
Boston, 1911; an assistant in the department of pre¬ 
ventive medicine at his alma mater from 1909 to 1912, 
when he joined the Rockefeller Institute in New York- 
City; from 1922 to 1930 associate professor of medi¬ 
cine at the Johns Hopkins University School of Medi¬ 
cine in Baltimore, where he was associate physician 
at the Johns Hopkins Hospital; professor of medicine 
at Duke University School of Medicine in Durham, 
N. C., from 1930 to 1933; at one time visiting professor 
of medicine at the Peiping Union Medical College in 
Peiping, China; veteran of World War I; during World 
War II chairman of the Fairfield County (Conn.) 
Medical Advisory Board; consultant in medicine at the 
Grasslands Hospital in Valhalla, N. Y., White Plains 
Hospital in White Plains, N. Y., United Hospital in 
Port Chester, N. Y., and the Greenwich Hospital; ob¬ 
tained the doctor of public health degree from Har¬ 
vard, Cambridge, Mass., in 1912; held the honorary 
degree of doctor of science from George Washington 
University, Washington, D. C.; specialist certified by 
the American Board of Internal Medicine; member of 
the Association of American Physicians, American 
Society of Clinical Investigation, American Clinical 
and Climatological Association, and the American So¬ 
ciety for Experimental Pathology; died Nov. 2, aged 70. 

Eggers, Carl ® New York City; born in Germany, 
March 14, 1879; Columbia University College of Phy¬ 
sicians and Surgeons, New York City, 1907; formerly 
clinical professor of surgery at the New York Uni¬ 
versity College of Medicine and the New York Uni¬ 
versity Post-Graduate Medical School; member of the 
founders’ group of the American Board of Surgery; 
member of the American Surgical Association and the 
American Association of Thoracic Surgery, of which 
he was past-president; past-president of the New York 
Society of Thoracic Surgery and the Alumni Associa¬ 
tion of the College of Physicians and Surgeons of 
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Columbia University; fellow of the American College 
of Surgeons; veteran of World War I; consultant in 
surgery at the Lawrence Hospital in Bronxville, Uni¬ 
versity Hospital, St. Vincent’s Hospital, and die Lenox 
Hill Hospital, where he was past-president of the med¬ 
ical board and where he died Oct. 26, aged 77, of 
arteriosclerosis. 

BreUiour, George Edwin, Dwight, Kan.; Kansas Med¬ 
ical College, Medical Department of Washburn Col¬ 
lege, Topeka, 1909; veteran of World War I; on the 
staff of the Junction City (Kan.) Municipal Hospital, 
where he died Oct. 27, aged 72, of cerebral hemor¬ 
rhage. 

Chambers, Albert Mathews, McAlester, Okla.; Kansas 
City Medical College, Kansas City, Mo., 1899; at one 
time a member of die state board of medical examin¬ 
ers; veteran of World War I; died in die Veterans Ad¬ 
ministration Hospital, Muskogee, Oct. 31, aged 87. 

Collette, Elmon Laurence, Jr. ® Muskogee, Okla.; Uni¬ 
versity of Arkansas School of Medicine, Little Rock, 
Ark., 1937; veteran of World War II; on the staff of 
the Veterans Administration Hospital, where he died 
Oct. 22, aged 42. 

Dresch, Christian Albert, Cassopolis, Mich.; Gross 
Medical College, Denver, 1898; Medico-Cliirurgical 
College of Philadelphia, 1901; fellow of the American 
College of Surgeons; veteran of World War I; formerly 
practiced in Mishawaka, Ind., where he was the first 
city health officer; a director and vice-president of the 
First National Bank, and one of the founders and 
past-president of the medical staff of St. Joseph Hos¬ 
pital, where he died Oct. 28, aged 79. 

Edgar, Joseph Calvin, Oakmont, Pa.; University of 
Pittsburgh School of Medicine, Pittsburgh, 1908; an 
associate member of the American Medical Associa¬ 
tion; veteran of World War I; for many years member 
of the board of health; served on the staff of the ad¬ 
judication board of the Veteran Administration in 
Pittsburgh; on the staff of the Columbia Hospital in 
Wilkinsburg; died Oct. 13, aged 75, of acute myocar¬ 
ditis and hypertension. 

Elliott, E. P., Mellwood, Ark. (licensed in Arkansas 
in 1903); died in Little Rock in October, aged 86. 

Feifer, Anthony Michael, Providence, R. I.; Baltimore 
Medical College, Baltimore, 1911; member of the 
Rhode Island Medical Society; died in Barrington Oct. 
27, aged 70, of hypertension and heart disease. 

Gilmore, John Wesley ® Wheeling, W. Va.; Jefferson 
Medical College of Philadelphia, 1911; served as presi¬ 
dent, secretary, and treasurer of the Ohio County 
Medical Society; in 1944 named director of the city- 
county health department; on the staff of the Ohio 
Valley General Hospital and the Wheeling Hospital, 
where he died Nov. 7, aged 72, of cirrhosis of the liver. 

Gunn, Ross Ervin ® Boone, Iowa; State University of 
Iowa College of Medicine, Iowa City, 1911; member 
of the American Academy of General Practice; served 
as president of the Boone County Medical Society; 
city health officer; died in the Boone County Hospital 
Oct. 7, aged 74, of lymphatic sarcoma. 


Gunning, Robert Edward Lee ® Tucson, Ariz.; North¬ 
western University Medical School, Chicago, 1918; 
member of the Illinois State Medical Society; at vari¬ 
ous times instructor at the University of Kansas in 
Lawrence, Washington University in St. Louis, and 
the University of Chicago, Northwestern University', 
and Loyola University in Chicago; died Nov. 3, aged 
66, of pulmonary edema and uremia. 

Hauer, Arthur Merl ® Columbus, Ohio; Ohio Medical 
University, Columbus, 1906; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolar¬ 
yngology; fellow of the American College of Surgeons; 
formerly on the faculty of the Ohio State University 
College of Medicine; on the staffs of the Grant Hos¬ 
pital and the White Cross Hospital; died Sept. 14, 
aged 75, of cardiovascular renal disease. 

Hunter, Johnson Sherman ® Jackson, Ohio; College of 
Physicians and Surgeons, Baltimore, 1894; veteran of 
World War I; died Oct. 18, aged 91, of arteriosclerosis. 

Isler, James Nathaniel ® Meigs, Ga.; Southern Med¬ 
ical College, Atlanta, 1897; died in the John D. Arch¬ 
bold Memorial Hospital, Thomasville, Oct. 25, aged 
82, of coronary thrombosis. 

Johnston, John David ® Brundidge, Ala.; Atlanta Col¬ 
lege of Physicians and Surgeons, Atlanta, Ga., 1900; 
died in the Edge Hospital, Troy, Oct. 30, aged 80. 
Junkin, Homer David ® Paris, Ill.; Chicago College of 
Medicine and Surgery, Chicago 1910; fellow of the 
International College of Surgeons; secretary-treasurer 
and past-president of the American Fracture Associa¬ 
tion; served on the staff of the Paris Hospital; died in 
the Grant Hospital, Chicago, Nov. 5, aged 72, of car¬ 
cinoma of the bladder. 

Lamb, Ernest Dolph, Santa Clara, Calif.; University 
of Oregon Medical School, Portland, 1917; veteran of 
World War I; died in San Jose Sept. 20, aged 66, of 
congestive heart disease, arteriosclerosis, and cancer of 
the larynx. 

Lethiecq, Joseph Albert ® Brewer, Maine; Jefferson 
Medical College of Philadelphia, 1894; past-president 
of the Penobscot County Medical. Association; chair¬ 
man of the board of health of Brewer and a member of 
the school board; on the staff of the Eastern Maine 
General Hospital in Bangor; died Oct. 28, aged 91, of 
prepyloric obstruction and gastric ulcer. 

Wirtshafter, Morris, Cleveland; Maryland Medical 
College, Baltimore, 1911; served on the staff of the 
City Hospital; died in the Mount Sinai Hospital Oct. 
22, aged 68. 

Wrenn, Frank R. ® Durham, N. C.; Jefferson Medical 
College of Philadelphia, 1912; veteran of World War 
I; formerly practiced in Anderson, S. C., where he was 
formerly chairman of the board of trustees for the 
city schools and superintendent of the Anderson 
County Memorial Hospital, and later its president; 
member of the South Carolina Medical Association; 
died Oct. 12, aged 72. 

Young, Lillian Van Arsdale ® Redlands, Calif.; Barnes 
Medical College, St. Louis, 1909; member of the Mis¬ 
souri State Medical Association; died Oct. 27, aged 89. 
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AUSTRIA 

Symposium on Diseases of the Pulmonary Circulation. 
—At a meeting of the Vienna Society for Internal 
Medicine, Lauda stated that intermittent vertigo and 
a tendency to syncope during attacks of coughing and 
eventually leading to stenocardia are early symptoms 
of decompensation in patients with cor pulmonale. 
Intercurrent infection of the bronchi is extremely 
dangerous and requires prompt therapeutic attention. 
The chronic symptoms of decompensation consist of 
somnolence, weakness, and finally swelling of the 
liver and dependent edema. Bruecke stated that the 
pulmonary circulation is extremely adaptive. A de¬ 
ficiency of oxygen affects both the heart and the 
nervous centers but fear of an overdose of oxygen 
is unfounded, except in patients with severe anoxemia. 
Direct influence on a chronically high pulmonary 
pressure is not possible. Bruecke cautioned against 
the use of morphine in treating patients with impaired 
pulmonary circulation. Mlczocli stated that, because 
cor pulmonale is now found in at least 25% of pa¬ 
tients with pulmonary tuberculosis, it is important 
to attempt to prevent this complication when treating 
such patients. Hematogenic dissemination must be 
treated for a long time with tuberculostatic agents. 
Cortisone aids in preventing induration of the pleura. 
Laclinit stated that distortion and narrowing of the 
vessels, chronic bronchitis, and induration of the 
pleura are the causative factors in the occurrence of 
cor pulmonale in patients with silicosis. Prevention 
of the infection and possibly the administration of 
cortisone are important in therapy. Hueber stated 
that treatment of patients with cor pulmonale con¬ 
sists first of preventive measures with antibiotics and 
bronchospasmolytics and that, in addition, prolonged 
treatment with potassium iodide, full digitalization, 
and administration of acetazoleamide are indicated. 
Chloral hydrate is the sedative of choice. For the 
administration of oxygen a pulmotor or a mechanical 
respirator may be used. 

Surgery of the Pancreas.—At a meeting of the Society 
of Surgeons in Vienna, Fuchsig stated that an active- 
conservative procedure is indicated in treating pa¬ 
tients with acute pancreatitis. Later, operation is 
advisable for drainage of abscesses and for the pre¬ 
vention of sequelae. In the interval between pan¬ 
creatic attacks an operation for the restoration of the 
biliary ducts, which are often simultaneously affected, 
should be performed. Disturbances of Oddi’s sphincter 
are the most common cause of chronic pancreopathy. 
In 50% of the cases lithiasis of the biliary ducts may 
be an additional cause. Depending on the cause an 
operation is performed on the biliary ducts or on 
the pancreas itself, or one may attempt blocking of 
the celiac ganglion. The postoperative mortality rate 
following radical operations for carcinoma of the 
pancreas is about 50%, and a cure is rarely obtained. 

The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


Surgery in Children.—At the same meeting Fanta 
recommended early operations for appendicitis and 
pylorospasm, operation for inguinal hernia at about 
12 months of age, for undescended testes at about 
12 years, and for the correction of webbed fingers 
and toes and abnormally protruding ears at 5 or 6 
years. Operations on the heart should be postponed, 
if possible, because of the smallness of the defective 
structures in a child. Phimosis can often be treated 
conservatively, but circumcision is the method of 
choice when there is pain on micturition. 

BRAZIL 

Exploration of Common Bile Duct.—The Associagao 
Paulista de Medicina awarded to Drs. Arrigo Raia and 
A. C. de L. Horta the Benedito Montenegro prize for 
their researches on gastroenterology. They found io- 
dinated contrast mediums in aqueous solution to be 
the best in cholangiography. In order to obtain a 
cholangiogram they inject the contrast medium into 
the gallbladder, the cystic stump, the common bile 
duct, or the hepatic duct or through the puncture of 
a biliary canaliculus effected through the hepatic 
parenchyma. The injection must be made with the aid 
of a manometer, so that its pressure can be measured. 
It is not advisable to inject directly through a syringe. 
One roentgenogram must be made before the biliary 
canals are so filled with the contrast medium that 
calculi that may be present cannot be detected. Cho¬ 
langiography is indicated in all patients during ex¬ 
ploration of the biliary ducts unless the patient is a 
poor surgical risk. In such a case the only safe pro¬ 
cedure is drainage of the biliary tree, without prolong¬ 
ing the operation. Cholangiography is essentially a 
safe procedure. The normal pressure in the biliary tree 
is 6 to 14 cm. H 2 0. Values above 14 cm. indicate 
biliary hypertension. The pressure within the common 
duct is not constant. It fluctuates slightly in normal 
persons and more intensely in persons in whom there 
are alterations of the terminal portion of the common 
duct. In the latter cases the variation may be great; 
thus the pressure should be determined two or three 
times in a period of five minutes. 

Isotonic sodium chloride solution should be used to 
determine the biliary pressure. The techniques that 
determine the pressure employing the contrast me¬ 
dium should not be used, as they may cause transient 
hypertension in the biliary tree. Manometers of the 
Roux and Le Canuet, Cezario Horta, venous pressure, 
and Mallet Guy types were used. The first three give 
equivalent results and can be used interchangeably. 
That of Mallet Guy should not be used for this work. 
The best manometer is that of Horta, as it also de¬ 
termines the flow debit. The debit is the amount of 
fluid passing through the terminal portion of the com¬ 
mon duct in one minute. Normal values are those of 
15.5 or more milliliters per minute. Values below 15.5 
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ml. generally indicate an organic lesion of the common 
duct. In cases of such a lesion, with normal pressures 
the debit is generally less than 15.5 ml. per minute. 
Morphine in doses of 10 mg. and meperidine hydro¬ 
chloride in doses of 50 mg. cause hypertension in the 
biliary tree. In cases of hypertension caused by in¬ 
jections of these drugs, the debit is normal. A com¬ 
parison of the values obtained by the manometer and 
duodenal intubation shows that they generally do not 
coincide. The debit determined by the manometer, 
however, gives a better index of the organic lesions 
of the common duct. Cilatrast, a contrast medium, 
injected in the biliary ducts may in some cases cause 
hypertension in the common bile duct. This hyper¬ 
tension is not related to the volumes of fluid injected. 
In some patients such antihistaminic drugs as pro¬ 
methazine hydrochloride may reverse the effect of 
Cilatrast. Atropine and scopolamine given intraven¬ 
ously do not relax Oddi’s sphincter and do not change 
the pressure in the biliary ducts. Amyl nitrite relaxes 
Oddi’s sphincter. Its action is quick but short. Thio¬ 
pental sodium, curare, and promethazine do not 
change the pressure within the biliary tree and may be 
used in the anesthetization of patients with patho¬ 
logical conditions of the biliary tree on whom one 
wishes to perform manometry and cholangiography. 


ITALY 

Congress on Nuclear Medicine.—The first congress 
on the application of nuclear fission to medicine and 
civil defense against atomic explosions was held in 
Rome in March. Professor Di Guglielmo said that 
statistical studies made on persons affected by the 
atomic explosions in Hiroshima and Nagasaki showed 
that the explosions caused morbid manifestations that 
remained latent for four to six years. There is no 
doubt that there is a causal relation between atomic 
irradiation and the appearance of leukemia and that 
the frequency of the disease diminishes gradually in 
relation to the distance at which the patient was from 
the center of the explosion. All forms of acute and 
chronic leukemia have been observed in these victims. 
Chronic granulocytic leukemia was the most frequent 
and chronic lymphocytic was the least frequent form. 
Acute and subacute forms with a rapid downhill 
course predominated. Attempting to interpret the 
cause of delayed leukemias caused by ionizing ra¬ 
diations, the speaker said that recent studies have 
shown that such radiations affect mainly the water 
of the organism, which by absorbing the radiating 
energy undergoes ionization. The ionized water is 
very unstable, and, therefore, active radicles are 
freed. These interfere with the many enzymatic func¬ 
tions and cause either a reversible block or the 
destruction of particular enzymes. Thus the biochemi¬ 
cal lesion, which characterizes the leukemogenic cells, 
takes place. It is not easy to explain why the leu¬ 
kemogenic effect occurs so late. The speaker advanced 
the hypothesis that, as in cases of internal irradiation, 
radioactive isotopes are formed in the bones and in 
the hemopoietic tissues and that these isotopes con¬ 
stitute the origin of beta radiations. 


UNITED KINGDOM 

Survival at Sea.—Professor McCance and co-workers 
have collated information of medical importance ob¬ 
tained from survivors at sea in World War II in “The 
Hazards to Men in Ships Lost at Sea 1940-1944” (Spe¬ 
cial Report Series, Medical Research Council, No, 291, 
London, Her Majesty’s Stationery Office, 1956). The 
report covers 27,000 survivors of 448 sinkings. Al¬ 
though 70% of the ships sank within 15 minutes after 
being hit, nearly half of them were able to launch life¬ 
boats or rafts. More than 25% of the persons exposed 
to risk perished, and 8% of those who reached life¬ 
boats subsequently died. The general survival rate 
was thus about 67%. Many of the survivors suffered 
from immersion foot, which sometimes necessitated 
amputation when the sea temperature had been be¬ 
low 20 C. Another hazard, which has not been appre¬ 
ciated, was the swallowing of fuel oil. The effect of 
cold was not so bad as was predicted at the time; 78% 
of the survivors picked up after one hour in water 
at —1 C survived. At temperatures of 10 C, 17% of the 
survivors died within 24 hours after rescue. None died 
after being picked up from warmer water. Protective 
clothing used in cold climates helped, even when the 
wearer was immersed. All but about 6% who reached 
lifeboats were eventually rescued, and the chances of 
being rescued within 10 days were good. 

Sea temperature was an important factor in sur¬ 
vival. Below 10 C the mortality of the men on life¬ 
boats was 20%, while in warmer water it was 6 to 7%. 
Death from exposure occurred with sea temperatures 
up to 20 C. The death rate of those adrift up to 2 days 
was only 2%, but it reached 25% if the exposure period 
was 15 days. Many long voyages were recorded. In a 
49-day voyage in mid-Atlantic, there was only one 
death in 23 men. Death was usually due to lack of 
food and water, as the food carried rarely provided 
more than 300 to 400 calories daily. Dried meat was 
generally disliked by the castaways, who preferred 
sweet foods and carbohydrates. The death rate was 
particularly high when no fresh water was available. 
On voyages of more than 32 days with only 4 oz. of 
water per person per day, mortality was 90%. This 
was reduced to about 10% when there was S oz. of 
water per person a day and to 2% when there was over 
8 oz. per person daily. These survival rates were higher 
than those predicted from laboratory tests. Rain water 
undoubtedly made a difference in some cases. The 
mortality of those who drank sea water was nearly 
40%, as against 4% of those who drank only fresh 
water. Contrary to expectation on physiological 
grounds, mortality was less among the salt-water 
drinkers at higher temperatures. 

Accused of Cheap Propaganda.-The British Medical 
Journal (2:929, 1956) in an editorial accused Miss 
Hornsby-Smith, parliamentary secretary to the Min¬ 
istry of Health, of cheap propaganda when she said 
that, although there had been 2,538 cases of polio¬ 
myelitis since the beginning of the year, only 10 of 
the 200,000 vaccinated children contracted the dis¬ 
ease. According to the British Medical Journal this 
was a distortion of facts for party propaganda pur- 
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poses. The tendency is for politicians to take the 
credit for any sort of improvement. Miss Hornsby- 
Smith’s comparison was grossly misleading because 
the 2,538 cases of poliomyelitis from the beginning 
of die year included adults as well as children. As 
the vaccination campaign did not start until May and 
was not completed until June, a valid comparison 
could only be made of cases occurring since June 
and only in children of the age group for whom vac¬ 
cination was available. On this basis the incidence of 
poliomyelitis was 0.18 per 1,000 in the unvaccinated 
and 0.05 per 1,000 in the vaccinated. Although the 
latter figure is nearly a quarter of the former, it is 
based on so small an experience, owing to the limited 
outbreak, that the difference in the two is not signifi¬ 
cant. Analysis of the figures shows that the incidence 
of paralytic cases among the vaccinated children who 
had poliomyelitis was 40% as compared with 44% 
among the unvaccinated children. Miss Hornsby- 
Smith also said that none of the 10 cases occurring 
in vaccinated children was fatal. As the death rate 
in uninoculated adults is higher than that in un¬ 
inoculated children, it is not possible to get an exact 
comparison. The editorial concludes by saying that 
it is high time that medicine was taken out of politics. 

New Charges for Prescriptions.—There was great 
opposition in the House of Commons on Oct. 25 when 
the Chancellor of the Exchequer announced that 
there was a proposal to alter the method of charging 
for National Health Service prescriptions. Formerly 
the patient paid 14 cents for a prescription form, 
which might call for several separate items. Under 
the new rule the charge will be 14 cents per item. 
Even so, since the cost of each item averages 70 
cents, the patient is still receiving 56 cents worth 
for which he is not paying directly. It is expected 
that this new order will save 14 million dollars an¬ 
nually. Dr. Edith Summerskill, a Socialist member 
of Parliament, objected on the ground that the in¬ 
creased charges would fall largely on older persons, 
who visit a physician oftener than do younger people. 
This argument was countered by the Chancellor of 
the Exchequer, who said provision would be made 
for those unable to pay. The British Medical Associa¬ 
tion objected to the increased charge because it dis¬ 
criminates between different classes of patients. 
Patients with diabetes require insulin, syringes, 
needles, and surgical alcohol at intervals throughout 
their lives, and patients dying of ulcerating carcinoma 
require large amounts of dressings and sedatives. 
Lancet also takes the view that the sick person is 
being penalized. The average woman will pay more 
than the average man, the elderly more than the 
young, the family man more than the bachelor. 

British Physicians Visit Russia.—At the invitation of 
the Russian Ministry of Health and the Academy of 
Medical Sciences, a party of seven physicians, repre¬ 
senting the British Medical Association, visited Rus¬ 
sia. Dr. J. Hamilton (Edinburgh) has described some 
of the things he saw during the visit. Work on experi¬ 
mental atherosclerosis, which has been going on since 
1912, was demonstrated by Professor Anitchkov. Ath¬ 
erosclerosis and hypertension are also being studied 


in the Moscow Institute of Therapy, where the effects 
of ascorbic acid, sedatives, calciferol, and cerebral 
stimulants are being examined. The experimental pro¬ 
duction of hypertension in dogs and monkeys by the 
induction of Pavlovian neuroses is under investigation. 
The view is being developed that human hypertension 
in the initial stages is a neurosis in the Pavlovian sense. 
At the Pavlov Institute of Physiology work is continu¬ 
ing on Pavlov’s physiological concepts. Professor Sar- 
kisov at the Brain Institute is working on cerebral 
function and localization in dogs, using electrodes 
implanted at different levels in the brain. 

Several hospitals were visited in Moscow, Lenin¬ 
grad, and Kiev. They were mostly 50 to 150 years old 
and more crowded than British hospitals. Hospital 
staffing was generous, except for nurses, who in one 
Moscow teaching hospital had the care of 15 to 20 
patients each. The impression was gained that many 
of the duties carried out by nurses in Britain and the 
United States are done by physicians in Russia. Phy¬ 
sicians, nurses, and orderlies could not be distinguished, 
as they wore no distinctive uniform. There was a strik¬ 
ing absence of older people with degenerative vascular 
disease in the hospitals; they are cared for at home by 
means of a home nursing service. General medical and 
surgical methods of treatment appeared to be much 
the same as in the West, although some of the new 
drugs are unknown there, for example, the oral hypo¬ 
tensive agents. Thyrotoxicosis is treated by thyroid¬ 
ectomy, and the invariable treatment for bleeding or 
perforated ulcers is gastrectomy. Cadaver blood for 
transfusion is used at the Sklifosovski Hospital, Mos¬ 
cow. It is withdrawn six hours after death and stored 
for a month. Operations are still done mainly under 
local and spinal analgesia. Modern anesthetic ma¬ 
chines are only used occasionally. Preoperative medica¬ 
tion does not appear to include sedation, so that 
patients operated on under local anesthesia are often 
apprehensive. Esophageal stricture is relatively com¬ 
mon because of the accidental swallowing of caustic 
soda and strong acetic acid. Poisoning and suicide by 
barbiturates are rare because of the infrequent pre¬ 
scribing of them by' Russian physicians. 

The medical schools have been separate from the 
hospitals since 1930 and are under the direct and fi¬ 
nancial control of the Ministry' of Health. Postgrad¬ 
uate training is partly controlled by the ministry and 
partly conducted in the institutes of medical research 
of the Academy' of Medical Sciences. All physicians 
must attend a refresher postgraduate course of three 
to six months’ duration three years after qualification. 
They are encouraged to specialize at this time. If 
they do not, they must attend further refresher courses 
at the end of three, five, and seven years. The pattern 
of postgraduate education is planned by the Central 
Postgraduate Institute at Moscow. In Moscow the in¬ 
take of medical students is 1,000 annually', but the 
failure rate is 10% at the end of the first year. All 
examinations are oral. About 65% of the 300,000 
qualified medical practitioners are women, and the 
proportion for medical students is even higher. In 
the southern part of Russia many sanatoriums for 
workers were visited. These are fully equipped medi¬ 
cally', with laboratories for clinical investigations and 
facilities for physiotherapy. 
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PALATINE PETECHIAE 

To the Editor:—In the Correspondence section of The 
Journal, Nov. 17, 1956, page 1178, is a second com¬ 
munication discussing claims of priority to the de¬ 
scription of palatine petechiae in infectious mononu¬ 
cleosis. In this letter, as well as in some of the other 
publications it cites, the impression is given that this 
finding can be regarded as a sign diagnostic of infec¬ 
tious mononucleosis. Shortly after Hoagland implied 
this point ( Am. ]. Med. 13:158,1952) I saw two young 
men who complained of a sore throat accompanied by 
malaise and mild fever of several days duration. Both 
had had tonsillectomy previously. In each instance 
there was moderate injection of the pharyngeal mucosa 
and a cluster of petechiae on the soft palate. The 
anterior cervical lymph nodes were enlarged and some¬ 
what tender, but generalized adenopathy and spleno¬ 
megaly were not present. In both cases there was 
slight elevation of the white blood cell count, with 
an increased percentage of polymorphonuclears. No 
abnormal lymphocytes were seen. The blood hetero¬ 
phil agglutinations were negative. One patient had 
taken several doses of aspirin and had also used a 
warm aspirin solution as a gargle. The other had used 
a proprietary “cold tablet.” Neither gave any history 
or signs of drug allergy. Both patients were treated 
symptomatically. No antibiotics were given. When 
the patient was seen about a week later all of the 
signs and symptoms had disappeared. The blood cell 
counts were entirely normal and the heterophil agglu¬ 
tinations again negative. The latter was rechecked 
several weeks later in each case and was again nega¬ 
tive. During the past few years I have seen a small 
number of patients who presented palatine petechiae 
in association with what appeared to be an ordinary 
acute pharyngitis. Although I have seen a number of 
cases of infectious mononucleosis, none presented this 
sign. I believe, therefore, that palatine petechiae are 
merely an occasional accompaniment of pharyngeal 
inflammation and would like to correct the impression 
that this finding can be relied upon for the diagnosis 
of infectious mononucleosis. 

Leon J. Warshaw, M.D. 

12. W. 72nd St. 

New York 23. 


LABIAL ADHESIONS IN CHILDREN 

To the Editor :—It is impossible to let Dr. O. William 
Anderson’s article, “Treatment of Labial Adhesions in 
Children” (]. A. M. A. 162:951 [Nov. 3] 1956) go un¬ 
answered. If the labia in young girls do adhere there 
is some cause for it. Usually a mild nonspecific infec¬ 
tion or possibly a reaction to the soap or detergent 


used to wash the child’s diapers or pants may be the 
cause. In nearly every patient that I have seen, exam¬ 
ination of the vaginal smear will show a definite 
excess of pus cells. Why let such a condition go un¬ 
treated when treatment is so simple? All that is nec¬ 
essary is the application of an ointment containing 
some estrogenic substance to the vulvar area to 
promote maturation of the mucosa. I happen to use 
Premarin vaginal cream, as it is nonirritating and has 
always given satisfactory results. But there must be 
other preparations that could be used. The local ap¬ 
plication need be done only through such a short 
period of time that the possibility of any systemic 
activity being initiated is absolutely nil. Petrolatum 
alone is not enough. It does not prevent the difficult)' 
from recurring. 

Dr. Anderson’s statement, “Too frequent attention to 
the child’s genitalia is not advantageous, from a psy¬ 
chological point of view, if for no other reason,” harks 
back to the day when “sex” was something that could 
not and should not be dealt with. Certainly medical 
men should have no more hesitancy in treating vulvar 
disorders in female children than dentists do in treat¬ 
ing their teeth. If such treatment is given and followed 
just as objectively, it will have no adverse effect upon 
the child’s emotional make-up. Dr. Anderson states, 
“with maturity, the adhesions dissolve and disappear 
spontaneously.. . . The fact is that adhesions in normal 
young and middle-aged adult women have not been 
reported.” (Of course, such adhesions could not be 
“normal,” so his statement can be claimed to be true.) 
He cites their reappearance in old age and wonders 
“if they had not been acquired in later life in a manner 
similar to that in which tire infant or small child 
acquires her adhesions.” That in both infancy and old 
age the vulvovaginal mucosa is thin and relatively 
fragile is, of course, true. Adhesions may be more 
common then. But they do persist into adulthood from 
childhood. That such adhesions are uncommon in 
middle life is not true. They are not recognized and 
dealt with. I have operated in three serious cases where 
the upper portions of the labia minora have been 
completely adherent, to the point that surgical excision 
was necessary to expose the clitoris at all. All three of 
these women were in middle life—aged 40 to 55—and 
all three stated, after the operation, that it was the 
first time they had been comfortable since they could 
remember. This despite the fact that all were multi¬ 
paras. Gynecologists, especially, but also general 
practitioners everywhere should be alert to this condi¬ 
tion as a real difficult)' in patients of any age and 
treat it, since treatment is so simple. 

LeMon Clark, M.D. 

241 W. Spring St. 

Fayetteville, Ark. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Further Observations on Takayashu’s Syndrome. E. 
Ask-Upmark and C.-M. Fajers. Acta med. scandinav. 
155:275-291 (No. 4) 1956 (In English) [Stockholm, 
Sweden], 

The authors report the autopsy findings in a previ¬ 
ously described case of Takayashu’s syndrome (“pulse¬ 
less disease”) in a 40-year-old Swedish woman who 
died of uremia. Takayashu’s syndrome is a chronic, 
progressive, and, as a rule, obliterative brachioce¬ 
phalic arteritis that deprives the upper half of the 
body of its blood supply. The patient had symptoms 
pertaining to the brachiocephalic arteritis, such as 
effort-induced pain in the arms, reduced visual acuity, 
and attacks of syncope when standing up from recum¬ 
bent position, particularly during menstruation. She 
also had symptoms of cardiac decompensation, such 
as tachycardia and cardiac pain of anginal type, dysp¬ 
nea, edema of the legs, and reduced excretion of 
urine. It was the condition of the heart that started 
the patient’s downhill course, but the ultimate cause 
of death was the condition of the kidneys, the renal 
arteries, and the abdominal aorta. The glomeruli of 
the right kidney were substituted by connective tissue, 
and the left kidney showed recent infarctions; the 
renal arteries were blocked at their origin from the 
abdominal aorta by thrombic from the wall of the 
sclerotic abdominal aorta. The brachiocephalic trunk 
was filled with organized, laminated, partly fresh 
thrombotic tissue extending into the right subclavian 
artery. The right axillary artery was partly obliterated. 
Tire left common carotid artery was completely ob¬ 
literated by a fibrous thrombosis, extending from the 
aortic arch and in the cranial direction. The left sub¬ 
clavian artery was completely obliterated. The wall of 
the descending thoracic aorta was thick, but the arte¬ 
riosclerosis was less pronounced. Severe atherosclero¬ 
tic alterations with numerous secondary thrombi were 
present in the abdominal aorta. The vascular pathology 
was characterized by the presence of an arteritis in¬ 
volving all layers of the affected arteries and by the 
secondary development of a severe arteriosclerosis, 
particularly in the abdominal aorta, whereas the renal 
arteries and the circle of Willis were spared. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication sendees are available. No charge is 
made to members, but the fee for others is IS cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


Takayashu’s syndrome may induce the aortic-arch 
syndrome, a vascular condition in which the big ar¬ 
teries arising from the convexity of the aortic arch are 
obliterated. The aortic syndrome may be also induced 
by syphilitic aortitis or by other abnormal conditions 
such as severe arteriosclerosis, but Takayashu’s syn¬ 
drome has nothing to do with syphilis. The anatomic 
nature of die lesion in the patients with Takayashu’s 
syndrome is compatible with a primary arteritis, but 
there is some evidence pointing to a rheumatic or 
rheumatoid origin. The condition seems to be at least 
histologically related to the cranial arteritis of Horton, 
from which it differs by its predilection for young 
women. It seems reasonable to consider the pulseless 
disease as the result of a hyperergic reaction of struc¬ 
tures exposed to hydrodynamic stress. Arteriography 
may be of aid in outlining the localization and the 
extension of the vascular obstructions. Surgical re-' 
storation of the blood supply to the brain should be 
effected. Obliterated segments of the carotid artery 
should be substituted by transplantation of artery 
grafts according to DeBakey’s method. Cortisone and 
its substitutes should be used in patients whose lesions 
are inaccessible to surgery. The general trend of the 
disease is toward restitution, provided that no vital 
arteries have been blocked. 

Varicella Pneumonia in Adults. R. H. Fitz and G. 
Meiklejolin. Am. J. M. Sc. 232:489-499 (Nov.) 1956 
[Philadelphia], 

The authors report 12 cases of pneumonia occurring 
as a visceral manifestation of chickenpox in adult pa¬ 
tients in Denver between June, 1951, and January', 
1956. The basic clinical pattern was that of varicella 
with signs of pneumonic involvement, including dysp¬ 
nea, varying degrees of cyanosis, and cough, fre¬ 
quently productive of bloody sputum, occurring from 
the 2nd to the 6th day after the onset of the eruption. 
Diminution in pulmonary signs and symptoms gener¬ 
ally coincided with subsidence of the rash. The disease 
was fulminant and fatal in 3 patients. It was severe 
but did not terminate fatally in 5. Three patients were 
less critically ill, with both clinical and roentgeno- 
graphic manifestations of pneumonia less extensive 
than in the 2 previous groups. One patient had moder¬ 
ately severe cutaneous chickenpox with no clinical 
evidence of significant pneumonic involvement, but 
the chest roentgenogram was consistent with the diag¬ 
nosis of pneumonia. The disease in these 12 adults 
was usually contracted through exposure to children 
with varicella, most often the patient’s own. With the 
exception of one 61-year-old patient, the patients’ ages 
ranged from 25 to 42 years. Treatment was supportive 
only'. Antibiotics were used in most patients, but there 
was no evidence that the illness was modified other¬ 
wise than by protection against secondary bacterial 
infections. 
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That 12 cases occurred in one city in a 5-year period, 
6 of diem within 6 mondis, suggests that this compli¬ 
cation is at times much more common dian the sur¬ 
prisingly small number of 15 cases collected from the 
literature indicates. It is probable diat pneumonia 
would have been recognized more often if chest roent¬ 
genograms had been taken routinely in all patients 
widi varicella. A diffuse nodular infiltration persisted 
in die chest roentgenogram for 3 weeks or more be¬ 
yond the acute illness in 4 of the 8 surviving patients 
of die authors’ group. A similar delay in clearing of 
die chest film was noted in several of die cases col¬ 
lected from die literature. The diagnosis of varicella 
in die patients was based endrely on clinical and 
epidemiological evidence. No attempts were made to 
isolate varicella virus or to demonstrate increases in 
antibody to varicella virus. Type A inclusion bodies 
were demonstrated in die tissues of each of the 3 pa¬ 
tients who died and on whom autopsies were per¬ 
formed. These may be regarded as inclusions specific 
for the varicella-herpes zoster virus. 

Effects of Cortisone on Metabolic Responses in Myo¬ 
cardial Infarction. G. G. Bergy, R. W. Burroughs and 
R. A. Bruce. Am. J. M. Sc. 232:513-517 (Nov.) 1956 
[Philadelphia], 

Cortisone was given to 5 patients between the ages 
of 52 and 70 years with typical clinical evidence of 
myocardial infarction who were transferred to die 
metabolic ward of King County Hospital in Seattle. 
Three were in heart failure, and 2 had had anginal 
pain and previous myocardial infarction. Electro¬ 
cardiograms showed anterior wall infarction in 4 pa¬ 
tients and posteroseptal infarction in 1. Cortisone 
therapy was started witiiin 48 hours after the onset 
of the infarction, and 75 mg. of the hormone was ad¬ 
ministered orally every 6 hours. This dose was gradu¬ 
ally reduced by 25 mg. daily after the 12th day. 
Supportive dierapy included nasally given oxygen, 
morphine, and digitalis for heart failure. 

Moderate sodium and water retention occurred in 
2 severely ill patients who died, but it did not occur 
in the 3 patients who survived. No other undesirable 
side-effects of cortisone were noted. Blood pressure 
responses and the morbidity and mortality rates were 
not favorably influenced by cortisone therapy. The 
evolution of electrocardiographic changes was not 
accelerated. Other evidences of tissue injury or necro¬ 
sis such as leukocytosis and increase of sedimentation 
rate persisted as long as usual. 

Myocardial Infarction in Young Men. L. V. McVay Jr. 
Postgrad. Med 20:506-513 (Nov.) 1956 [Minneapolis]. 

Coronary atherosclerosis is a disease and not a result 
of aging. No effective prophylaxis can be anticipated, 
since its pathogenesis is not understood. Forty-seven 
patients, from 21 to 65 years of age, with myocardial 
infarction were observed within a 4'/ 2 -year period 
(Jan. 1, 1951, to July 1, 1955) in the Maxwell Air 
Force Base Hospital. Myocardial infarction occurred 
in only 1 Negro patient. The incidence of the disease 


was lowest in the winter. Most cases of myocardial 
infarction occurred in August, May, and October. 
Sedentary employment or light or moderate labor 
were the occupations of 31 of the 47 patients. Fre¬ 
quently, infarction occurred during the active hours 
of the day (7 a. m. to 7 p. m.). This suggests that 
effort and activity may be of importance in the de¬ 
velopment of coronary occlusion. In 53% of the 47 
patients there was a definite familial history, in 30% 
this was not so, and in 17% no history was obtained. 
No difference was noted between the 2 age groups. 
Obesity appears to be definitely related to myocardial 
infarction. This was observed especially in the younger 
age group. The excessive use of tobacco appears to be 
of importance in the pathogenesis of coronary artery 
disease. The observations of excessive use of alcoholic 
beverages are not definitive. 

The clinical picture in the 21 patients under 41 
years was compared with that of the 26 older patients. 
In each group 6 patients had the same premonitory 
symptoms. Myocardial infarction tends to be milder 
in younger individuals than in persons over the age of 
41. The diagnosis of myocardial infarction may often 
be overlooked, since this condition is uncommon be¬ 
fore the 40th year. An annual electrocardiogram is 
required for all Air Force personnel reaching the age 
of 40. Evidence of myocardial infarction was observed 
repeatedly on the initial tracing; yet no significant 
signs of cardiovascular disease could be elicited. No 
patient of the older age group had a temperature over 
102.4 F (39 C) as compared with 102.2 F (39.1 C) in 
the younger group. The highest level was reached at 
from 36 to 72 hours after the onset of illness in both 
age groups. Fifteen patients, 6 in the younger and 9 
in the older age group, were afebrile throughout their 
hospitalization. 

Sedimentation rates were obtained in all cases, but 
this laboratory procedure appeared to be of limited 
value in both age groups. The leukocyte counts did 
not increase as much in the younger patients, and they 
tended to return to normal at an earlier period. Serial 
electrocardiograms showing the characteristic changes 
of myocardial infarction are important in establishing 
the diagnosis. Eight patients (17%) died; 5 were in 
tire older group (19%) and 3 in the younger group 
(14%). 

Treatment of Diabetes with Sulfonamide Derivative 
(BZ-55): Preliminary Experience. S. Aarseth. Tidsskr. 
norske lasgefor. 76:641-646 (Sept. 15) 1956 (In Nor¬ 
wegian) [Oslo, Norway]. 

Carbutamide (BZ-55) administered orally may be 
expected to have a definite therapeutic effect in elderly 
diabetics of type 2, especially the obese, if they have 
not already used insulin for several years. Carbuta¬ 
mide is ineffective in most cases of juvenile diabetes 
and in corresponding labile diabetes in older patients. 
It is without effect and directly contraindicated in 
diabetic acidosis and coma and has no place in the 
treatment of other diabetic complications, and it is 
contraindicated in hypersensitivity reactions in the 
skin and in renal insufficiency. The drug does not 
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replace insulin, nor does it eliminate the need for die¬ 
tary measures. From January to May, 1956,16 patients 
were treated with carbutamide. In all cases a suffi¬ 
ciently long stabilization period was observed before 
the start of the treatment. The dosage was 2.5 gm. 
the first day and 1.5 gm, the second day, and then 1 
gm. daily. In 9 cases, mostly of type 2, a convincing 
effect was obtained, in 2 cases there was some re¬ 
sponse, and in 5 cases there was no effect in the course 
of an 8 or 9 day period. In a girl aged 13% with newly 
discovered diabetes, complete normalization of the 
blood sugar level resulted. Peroral treatment of dia¬ 
betes with carbutamide is still to be regarded as strict¬ 
ly experimental and not suited for general use. 

Diseases of the Liver Treated with Intravenous In¬ 
jections of Total Liver Extracts. A. Gambigliani-Zoc- 
coli, C. Franzini and A. Perone. Minerva med. 47:782- 
796 (Sept. 26) (In Italian) [Turin, Italy], 

Intravenous injections of total liver extracts were 
given to 30 patients with one of the following types 
of liver diseases: acute hepatitis with jaundice, chronic 
hepatitis with jaundice, hepatitis without jaundice or 
ascites, hepatic cirrhosis, biliary cirrhosis, and mild 
forms of liver disease. The patients were kept in bed 
and were put on a diet rich in proteins, carbohydrates, 
and vitamins. They received an injection of 1 cc. of 
total liver extract the first day. The dose was increased 
by 1 cc. per day up to a total of 5 cc. per day; after¬ 
wards 3 injections of 5 cc. each per week were given. 
One patient received 3 injections of 10 cc. per week. 
Treatment was continued for from 15 to 20 days up to 
1 year. Side-effects were noticed in only 1 patient, in 
whom the treatment was suspended because of epigas¬ 
tric pain that occurred after each injection. The treat¬ 
ment had no marked effect in patients with icterogenic 
acute hepatitis. A marked effect was noted in forms 
tending to become chronic and in initial forms of 
hepatic cirrhosis. The results were poor in severe and 
ascitic forms of liver disease. 

Pathogenesis and Treatment of Macrocytic Anemia: 
Information Obtained with Radioactive Vitamin Bi 2 . 
P. A. McIntyre, M. V. Sachs, J. R. Krevans and C. L. 
Conley, A. M. A. Arch. Int. Med. 98:541-549 (Nov.) 
1956 [Chicago]. 

Clinically vitamin B 12 deficiency states are almost 
always the result of impaired absorption of the vita¬ 
min from the gastrointestinal tract. Severely impaired 
uptake of the vitamin is regularly observed in patients 
with pernicious anemia. The use of vitamin Bi 2 labeled 
with radioactive cobalt has made possible direct 
measurement of the capacity of the intestine to absorb 
the vitamin. In the authors’ first experiments with radio¬ 
active vitamin Bi 2 given orally to normal persons and 
to patients with pernicious anemia, 80% of the radio¬ 
activity was recovered in the feces, indicating, sur¬ 
prisingly, that very little was absorbed even by normal 
persons. Later studies, however, showed the important 
relationship between the size of the oral dose of vita¬ 
min Bi- and the fraction that is absorbed. 

A modified Schilling’s test, by which one measures 


the amount of radioactive vitamin B !2 absorbed and 
excreted in the urine rather than that recovered in the 
feces, was performed with the use of 0.5 meg. of radio¬ 
active vitamin B 12 given orally to 15 normal persons 
and to 22 patients with typical pernicious anemia in 
remission as a result of therapy. The radioactivity re¬ 
covered in the urine of the normal adults ranged 
between 13.9% and 36% of that administered. The 
patients with pernicious anemia excreted between 
0.2% and 4.1% of the radioactivity of the 0.5 meg. dose 
given orally. The Schilling test has proved to be an 
important and reliable diagnostic test by which perni¬ 
cious anemia can be detected even in patients who are 
in remission as a result of preceding therapy. The size 
of the dose of the orally administered labeled vitamin 
B 12 should be rigidly standardized in micrograms 
rather than in microcuries. A dose of 0.5 meg. is pre¬ 
ferred. No vitamin B 12 from an extraneous source 
should be ingested around the time of the test pro¬ 
cedure. The test may be invalid in the presence of 
renal insufficiency. 

A group of 23 healthy siblings and children of pa¬ 
tients with pernicious anemia were examined by the 
radioactive tracer technique. In 7 of these healthy 
family members the results of the urinary excretion 
test were below the lower level of the normal-control 
group. Subnormal absorption may be found not un- 
frequently in family members of patients with perni¬ 
cious anemia. 

Defective absorption occurring as a result of defi¬ 
ciency of intrinsic factor in patients with pernicious 
anemia can be corrected by administration of a source 
of intrinsic factor together with vitamin B ]2 . Schilling’s 
tests performed on patients with disorders unrelated 
to pernicious anemia showed that absorption defects 
are not overcome by intrinsic factor concentrate when 
they result from functional or anatomic derangements 
of the small intestine, as in sprue, enteritis, pancreatic 
insufficiency, and intestinal resection. When deficient 
absorption is the result of utilization of the vitamin by 
parasitic organisms in the intestinal tract, destruction 
of the organisms corrects the defect. The restricted 
absorption of vitamin B 12 from the alimentary canal, 
even in normal persons, makes it obvious that intensive 
therapy with the vitamin can be effectively accom¬ 
plished only by parenteral administration. 

Use of Delta-Cortisone in the Treatment of the Lipoid 
Nephroses, with Special Reference to Prolonged Ad¬ 
ministration of Hormones. P. Vallery-Raclot, C. La¬ 
roche, P. Milliez and G. Lagrue. Semaine Hop. Paris 
32:3017-3025 (Oct. 10) 1956 (In French) [Paris, 
France]. 

Nine adults and 9 children with lipoid nephrosis 
were treated with delta-cortisone, a steroid that exerts 
a strong anti-inflammatory effect and evokes a diuresis 
without greatly affecting either the blood pressure or 
the excretion of sodium. In the 15 patients who re¬ 
ceived the delta-cortisone as the initial treatment, it 
caused a copious diuresis, amounting to 2.5 or 3 liters 
per day, generally' between the 4th and 8th days. 
A minimum of 20 gm. of delta-cortisone per day was 
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required to produce this effect. There was a corre¬ 
sponding loss of weight and relief of edema. The 24- 
hour excretion of albumen was reduced below 2 gm. 
in 9 patients; in 3, albuminuria ceased entirely. The 
use of delta-cortisone had to be discontinued in 3 
patients because of disquieting rises in blood pressure; 
similar irregularities in tire behavior of the blood non¬ 
protein nitrogen level made it necessary to stop tire 
treatment in 3 other patients. The delta-cortisone was 
also tried in the maintenance treatment of 13 patients, 
to prevent relapses in those who had already received 
initial treatment with delta-cortisone, hydrocortisone, 
or corticotropin. No effect on tire prognosis of the dis¬ 
ease was demonstrated, and the percentage of com¬ 
plete recoveries was roughly that obtained by estab¬ 
lished modes of treatment. 

Marfan’s Syndrome (Arachnodactyly) in Half Brothers: 
A Case Report. E. Weiss, C. W. Thacker and W. E. 
Parmley Jr. J. Indiana M. A. 49:1411-1415 (Nov.) 
1956 [Indianapolis]. 

The authors describe a case of Marfan’s syndrome 
(arachnodactyly) in a 36-year-old white man who had 
2 normal sisters. After the death of the patient’s father 
his mother remarried and gave birth to a son who also 
had arachnodactyly. The patient was tall and thin, 
with unusually long hands and a pigeon chest. He was 
admitted to the hospital twice in 6 months because of 
dyspnea, orthopnea, and tachypnea. The first time he 
was hospitalized for 2 months, during which he had 
bouts of arrhythmia that were short in duration. 
Changing murmurs were heard, such as a marked 
harsh systolic murmur at the apex, an aortic thrill, and 
a diastolic murmur. A chest roentgenogram was inter¬ 
preted as resembling a tricuspid stenosis. Electro¬ 
cardiograms taken on 3 occasions showed progressive 
left ventricular hypertrophy and strain with more de¬ 
pressions of ST intervals and T-wave inversions, and 
then-prolongation of the PR interval to first-degree 
block. The therapy was symptomatic. On discharge he 
was out of failure, his murmurs were less evident, and 
his lungs were clear. He was advised to use digitoxin 
and 25 mg. of cortisone daily and to return to light 
work. His symptoms, however, progressed, forcing him 
to leave his job, and he was hospitalized again, 8 
months after the onset of his first complaints. Chest 
roentgenograms showed greater widening of the heart 
shadow than that apparent in the original roentgeno¬ 
gram. Electrocardiograms showed left ventricular 
hypertrophy with quadrigeminal pulse and digitalis 
effect. Digitalis was withdrawn, but the patient be¬ 
came progressively worse despite the administration 
of oxygen and the usual heart failure therapy, and on 
the 5th hospital day he died. Autopsy revealed a di¬ 
lated aortic ring and dilated sinuses of Valsalva. A 
saccular aneurysm measuring 13 cm. in greatest cir¬ 
cumference distorted the ascending arch of the aorta. 
Microscopic studies revealed widespread disruption 
of elastic tissue in the media of the aortic wall with 
cyst formation and the presence of a homogeneous 
basophilic ground substance present in the cysts and 
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about the disrupted elastic fibers, consistent with the 
diagnostic features of Erdheim’s “medionecrosis aortae 
idiopathica cystica.” 

The patient’s 23-year-old half-brother also had long, 
slim features and a funnel chest, but examination re¬ 
vealed a perfectly normal heart with regard to rate, 
rhythm, tones, and absence of murmurs. A chest 
roentgenogram revealed a long, vertical heart, and the 
electrocardiographic recordings were in keeping with 
this vertical heart. 

A Role of Nervous Factors in Somatic Pain. B. Robin¬ 
son. M. J. Australia 2:437-441 (Sept. 22) 1956 [Sydney, 
Australia]. 

This study was begun when several patients who 
complained of chronic abdominal pain were examined. 
In each, several surgical operations had been per¬ 
formed without relief, and the patients were eventu¬ 
ally regarded as being “chronic hypochondriacs.” The 
140 patients reviewed were all adults; 25 were men 
and 115 were women. They complained of chronic 
pain of the type usually regarded as being due to such 
organic conditions as fibrositis or spondylitis or to the 
effect of trauma. In all, tender focal areas were found 
over the attachments of the antigravity muscles. These 
were most common in the paravertebral tissues. They 
were frequently associated with local pain, but they 
also gave rise to radiculitis with referred pain, hy- 
perestesia, and soft-tissue swelling, so that cranial, 
intrathoracic, and abdominal disease was often simu¬ 
lated. Associated nervous symptoms were recorded. 
The commonest of these were tension, tiredness, irri¬ 
tability, and depression—that is, symptoms of an 
anxiety state. The cause of this was frequently found 
to be a chronic emotional conflict. The tenderness and 
local pain were considered to be the result of tension 
of skeletal muscle, itself the result of the emotional 
disturbance, and the radiculitis was considered to be 
tlie result of a secondary perivertebral disturbance. 
The allusions to tight bands, weights, numbness, and 
tension or to indescribable sensations appear to be the 
anxious patient’s interpretation of this state. Psycho¬ 
logically, the patients appeared tensed for an action 
that was rarely formulated and never consummated. 
When the dilemma was met aggressively, the symp¬ 
toms were largely referred to the upper parts of the 
body; when it was met passively, to the lower. Other 
factors influencing the localization of symptoms were 
previous illness or injury, posture, occupation, and 
symbolical significance. 

Before treatment is attempted, the true nature of 
the disorder must be realized. The treatment must be 
primarily that of an anxiety state, though the approach 
should be a combined one. Treatment without psycho¬ 
therapy will fail. The aim of psychotherapy is to aid 
the patient to rid himself of his tensions by providing 
him with the opportunity to air his problems. There 
is no reason why simple analgesics should be with¬ 
held, especially if they are combined with a suitable 
sedative. These drugs cannot remove basic conflicts, 
but by relieving the nervous tension they ease its mani¬ 
festation—the pain—and thus make psychotherapy and 
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replace insulin, nor does it eliminate the need for die¬ 
tary measures. From January to May, 1956,16 patients 
were treated with carbutamide. In all cases a suffi¬ 
ciently long stabilization period was observed before 
the start of the treatment. The dosage was 2.5 gm. 
tire first day and 1.5 gm. the second day, and then 1 
gm. daily. In 9 cases, mostly of type 2, a convincing 
effect was obtained, in 2 cases there was some re¬ 
sponse, and in 5 cases there was no effect in the course 
of an 8 or 9 day period. In a girl aged 13Vz with newly 
discovered diabetes, complete normalization of the 
blood sugar level resulted. Peroral treatment of dia¬ 
betes with carbutamide is still to be regarded as strict¬ 
ly experimental and not suited for general use. 

Diseases of the Liver Treated with Intravenous In¬ 
jections of Total Liver Extracts. A. Gambigliani-Zoc- 
coli, C. Franzini and A. Perone. Minerva med. 47:782- 
796 (Sept. 26) (In Italian) [Turin, Italy]. 

Intravenous injections of total liver extracts were 
given to 30 patients with one of the following types 
of liver diseases: acute hepatitis with jaundice, chronic 
hepatitis with jaundice, hepatitis without jaundice or 
ascites, hepatic cirrhosis, biliary cirrhosis, and mild 
forms of liver disease. The patients were kept in bed 
and were put on a diet rich in proteins, carbohydrates, 
and vitamins. They received an injection of 1 cc. of 
total liver extract the first day. The dose was increased 
by 1 cc. per day up to a total of 5 cc. per day; after¬ 
wards 3 injections of 5 cc. each per week were given. 
One patient received 3 injections of 10 cc. per week. 
Treatment was continued for from 15 to 20 days up to 
1 year. Side-effects were noticed in only 1 patient, in 
whom the treatment was suspended because of epigas¬ 
tric pain that occurred after each injection. The treat¬ 
ment had no marked effect in patients with icterogenic 
acute hepatitis. A marked effect was noted in forms 
tending to become chronic and in initial forms of 
hepatic cirrhosis. The results were poor in severe and 
ascitic forms of liver disease. 

Pathogenesis and Treatment of Macrocytic Anemia: 
Information Obtained with Radioactive Vitamin B 12 . 
P. A. McIntyre, M. V. Sachs, J. R. Krevans and C. L. 
Conley, A. M. A. Arch. Int. Med. 98:541-549 (Nov.) 
1956 [Chicago]. 

Clinically vitamin B 1S deficiency states are almost 
always the result of impaired absorption of the vita¬ 
min from the gastrointestinal tract. Severely impaired 
uptake of the vitamin is regularly observed in patients 
with pernicious anemia. The use of vitamin B 12 labeled 
with radioactive cobalt has made possible direct 
measurement of the capacity of the intestine to absorb 
the vitamin. In the authors’ first experiments with radio¬ 
active vitamin Bi 2 given orally to normal persons and 
to patients with pernicious anemia, 80% of the radio¬ 
activity was recovered in the feces, indicating, sur¬ 
prisingly, that very little was absorbed even by normal 
persons. Later studies, however, showed the important 
relationship between the size of the oral dose of vita¬ 
min B r and the fraction that is absorbed. 

A modified Schilling’s test, by which one measures 


the amount of radioactive vitamin B 12 absorbed and 
excreted in the urine rather than that recovered in the 
feces, was performed with the use of 0.5 meg. of radio¬ 
active vitamin B ]2 given orally to 15 normal persons 
and to 22 patients with typical pernicious anemia in 
remission as a result of therapy. The radioactivity re¬ 
covered in the urine of the normal adults ranged 
between 13.9% and 36% of that administered. The 
patients with pernicious anemia excreted between 
0.2% and 4.1% of the radioactivity of the 0.5 meg. dose 
given orally. The Schilling test has proved to be an 
important and reliable diagnostic test by which perni¬ 
cious anemia can be detected even in patients who are 
in remission as a result of preceding therapy. The size 
of the dose of the orally administered labeled vitamin 
B ]2 should be rigidly standardized in micrograms 
rather than in microcuries. A dose of 0.5 meg. is pre¬ 
ferred. No vitamin B 12 from an extraneous source 
should be ingested around the time of the test pro¬ 
cedure. The test may be invalid in the presence of 
renal insufficiency. 

A group of 23 healthy siblings and children of pa¬ 
tients with pernicious anemia were examined by the 
radioactive tracer technique. In 7 of these healthy 
family members the results of the urinary excretion 
test were below the lower level of the normal control 
group. Subnormal absorption may be found not un- 
frequently in family members of patients with perni¬ 
cious anemia. 

Defective absorption occurring as a result of defi¬ 
ciency of intrinsic factor in patients with pernicious 
anemia can be corrected by administration of a source 
of intrinsic factor together with vitamin B I2 . Schilling’s 
tests performed on patients with disorders unrelated 
to pernicious anemia showed that absorption defects 
are not overcome by intrinsic factor concentrate when 
they result from functional or anatomic derangements 
of the small intestine, as in sprue, enteritis, pancreatic 
insufficiency, and intestinal resection. When deficient 
absorption is the result of utilization of the vitamin by 
parasitic organisms in the intestinal tract, destruction 
of the organisms corrects the defect. The restricted 
absorption of vitamin B I2 from the alimentary canal, 
even in normal persons, makes it obvious that intensive 
therapy with the vitamin can be effectively accom¬ 
plished only by' parenteral administration. 

Use of Delta-Cortisone in the Treatment of the Lipoid 
Nephroses, with Special Reference to Prolonged Ad¬ 
ministration of Hormones. P. Vallery-Radot, C. La¬ 
roche, P. Milliez and G. Lagrue. Semaine Hop. Paris 
32:3017-3025 (Oct. 10) 1956 (In French) [Paris, 
France]. 

Nine adults and 9 children with lipoid nephrosis 
were treated with delta-cortisone, a steroid that exerts 
a strong anti-inflammatory effect and evokes a diuresis 
without greatly affecting either the blood pressure or 
the excretion of sodium. In the 15 patients who re¬ 
ceived the delta-cortisone as the initial treatment, it 
caused a copious diuresis, amounting to 2.5 or 3 liters 
per day, generally between the 4th and 8th days. 
A minimum of 20 gm. of delta-cortisone per day was 
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required to produce this effect. There was a corre¬ 
sponding loss of weight and relief of edema. The 24- 
hour excretion of albumen was reduced below 2 gm. 
in 9 patients; in 3, albuminuria ceased entirely. The 
use of delta-cortisone had to be discontinued in 3 
patients because of disquieting rises in blood pressure; 
similar irregularities in the behavior of the blood non¬ 
protein nitrogen level made it necessary to stop the 
treatment in 3 other patients. The delta-cortisone was 
also tried in the maintenance treatment of 13 patients, 
to prevent relapses in those who had already received 
initial treatment with delta-cortisone, hydrocortisone, 
or corticotropin. No effect on the prognosis of the dis¬ 
ease was demonstrated, and the percentage of com¬ 
plete recoveries was roughly that obtained by estab¬ 
lished modes of treatment. 

Marfan’s Syndrome (Arachnodactyly) in Half Brothers: 
A Case Report. E. Weiss, C. W. Thacker and W. E. 
Parmley Jr. J. Indiana M. A. 49:1411-1415 (Nov.) 
1956 [Indianapolis]. 

The authors describe a case of Marfan’s syndrome 
(arachnodactyly) in a 36-year-old whiteman who had 
2 normal sisters. After the death of the patient’s father 
his mother remarried and gave birth to a son who also 
had arachnodactyly. The patient was tall and thin, 
with unusually long hands and a pigeon chest. He was 
admitted to the hospital twice in 6 months because of 
dyspnea, orthopnea, and tachypnea. The first time he 
was hospitalized for 2 months, during which he had 
bouts of arrhythmia that were short in duration. 
Changing murmurs were heard, such as a marked 
harsh systolic murmur at the apex, an aortic thrill, and 
a diastolic murmur. A chest roentgenogram was inter¬ 
preted as resembling a tricuspid stenosis. Electro¬ 
cardiograms taken on 3 occasions showed progressive 
left ventricular hypertrophy and strain -with more de¬ 
pressions of ST intervals and T-wave inversions, and 
then-prolongation of the PR interval to first-degree 
block. The therapy was symptomatic. On discharge he 
was out of failure, his murmurs were less evident, and 
his lungs were clear. He was advised to use digitoxin 
and 25 mg. of cortisone daily and to return to light 
work. His symptoms, however, progressed, forcing him 
to leave his job, and he was hospitalized again, 8 
months after the onset of his first complaints. Chest 
roentgenograms showed greater widening of the heart 
shadow than that apparent in the original roentgeno¬ 
gram. Electrocardiograms showed left ventricular 
hypertrophy with quadrigeminal pulse and digitalis 
effect. Digitalis was withdrawn, but the patient be¬ 
came progressively worse despite the administration 
of oxygen and the usual heart failure therapy, and on 
the 5th hospital day he died. Autopsy revealed a di¬ 
lated aortic ring and dilated sinuses of Valsalva. A 
saccular aneurysm measuring 13 cm. in greatest cir¬ 
cumference distorted the ascending arch of the aorta. 
Microscopic studies revealed widespread disruption 
of elastic tissue in the media of the aortic wall with 
cyst formation and the presence of a homogeneous 
basophilic ground substance present in the cysts and 
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about the disrupted elastic fibers, consistent with the 
diagnostic features of Erdheim’s “medionecrosis aortae 
idiopathica cystica.” 

The patient’s 23-year-old half-brother also had long, 
slim features and a funnel chest, but examination re¬ 
vealed a perfectly normal heart with regard to rate, 
rhythm, tones, and absence of murmurs. A chest 
roentgenogram revealed a long, vertical heart, and the 
electrocardiographic recordings were in keeping with 
this vertical heart. 

A Role of Nervous Factors in Somatic Pain. B. Robin¬ 
son. M. J. Australia 2:437-441 (Sept. 22) 1956 [Sydney, 
Australia]. 

This study was begun when several patients who 
complained of chronic abdominal pain were examined. 
In each, several surgical operations had been per¬ 
formed without relief, and the patients were eventu¬ 
ally regarded as being "chronic hypochondriacs.” The 
140 patients reviewed were all adults; 25 were men 
and 115 were women. They complained of chronic 
pain of the type usually regarded as being due to such 
organic conditions as fibrositis or spondylitis or to the 
effect of trauma. In all, tender focal areas were found 
over the attachments of the antigravity muscles. These 
were most common in the paravertebral tissues. They 
were frequently associated with local pain, but they 
also gave rise to radiculitis with referred pain, hy- 
perestesia, and soft-tissue swelling, so that cranial, 
intrathoracic, and abdominal disease was often simu¬ 
lated. Associated nervous symptoms were recorded. 
The commonest of these were tension, tiredness, irri¬ 
tability, and depression—that is, symptoms of an 
anxiety state. The cause of this was frequently found 
to be a chronic emotional conflict. The tenderness and 
local pain were considered to be the result of tension 
of skeletal muscle, itself the result of the emotional 
disturbance, and the radiculitis was considered to be 
the result of a secondary perivertebral disturbance. 
The allusions to tight bands, weights, numbness, and 
tension or to indescribable sensations appear to be the 
anxious patient’s interpretation of this state. Psycho¬ 
logically, the patients appeared tensed for an action 
that was rarely formulated and never consummated. 
When the dilemma was met aggressively, the symp¬ 
toms were largely referred to the upper parts of the 
body; when it was met passively, to the lower. Other 
factors influencing the localization of symptoms were 
previous illness or injury, posture, occupation, and 
symbolical significance. 

Before treatment is attempted, the true nature of 
the disorder must be realized. The treatment must be 
primarily that of an anxiety state, though the approach 
should be a combined one. Treatment without psycho¬ 
therapy will fail. The aim of psychotherapy is to aid 
the patient to rid himself of his tensions by providing 
him with the opportunity to air his problems. There 
is no reason why simple analgesics should be with¬ 
held, especially if they are combined with a suitable 
sedative. These drugs cannot remove basic conflicts, 
but by relieving the nervous tension they ease its mani¬ 
festation—the pain—and thus make psychotherapy and 
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alterations of stressful environmental situations easier. 
Simple exercises of the affected muscles are of great 
value, especially for patients with postural defects or 
those whose work involves specific muscle groups. 
Procaine injections are also useful but occasionally fail 
to give relief. A course of procaine injections may pro¬ 
vide the excuse for regular visits, during which psycho¬ 
therapy can be undertaken without exciting the re¬ 
sentment tiiat this otherwise may arouse. Usually only 
three or four visits are required. Least success will be 
obtained with patients who gain most benefit from 
their symptoms—that is, those with hysterical features, 
and especially if they are “compensation” patients. 

Infectious Reticulo-Endotheliosis. L. F. Koyl. Canad. 
M. A. J. 75:709-714 (Nov. 1) 1956 [Toronto, Canada]. 

The author describes a glandular fever related to 
infectious mononucleosis occurring in 205 patients who 
were admitted to the Sunnybrook Hospital in Toronto, 
Canada, between July, 1952, and November, 1955. 
This group consisted of 9 children aged less than 12 
years, 136 women, and 60 men. It was an apparently 
specific virus disease involving the reticuloendothelium 
and related cells of the body. Characteristic symptoms 
of the disease consisted of asthenia, irritability, ano¬ 
rexia, nausea, generalized aches and pains, a dry, irri¬ 
tating, nonproductive cough, bouts of spastic intestinal 
pain, and, in women, disturbed menstruation. 

Lymphoid hyperplasia was the characteristic sign 
of the disease. The appearance of the throat was diag¬ 
nostic, with erythema caused by bacterial infection or 
allergic reaction, or, in the absence of erythema, with 
edematous lymphoid tissue that was paler than the 
surrounding mucosa. The essential laboratory findings 
were in peripheral blood smears. During the first week 
there was often leukopenia and toxic granulation of 
the leukocytes. Lymphocytosis was observed later on. 
There were more mononuclear cells than neutrophils 
in the blood of 50 patients on one or more smears taken 
within a period of from 5 days to 7 months after the 
probable date of onset. The reticuloendothelial cell or 
monocyte was the characteristic cell during periods of 
activity of the disease. The monocyte had the usual 
shape, although it was sometimes up to double the 
expected - size. The usual fine eosinophilic granules 
were visible when stained by any of the Romanovsky 
stains, except when gross vacuolation produced a 
foamy cytoplasm. The nucleus occasionally looked like 
an irregular bean or was grossly distorted so that it 
had sharp projections and warty outgrowths. The nu¬ 
clear material was darker than normal and coarse in 
texture. There was a change in cell type as the disease 
wore on, with the usual minor exacerbations and only 
the fatigue and anorexia to mark its continued activity. 
The dominant cell became an abnormal lymphocyte 
with water-clear blue cytoplasm. Both nuclei and cyto¬ 
plasm showed vacuoles. A positive urobilinuria was 
observed at some time or other in 122 patients. The 
usual duration of the disease varied between 4% and 
14 months, with an extreme course of over 2 years. The 
spleen, liver, intestines, and central nervous system 
were occasionally involved. Treatment was supportive 
and symptomatic. There seems to be an epidemiologi¬ 


cal factor involving a direct person-to-person contact 
followed by an incubation period of about 6 weeks. 
The causative agent may be the virus of infectious 
mononucleosis modified by repeated passages. 

SURGERY 

Bilateral Ulnar Neuritis as a Result of Neuropoietin 
Deficiency After Gastric Resection. S. Koster. Nederl. 
tijdschr. geneesk. 100:2793-2795 (Sept. 29) 1956 (In 
Dutch) [Haarlem, Netherlands]. 

Koster reports a man who, while receiving treat¬ 
ment for eczema of the hands, complained of weak¬ 
ness on die ulnar side at first of the left hand and 
later also of the right. There was hypalgesia and hy- 
pesthesia; also weakening in the abductive force of 
the little finger and in the adduction of die thumb, 
and the function of die other fingers was also slightly 
impaired. The man had undergone gastric resection 
of die Billroth 2 type 9 years before, and since then 
had had symptoms of the dumping syndrome with 
intermittent diarrhea. The diarrhea suggested dis¬ 
turbed intestinal absorption, and examination revealed 
achylia gastrica. Although the man did not have spinal 
degeneration, it is pointed out that polyneuritis may 
also result from achylia gastrica. The achylia together 
with the diarrhea and the resulting defective intestinal 
absorption presumably resulted in a deficiency of 
neuropoietin, and this in turn caused bilateral ulnar 
neuritis. The patient was treated with injections of 
Pernaemon (a liver preparation) and of vitamin B, 2 
twice a week. This treatment resulted in cure and con¬ 
firmed that the neuritis was the result of the impaired 
gastrointestinal absorption following gastric resection. 

Duodenal Ulcer and the Hypophysis-Adrenal Stress 
Mechanism. H. Ragins, L. R. Dragstedt II, J. H. 
Landor and others. Surgery 40:8S6-893 (Nov.) 1956 
[St. Louis], 

As a result of experiments on monkeys, French' and 
co-workers, while accepting the anterior hypothal¬ 
amic-vagus mechanism as the mediator of the ordi¬ 
nary cephalic phase of gastric secretion, implicated 
the posterior hypothalamic-pituitary-adrenal cortical 
mechanism as a cause of hypersecretion of acid gastric 
juice in stressing situations. The posterior hypothal¬ 
amus is visualized as the receptor of physical stress 
stimuli via the epinephrine released from the adrenal 
medulla and of mental stress stimuli by direct nervous . 
connection from the cerebral cortex. The hypothal¬ 
amus then transmits these stimuli to the anterior pitui¬ 
tary, which in turn releases corticotropin (ACTH). 
The latter, subsequently, causes the adrenal cortex to 
secrete excessive amounts of cortisone. Cortisone, the 
end-product of this series of reactions, acts directly 
on the gastric glands, inducing a hypersecretion of 
acid. Thus, two cephalic mechanisms are said to be 
involved in the control of gastric secretion, one “vagal 
and one “extravagal.” Reports by other workers were 
opposed to this concept. 

In an effort to evaluate the gastric secretory response 
to stress the authors gave Heidenhain pouch dogs mas¬ 
sive doses of insulin, epinephrine, corticotropin, cord- 
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sone, and hydrocortisone. The isolated and denervated 
Heidenliain pouch is ideal for the study of the secre¬ 
tory effect of humoral mechanism. The acid secretions 
were followed for 24 hours. The data secured in these 
experiments did not confirm the concept of French 
and associates. If the extravagal mechanism did oper¬ 
ate, one would have expected the Heidenliain pouch 
to give a delayed or extravagal response 3 or 4 hours 
after the insulin injection. This did not occur even 
with the massive stressing dose of 100 units of insulin 
given intravenously. If peripheral release of epineph¬ 
rine were necessary in the activation of a pituitary- 
adrenal-gastric secretion, one would anticipate that 
the massive doses of epinephrine would have caused 
acid secretion, which they did not. If the above in¬ 
itiating stimuli were to discharge the pituitary adrenal 
mechanism and cause gastric acid secretion, the in¬ 
jection of corticotropin would cause an acid reaction, 
which was absent. Cortisone and hydrocortisone, the 
end-products of the series of reactions, did not cause 
secretion of acid. There is, therefore, no evidence to 
substantiate the theory that hypersecretion of acid and 
formation of ulcer are a result of overstimulation of 
the pituitary-adrenal cortex mechanism. The exacerba¬ 
tion of peptic ulcer produced by corticotropin and 
cortisone is probably not a result of increased gastric 
acid secretion. 

The Intrapleural Use of Streptokinase-Streptodomase 
in Postoperative Pleural Empyema. J. Betlige, K. 
Horatz and F. Sturtzbeclier. Beitr. klin. Chir. 193: 
167-186 (No. 2) 1956 (In German) [Munich, Germany], 

It is not always possible to prevent pleural empyema 
after thoracic operations by the phophylactic admin¬ 
istration, of penicillin and streptomycin. Failure of 
such prophylactic treatment is chiefly due to the 
presence of resistant gram-negative bacteria and of 
Proteus vulgaris, for these are the organisms found 
chiefly in the pus of postoperative pleural empyemas. 
Instillations of chloramphemicol and polymyxin B pro¬ 
duced the best results in the antibiotic treatment of 
postoperative pleural empyema caused by gram-nega¬ 
tive organisms, but the use of drainage and suction is 
nearly always necessary. The authors found that the 
removal by suction of fibrin deposits, blood coagulums, 
and pus could be facilitated by streptokinase-strepto- 
dornase in the form of Varidase or Bistreptase. They 
used this form of enzyme therapy in 60 patients with 
postoperative pleural empyema. Both preparations 
proved effective. 

The streptokinase-streptodornase therapy proved 
very effective in 32 and moderately effective in 14 of 
the patients; it was ineffective in the remaining 14. 
The enzyme preparations should be combined with 
the local administration of antibiotics. The danger 
that they will dissolve occluding thrombi of divided 
vessels and cause postoperative hemorrhage is prob¬ 
ably overestimated, but the authors feel that immedi¬ 
ately after the operation the enzymes may cause 
hemorrhages and that therefore streptokinase-strepto¬ 
dornase should not be used during the first 10 or 12 
days after thoracic operations, but neither should their 


administration be too much postponed after this pe¬ 
riod. It is important for the healing of empyema 
cavities to what extent they will be filled with soft 
tissue. For this reason the enzyme therapy is most 
effective when only parts of a lung are resected, that 
is, after lobectomies and segmental resections, but not 
so effective after pneumonectomies. In these last oper¬ 
ations, the enzymes may temporarily clear the cavity 
of infection but thoracoplasty (to effect closure) 
usually cannot be avoided. Pus foci encapsulated in 
fibrinous adhesions, foreign bodies in the empyema 
cavity (such as sequester formation in osteomyelitis 
of a rib stump), large bronchopleural fistulas, advanced 
pulmonary gangrene in the presence of infected 
effusions, and fibrous pleura] adhesive indurations sev¬ 
eral centimeter in thickness are other causes of failure, 
that is, the less satisfactory results of enzyme therapy 
are due to factors not depending on the effects of 
streptokinase and streptodornase. 

Repair of Industrial Electrical Bums. J. B. Brown and 
M. P. Fryer. Plast. & Reconstruct. Surg. 18:177-184 
(Sept.) 1956 [Baltimore], 

Shock following electrical burns is often severe, but 
in those who survive it has not been prolonged, owing 
to the prompt parenteral administration of fluids fol¬ 
lowed by whole blood. Protection against tetanus 
and antibiotics are given. Other injuries may be pres¬ 
ent, particularly if the patient has taken a fall, and to 
detect them a thorough physical examination must be 
carried out. The vessels may serve as pathways be¬ 
tween entrance and exit of tire current, and they may 
become so damaged that thrombosis or repeated 
hemorrhages result because of crumbling of the vessel 
wall during attempted hemostasis. Primary excision 
and immediate coverage may be done in areas in 
which the exact extent of the burn is recognizable. 
In these instances, initial repair usually may be done 
by closure or with a free graft, and complicated flap 
coverage is postponed. Dressing the wounds after they 
have been cleansed and irrigated may be all the pa¬ 
tient’s general condition will stand initially. The dress¬ 
ing should allow for surgical drainage, be comfortable, 
and splint the part. A firm, fine-mesh grease gauze 
pressure dressing accomplishes this. 

Debridement of all nonvital tissue can usually be 
done within 7 or 10 days after the injury. Free skin 
grafts can be used at the time of debridement and may 
be suitable for permanent coverage. If they are used 
for temporary coverage the wound is said to be dressed 
in a graft. They can be placed on bleeding bone and 
expected to grow. Limited areas of exposed tendon can 
also be covered with this type of graft. Short, broad- 
based direct abdominal or chest pedicle flaps are used 
where thicker coverage than a free graft is required. 
The pedicle can usually be cut within 3 weeks, set 
back, and the remainder of the donor site covered with 
a free graft. Bone grafts, joint, tendon, or nerve opera¬ 
tions can be done through the flap after 2 to 3 
months. Permanent pedicle blood-carrying flaps have 
the advantage of bringing a new blood supply into a 
relatively avascular area. If the repair has to be done 
in stages, time lost from work can be reduced by en- 
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alterations of stressful environmental situations easier. 
Simple exercises of the affected muscles are of great 
value, especially for patients with postural defects or 
those whose work involves specific muscle groups. 
Procaine injections are also useful but occasionally fail 
to give relief. A course of procaine injections may pro¬ 
vide the excuse for regular visits, during which psycho¬ 
therapy can be undertaken without exciting the re¬ 
sentment that this otherwise may arouse. Usually only 
three or four visits are required. Least success will be 
obtained with patients who gain most benefit from 
their symptoms—that is, those with hysterical features, 
and especially if they are “compensation” patients. 

Infectious Reticulo-Endotheliosis. L. F. Koyl. Canad. 
M. A. J. 75:709-714 (Nov. 1) 1956 [Toronto, Canada]. 

The author describes a glandular fever related to 
infectious mononucleosis occurring in 205 patients who 
were admitted to the Sunnybrook Hospital in Toronto, 
Canada, between July, 1952, and November, 1955. 
This group consisted of 9 children aged less than 12 
years, 136 women, and 60 men. It was an apparently 
specific virus disease involving the reticuloendothelium 
and related cells of the body. Characteristic symptoms 
of the disease consisted of asthenia, irritability, ano¬ 
rexia, nausea, generalized aches and pains, a dry, irri¬ 
tating, nonproductive cough, bouts of spastic intestinal 
pain, and, in women, disturbed menstruation. 

Lymphoid hyperplasia was the characteristic sign 
of the disease. The appearance of the throat was diag¬ 
nostic, with erythema caused by bacterial infection or 
allergic reaction, or, in the absence of erythema, with 
edematous lymphoid tissue that was paler than the 
surrounding mucosa. The essential laboratory findings 
were in peripheral blood smears. During the first week 
there was often leukopenia and toxic granulation of 
the leukocytes. Lymphocytosis was observed later on. 
There were more mononuclear cells than neutrophils 
in the blood of 50 patients on one or more smears taken 
within a period of from 5 days to 7 months after the 
probable date of onset. The reticuloendothelial cell or 
monocyte was the characteristic cell during periods of 
activity of the disease. The monocyte had the usual 
shape, although it was sometimes up to double the 
expected • size. The usual fine eosinophilic granules 
were visible when stained by any of the Romanovsky 
stains, except when gross vacuolation produced a 
foamy cytoplasm. The nucleus occasionally looked like 
an irregular bean or was grossly distorted so that it 
had sharp projections and warty outgrowths. The nu¬ 
clear material was darker than normal and coarse in 
texture. There was a change in cell type as the disease 
wore on, with the usual minor exacerbations and only 
the fatigue and anorexia to mark its continued activity. 
The dominant cell became an abnormal lymphocyte 
with water-clear blue cytoplasm. Both nuclei and cyto¬ 
plasm showed vacuoles. A positive urobilinuria was 
observed at some time or other in 122 patients. The 
usual duration of the disease varied between 4% and 
14 months, with an extreme course of over 2 years. The 
spleen, liver, intestines, and central nervous system 
were occasionally involved. Treatment was supportive 
and symptomatic. There seems to be an epidemiologi- 
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cal factor involving a direct person-to-person contact 
followed by an incubation period of about 6 weeks. 
The causative agent may be the virus of infectious 
mononucleosis modified by repeated passages. 

SURGERY 

Bilateral Ulnar Neuritis as a Result of Neuropoietin 
Deficiency After Gastric Resection. S. Koster. Nederl. 
tijdschr. geneesk. 100:2793-2795 (Sept. 29) 1956 (In 
Dutch) [Haarlem, Netherlands]. 

Koster reports a man who, while receiving treat¬ 
ment for eczema of the hands, complained of weak¬ 
ness on the ulnar side at first of the left hand and 
later also of the right. There was hypalgesia and hy- 
pesthesia; also weakening in the abductive force of 
the little finger and in the adduction of the thumb, 
and tire function of the other fingers was also slightly 
impaired. The man had undergone gastric resection 
of the Billroth 2 type 9 years before, and since then 
had had symptoms of the dumping syndrome with 
intermittent diarrhea. The diarrhea suggested dis¬ 
turbed intestinal absorption, and examination revealed 
achylia gastrica. Although the man did not have spinal 
degeneration, it is pointed out that polyneuritis may 
also result from achylia gastrica. The achylia together 
with the diarrhea and the resulting defective intestinal 
absorption presumably resulted in a deficiency of 
neuropoietin, and this in turn caused bilateral ulnar 
neuritis. The patient was treated with injections of 
Pernaemon (a liver preparation) and of vitamin B 12 
twice a week. This treatment resulted in cure and con¬ 
firmed that the neuritis was the result of the impaired 
gastrointestinal absorption following gastric resection. 

Duodenal Ulcer and the Hypophysis-Adrenal Stress 
Mechanism. H. Ragins, L. R. Dragstedt II, J. H. 
Landor and others. Surgery 40:886-893 (Nov.) 1956 
[St. Louis]. 

As a result of experiments on monkey's, French’ and 
co-workers, while accepting the anterior hypothal¬ 
amic-vagus mechanism as the mediator of the ordi¬ 
nary' cephalic phase of gastric secretion, implicated 
the posterior hypothalamic-pituitary-adrenal cortical 
mechanism as a cause of hypersecretion of acid gastric 
juice in stressing situations. The posterior hypothal¬ 
amus is visualized as the receptor of physical stress 
stimuli via the epinephrine released from the adrenal 
medulla and of mental stress stimuli by' direct nervous 
connection from the cerebral cortex. The hypothal¬ 
amus then transmits these stimuli to the anterior pitui¬ 
tary, which in turn releases corticotropin (ACTH). 
The latter, subsequently', causes the adrenal cortex to 
secrete excessive amounts of cortisone. Cortisone, the 
end-product of this series of reactions, acts directly 
on the gastric glands, inducing a hypersecretion of 
acid. Thus, two cephalic mechanisms are said to be 
involved in the control of gastric secretion, one “vagal 
and one “extravagal.” Reports by other workers were 
opposed to this concept. 

In an effort to evaluate the gastric secretory response 
to stress the authors gave Heidenhain pouch dogs mas¬ 
sive doses of insulin, epinephrine, corticotropin, corti- 
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sone, and hydrocortisone. The isolated and denervated 
Heidenhain pouch is ideal for the study of the secre¬ 
tory effect of humoral mechanism. The acid secretions 
were followed for 24 hours. The data secured in these 
experiments did not confirm the concept of French 
and associates. If the extravagal mechanism did oper¬ 
ate, one would have expected the Heidenhain pouch 
to give a delayed or extravagal response 3 or 4 hours 
after the insulin injection. This did not occur even 
with the massive stressing dose of 100 units of insulin 
given intravenously. If peripheral release of epineph¬ 
rine were necessary in the activation of a pituitary- 
adrenal-gastric secretion, one would anticipate that 
die massive doses of epinephrine would have caused 
acid secretion, which they did not. If the above in¬ 
itiating stimuli were to discharge the pituitary adrenal 
mechanism and cause gastric acid secretion, the in¬ 
jection of corticotropin would cause an acid reaction, 
which was absent. Cortisone and hydrocortisone, the 
end-products of the series of reactions, did not cause 
secretion of acid. There is, therefore, no evidence to 
substantiate the theory that hypersecretion of acid and 
formation of ulcer are a result of overstimulation of 
die pituitary-adrenal cortex mechanism. The exacerba¬ 
tion of peptic ulcer produced by corticotropin and 
cortisone is probably not a result of increased gastric 
acid secretion. 

The Intraplerfral Use of Streptokinase-Streptodomase 
in Postoperative Pleural Empyema. J. Bethge, K. 
Horatz and F. Sturtzbeclier. Beitr. klin. Chir. 193: 
167-186 (No. 2) 1956 (In German) [Munich, Germany]. 

It is not always possible to prevent pleural empyema 
after thoracic operations by die phophylactic admin¬ 
istration, of penicillin and streptomycin. Failure of 
such prophylactic treatment is chiefly due to the 
presence of resistant gram-negative bacteria and of 
Proteus vulgaris, for these are die organisms found 
chiefly in the pus of postoperative pleural empyemas. 
Instillations of chloramphemicol and polymyxin B pro¬ 
duced the best results in the antibiotic treatment of 
postoperative pleural empyema caused by gram-nega¬ 
tive organisms, but the use of drainage and suction is 
nearly always necessary. The audiors found that the 
removal by suction of fibrin deposits, blood coagulums, 
and pus could be facilitated by streptokinase-strepto- 
dornase in the form of Varidase or Bistreptase. They 
used this form of enzyme therapy in 60 patients with 
postoperative pleural empyema. Both preparations 
proved effective. 

The streptokinase-streptodornase therapy proved 
very effective in 32 and moderately effective in 14 of 
the patients; it was ineffective in the remaining 14. 
The enzyme preparations should be combined with 
the local administration of antibiotics. The danger 
diat they will dissolve occluding thrombi of divided 
vessels and cause postoperative hemorrhage is prob¬ 
ably overestimated, but the authors feel that immedi¬ 
ately after the operation the enzymes may cause 
hemorrhages and that therefore streptokinase-strepto- 
dornase should not be used during the first 10 or 12 
days after thoracic operations, but neither should their 


administration be too much postponed after this pe¬ 
riod. It is important for the healing of empyema 
cavities to what extent they will be filled with soft 
tissue. For this reason the enzyme therapy is most 
effective when only parts of a lung are resected, that 
is, after lobectomies and segmental resections, but not 
so effective after pneumonectomies. In these last oper¬ 
ations, the enzymes may temporarily clear the cavity 
of infection but thoracoplasty (to effect closure) 
usually cannot be avoided. Pus foci encapsulated in 
fibrinous adhesions, foreign bodies in the empyema 
cavity (such as sequester formation in osteomyelitis 
of a rib stump), large bronchopleural fistulas, advanced 
pulmonary gangrene in the presence of infected 
effusions, and fibrous pleural adhesive indurations sev¬ 
eral centimeter in thickness are other causes of failure, 
that is, the less satisfactory results of enzyme therapy 
are due to factors not depending on the effects of 
streptokinase and streptodornase. 

Repair of Industrial Electrical Burns. J. B. Brown and 
M. P. Fryer. Plast. & Reconstruct. Surg. 18:177-184 
(Sept.) 1956 [Baltimore], 

Shock following electrical burns is often severe, but 
in those who survive it has not been prolonged, owing 
to the prompt parenteral administration of fluids fol¬ 
lowed by whole blood. Protection against tetanus 
and antibiotics are given. Other injuries may be pres¬ 
ent, particularly if the patient has taken a fall, and to 
detect them a thorough physical examination must be 
carried out. The vessels may serve as pathways be¬ 
tween entrance and exit of the current, and they may 
become so damaged that thrombosis or repeated 
hemorrhages result because of crumbling of the vessel 
wall during attempted hemostasis. Primary excision 
and immediate coverage may be done in areas in 
which the exact extent of the burn is recognizable. 
In these instances, initial repair usually may be done 
by closure or with a free graft, and complicated flap 
coverage is postponed. Dressing the wounds after they 
have been cleansed and irrigated may be all the pa¬ 
tient’s general condition will stand initially. The dress¬ 
ing should allow for surgical drainage, be comfortable, 
and splint the part. A firm, fine-mesh grease gauze 
pressure dressing accomplishes this. 

Debridement of all nonvital tissue can usually be 
done within 7 or 10 days after the injury. Free skin 
grafts can be used at the time of debridement and may 
be suitable for permanent coverage. If they are used 
for temporary coverage the wound is said to be dressed 
in a graft. They can be placed on bleeding bone and 
expected to grow. Limited areas of exposed tendon can 
also be covered with this type of graft. Short, broad- 
based direct abdominal or chest pedicle flaps are used 
where thicker coverage than a free graft is required. 
The pedicle can usually be cut within 3 weeks, set 
back, and the remainder of the donor site covered with 
a free graft. Bone grafts, joint, tendon, or nerve opera¬ 
tions can be done through the flap after 2 to 3 
months. Permanent pedicle blood-carrying flaps have 
the advantage of bringing a new blood supply into a 
relatively avascular area. If the repair has to be done 
in stages, time lost from work , can be reduced by en- 
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couraging the patients to return to work between 
operations. Several ease histories with photographs il¬ 
lustrate the principles of the treatment of deep elec¬ 
trical burns. 


NEUROLOGY & PSYCHIATRY 

One Year of Chlorpromazine Therapy at Montana 
State Hospital. G. DeMartino. Northwest Med. 
55:1206-1209 (Nov.) 1956 [Seattle]. 

Chlorpromazine was given to 345 unselected male 
patients with neuropsychiatric disorders who were 
admitted to the Montana State Hospital between 
August, 1954, and October, 1955. Duration of hospital¬ 
ization and of treatment varied in all patients. A small 
group of patients started receiving intramuscular in¬ 
jections of chlorpromazine and then received it orally 
after a few days. The initial daily dose was 25 mg. 4 
times a day, and this was increased by 100 mg. daily 
each week. The daily dose reached 1 gm. in some 
cases. The dose was increased by 50 mg. daily in 
hyperactive psychotic patients, until the hyperactive 
state subsided. The dose was decreased to a mainte¬ 
nance regimen of 25 mg. or 50 mg. 4 times a day in 
the latter stages of treatment. One hundred twenty-six 
patients (37%) were released. They were advised to 
continue the use of the drug and to contact their fam¬ 
ily physicians for follow-up. Chlorpromazine was most 
effective in 46 patients (27%) with schizophrenia, in 
10 (59%) of those with manic depression, and in 21 
(91%) of those with acute alcoholism. Jaundice oc¬ 
curred in only 1 patient. Other side-effects were skin 
reactions, drowsiness, hyperthermia, transisory nausea, 
heartburn, and vomiting. Chlorpromazine was most 
effective in patients with anxiety, agitation, and ag¬ 
gressiveness. Tire drug was least effective in patients 
with little insight, little anxiety, or a tendency to iso¬ 
late themselves from others. The drug was of help in 
maintaining peace and quiet in the wards by reducing 
individual and collective agitation. Administration of 
chlorpromazine should be continued after the patient’s 
release for at least 6 months to 1 year. 

Acute Spontaneous Cerebral Vascular Accidents in 
Young Normotensive Adults. B. E. Sprofkin and H. H. 
Blakey. A. M. A. Arch. Int. Med. 98:617-630 (Nov.) 
1956 [Chicago]. 

The authors describe acute spontaneous cerebral 
vascular accidents of varied causation in 18 patients 
between the ages of 23 and 41 years who were ad¬ 
mitted to the Vanderbilt University Hospital and the 
Thayer Veterans Administration Hospital in Nashville, 
Tenn. None of these patients had clinical evidence of 
hypertensive vascular disease. The diagnoses in these 
patients included disseminated lupus erythematosus, 
scleroderma, thromboangiitis obliterans, thrombotic 
thrombocytopenic purpura, fibrinogenopenia of preg¬ 
nancy, poshneasles hemiplegia, subacute bacterial 
endocarditis, angiomatous malformation, postpartal 
cerebral venous thrombosis, spontaneous subcortical 
hematoma, and syphilis. A diagnosis of cerebral throm¬ 
bosis of unknown origin was made in 4 patients. 


Tire precipitous decline in incidence of all forms of 
syphilis during tire penicillin era has minimized the 
importance of syphilis as a cause of cerebral vascular 
accidents in the younger age groups. The phenomenon 
of biological false-positive results obtained from sero¬ 
logic tests is discussed as a probable cause of a mis¬ 
taken diagnosis of vascular syphilis. The frequency of 
thrombosis of tire carotid arteries in young normo- 
tensive adults is emphasized. Premature arteriosclerotic 
vascular changes constitute the most important patho¬ 
genic factor in the causation of spontaneous cerebral 
vascular accidents in young normotensive adults. 


GYNECOLOGY & OBSTETRICS 

Hemophilus Vaginalis as an Etiological Agent in Vagi¬ 
nitis. J. L. Ray and G. M. Mauglran. West. J. Surg. 
11:581-587 (Nov.) 1956 [Portland, Ore.]. 

Four hundred forty-seven gynecologic and obstetric 
patients with vaginitis, ranging in age from 8 to 75 
years, were surveyed in the Medical School of the 
University' of Oregon. Infectious micro-organisms were 
found in 154: Hemophilus vaginalis in 68 (44%), Trich¬ 
omonas viginalis in 61 (40%), and Candida albicans 
in 21 (14%). Thirteen patients infected with T. vagi¬ 
nalis and 5 with C. albicans were also infected with 
H. vaginalis. Nineteen of the 68 patients infected with 
H. vaginalis and 3 of those infected with both H. 
vaginalis and T. vaginalis were completely asympto¬ 
matic. H. vaginalis was the predominant organism in 
55 and was present in 91 patients with acute vaginitis. 
H. vaginalis was the causative organism alone or with 
T. vaginalis or C. albicans in 75 pregnant patients with 
vaginitis. Considerable difficulty was encountered in 
recovering H. vaginalis on culture; this fact may ac¬ 
count for its not having previously' been considered as 
an etiological agent in vaginitis. 

Several therapeutic agents were used. When vagi¬ 
nitis did not improve after 8 weeks of treatment with 
a particular product, another drug was used. Treat¬ 
ment of husbands with positive urethral smears for 
H. vaginalis was required to prevent reinfection. All 
husbands were cured by treatment with My'Steclin 
(Mycostatin plus tetracycline). Six patients resistant to 
other agents were cured with Sterisil (bis-1, 3 beta- 
ethy'lhexy'l-5-methyl-5-aminohe.vahydropy'rimidine), a 
new synthetic, broad-spectrum, antibacterial com¬ 
pound. Five of the 6 patients treated with this prepa¬ 
ration in a vaginal jelly were cured. A total of 74 
patients were treated, with an over-all cure rate 
of 79%. 

Subcutaneous Phlebitis of the Breast and Chest Wall. 
P. A. Kaufman. Ann. Surg. 144:847-853 (Nov.) 1956 
[Philadelphia]. 

Kaufman directs attention to the syndrome of sub¬ 
cutaneous thrombophlebitis involving the veins of the 
breast and chest wall. He presents the histories of 7 
patients with this disorder, whom he observed in the 
course of 3 years. The syndrome has been referred to 
as Mondor’s disease. This appellation derives from the 
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report of Henri Mondor in 1939 describing a series of 
4 cases of subcutaneous “angeitis,” which we now 
know to be due to phlebitis. His paper stimulated a 
great deal of interest in this condition, and numerous 
similar articles appeared in quick succession referring 
to the lesion as “Mondor’s disease.” Mondor s priority 
claim was challenged, however, and Kaufman feels 
that the eponymic designation should be dropped. 
The subcutaneous phlebitis of the breast and chest 
wall presents characteristically as a slightly tender 
subcutaneous cord producing either a groove-like in¬ 
dentation of the overlying skin or a raised strand, 
particularly in the submammary region, where it can 
be brought into sharp relief by elevation of the breast. 
A bowstring ridge crossing the submammary sulcus 
is then easily seen. Most commonly it is approximately 
15 to 25 cm. in length and 3 to 4 mm. in diameter. It 
has been compared in consistency to a ureteral cath¬ 
eter or to a vas deferens. The cord may be forked, as 
was noted in 1 of the 7 patients presented here. The 
veins most commonly involved are situated on the 
anterolateral aspect of the upper portion of the breast 
or in the region extending from the lower portion of 
the breast across the submammary fold toward the 
costal margin and epigastrium. Occasionally the in¬ 
volved vein courses inferolaterally toward the anterior 
superior iliac spine. 

While the condition occurs in both sexes, women 
seem more susceptible. This superficial thrombo¬ 
phlebitis appears to be entirely distinct from another 
entity recently described by Waugh as mammary 
arteritis. In Waugh’s patient, the lesion presented 
clinically as a discrete nodular breast tumor requiring 
excision biopsy to differentiate it from neoplasm. No 
effective treatment has been observed for the sub¬ 
cutaneous chest-wall phlebitis, nor does any appear 
to be required in view of the self-limiting nature of 
the disease. Antibiotics and anticoagulants have been 
used at various times but without demonstrable bene¬ 
fit. Biopsy should be limited to only those cases in 
which a serious question of diagnosis exists. 


PEDIATRICS 

Congenital Heart Defects Following Maternal Rubel¬ 
la During Pregnancy. D. Stuckey. Brit. Heart J. 
18:519-522 (Oct.) 1956 [London, England]. 

This report is based on experience at the Royal Alex¬ 
andra Hospital for Children in Sydney, Australia, over 
the 5 years through 1953. A total of 426 patients with 
congenital heart disease were examined during this 
period. There were 44 with a history of maternal 
rubella during pregnancy. The ages of the patients 
ranged from 3 months to 12 years. In the 27 patients 
considered to have a congenital cardiac defect a wide 
variety of lesions was found. Thirteen had a patent 
ductus arteriosus, 4 a ventricular septal defect, 3 an 
atrial septal defect, 2 tetralogy of Fallot, and 1 each 
had aortic stenosis, pulmonary stenosis, coractation of 
the aorta, the Eisenmenger complex, and transposition 
of the great vessels. The relative incidence of the 


various lesions agreed closely with that found in the 
general population, except that patent ductus arterio¬ 
sus occurred about 8 times more frequently than the 
other congenial heart lesions. The following explana¬ 
tion is suggested for this higher incidence of patent 
ductus arteriosus: the cardiac septums, the main ves¬ 
sels, and their valves are only susceptible to damage 
for some 4 or 5 weeks of fetal life while they are be¬ 
ing actively formed, the so-called “critical period” for 
these structures. The ductus arteriosus, on the other 
hand, is present for many months of fetal life and for 
a short time after birth, it could therefore be damaged 
at any stage. The greater incidence of patent ductus 
arteriosus in these children may thus merely reflect 
the longer time that this structure is at risk. If this 
explanation is accepted, the fact that patent ductus 
arteriosus does not predominate unduly over other 
congenital cardiac defects in the general population 
may suggest that genetic rather than environmental 
factors are responsible for the great bulk of cases of 
congenital heart disease. Another point of interest is 
that whatever is responsible for the strong female 
preponderance in patent ductus arteriosus still oper¬ 
ates in the postrubella cases. Eleven of the 13 patients 
with a patent ductus arteriosus were girls. 

Significance of H. Influenzae in Bronchiectasis of Chil¬ 
dren. E. C. Allibone, P. R. Allison and K. Zinneman. 
Brit. M. J. 1:1457-1460 (June 23) 1956 [London, Eng¬ 
land], 

Thirty-two children with purulent bronchiectasis 
were investigated bacteriologically. Noncapsulated 
Hemophilus influenzae was present in bronchoscopic 
aspirations or sputum of all and in antrum washings 
of 19. Twenty-seven children were treated with suit¬ 
able combinations of antibiotic drugs and sulfona¬ 
mides in high doses. As a result, H. influenzae and pus 
disappeared from the sputum within two weeks of 
continuous treatment in 23 of the 27 children. One 
child required 3 to 4 weeks, another 5 to 6, and a third 
12 weeks of continuous treatment before the sputum 
could be rendered mucoid and H. influenzae-negative. 
One patient failed to respond. A total of 204 relapses 
were observed during 306 patient-months of intermit¬ 
tent antibacterial treatment. The majority were asso¬ 
ciated with reappearance of H. influenzae. The con¬ 
clusion seems inescapable that noncapsulated H. 
influenzae is responsible for keeping the chronic 
inflammatory process smouldering in patients with 
bronchiectasis. The authors show that their findings 
are in agreement with those of other observers, who 
arrived at the conclusion that the group of non- 
encapsulated Hemophilus (influenzae) is a pathogen 
and not a saprophyte of the mucous membrane of the 
bronchia] tree and that the etiology of bronchitis and 
of bronchiectasis cannot possibly be understood if the 
part played by Hemophilus infection is overlooked. 
The very high doses of antibacterial drugs necessary 
for the suppression of H. influenzae, which are not al¬ 
ways easily tolerated, make imperative the continued 
search for drugs effective against H. influenzae in 
low concentrations. 
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Endocardial Fibroelastosis. J. Espinoza and V. Bar- 
beris. Rev. chilena pediat. 27:304-306 (July) 1956 (In 
Spanish) [Santiago, Chile]. 

Endocardial fibroelastosis is a disease of infants, 
probably of collagenous origin. The disease is rare. It 
is usually found at autopsy in infants who suffered 
from frequent gastrointestinal and respiratory infec¬ 
tions and who died from an unexpected attack of car¬ 
diac insufficiency. No symptoms of cardiac disease ap¬ 
pear during the patient’s life. A macroscopic anatomic 
diagnosis of the disease can be made because of the en¬ 
largement and the white discoloration of the heart. 
The main changes in the heart consist of endomyo¬ 
cardial sclerosis and hypertrophy, mainly of the left 
ventricle, with atrophy of the right ventricle. Histo¬ 
logically there is fibroelastic hyperplasia of the endo¬ 
cardium and of the periendocardial muscles and lym¬ 
phocytic inflammatory infiltration of the muscles. The 
case reported by the author is the 2nd in the Chilean 
literature and the 78th in the world literature. An 
infant 4 months old was hospitalized with symptoms 
of acute infection and acute gastrointestinal and 
respiratory disorders. Symptoms of cardiac disease had 
not previously appeared, and they were not present 
when the patient was hospitalized a few hours before 
death. Antibiotics and treatment of dehydration failed. 
Autopsy demonstrated the classical picture of endo¬ 
cardial fibroelastosis. The enlargement of the left ven¬ 
trical was enormous, whereas the right ventricle had 
almost disappeared. The condition of the right ventri¬ 
cle seemed to be a congenital abnormality. 

UROLOGY 

Hyponatremic Shock in Urologic Disease. A. R. Fer- 
nicola. J. M. Soc. New Jersey 53:495-498 (Oct.) 1956 
[Trenton, N. J.]. 

The relationship between the recovery phase of uri¬ 
nary tract obstruction and tire development of shock 
due to sodium depletion is discussed on the basis of 
the history of a 37-year-old woman who had under¬ 
gone hysterectomy. She was in a moribund condition 
on the eighth postoperative day and had not passed 
urine since the operation. The diagnosis was of intra- 
peritoneal urinary extravasation due to bilateral ure¬ 
teral injury. A rapid depletion of sodium resulting 
in a concentration of 120 mEq. is likely to cause 
shock, whereas a slow depletion of the serum so¬ 
dium concentration may manifest meager symptoms. 
Evidence of shock may be tire only recognizable mani¬ 
festation of acute sodium depletion. Apathy, weakness, 
nausea, vomiting, and particularly anorexia are prod¬ 
romal signs. Orthostatic hypotension is significant. 
Increase in pulse rate, diminution in volume of the 
pulse, clammy skin, fall in blood pressure, shock, and 
coma ensue with progressive salt depletion. 

The diagnosis of hyponatremia rests upon an assess¬ 
ment of physical signs correlated with blood chemistry 
values. The history often discloses the predisposing 
factors incident to tire sodium loss and substantiates 
the diagnosis. The intravenous administration of non¬ 
electrolyte fluids and diuretics and low-salt diets are 
common contributory causes. A noteworthy example 
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of serious urinary sodium loss is one produced by pro¬ 
motion of vigorous diuresis by means of a large water 
intake following decompression of the urinary tract. 
The hyponatremia that occurs in such an instance 
becomes particularly dangerous when there exists 
renal tubular disease that impairs the sodium-conserv¬ 
ing function of the kidneys. When dehydration and 
azotemia persist in spite of adequate fluid intake and 
urinary output, hyponatremia is very likely. The most 
effective means of alleviating shock due to hypona¬ 
tremia is by infusion of hypertonic solution of sodium 
chloride. 

Experience arid Complications of Bladder Substitution 
with Isolated Ileal Segments. N. W. Wawro. Ann. 
Surg. 144:829-834 (Nov.) 1956 [Philadelphia], 

Wawro reports experiences with Bricker’s method 
of bladder substitution by an isolated ileal segment 
in 22 patients, operated on at the Hartford Hospital. 
The problem of bladder substitution became impor¬ 
tant at that hospital because of multivisceral pelvic 
resections for advanced cancer of the female genitalia. 
Surgeons were dissatisfied with the technique of “wet 
colostomy” (sphincterless abdominal uretereosigmo- 
idostomy) as practiced by Brunschwig and disap¬ 
pointed in uretereosigmoidostomy (sphincter-contain¬ 
ing rectal ampulla). Accordingly, 4 years ago they 
began utilizing the “ileal bladder” technique of Bricker 
as a method of bladder substitution in the pelvic exen¬ 
teration operation. Bricker utilizes a defunctionalized 
short loop of ileum as a bladder substitute. Both 
ureters are accurately anastomosed to the ileal loop 
in an end-to-side fashion, and the distal end of the 
ileal loop is brought out as a right lower quadrant 
cutaneous ileostomy. It was hoped that this short ileal 
loop, now separate from the gastrointestinal tract but 
still maintaining its nerve and blood supply, would 
act as a peristaltic conduit for urine, thus eliminating 
chloride absorption and reducing the likelihood of 
infection from fecal reflux. 

In general, Bricker’s technique was followed but 
details designed to minimize complications are empha¬ 
sized. The ileal loop should be long enough to bridge 
the distance between the lower anterior abdominal 
wall and both retroperitoneal ureters at the pelvic 
brim. The obese patient with a broad anterior-posterior 
diameter and thick abdominal wall needs a longer 
loop than does the thin asthenic individual. However, 
an unnecessarily long ileal loop may lead to torsion 
and volvulus of the saccular, dilated, urine-containing, 
ileal loop with resulting reflux, hydronephrosis, and 
pyelitis. Conversely, there can be no greater em¬ 
barrassment than, upon tire completion of a bilateral 
ureteroileal anastomosis, to find that the ileal loop is 
so short that it cannot be brought out through the 
abdominal wall. Scarred, contracted, adhesion-bearing 
segments of ileum were frequently brought up from 
the pelvic cul-de-sac for ileal bladder construction, 
particularly since many exenteration patients have 
had one or several previous laparotomies in addition 
to pelvic radiation. However, a complication attribut¬ 
able to utilization of a contracted heavily irradiated 
loop of ileum for an “ileal bladder” suggests that only 
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nonirradiated small intestinal loops should serve as 
urinary reservoirs. Postoperative pyelitis developed in 
3 of the 22 patients, but no instance of hyperchloremic 
acidosis was observed on follow-up of up to 4 years. 
All partly and completely obstructed kidneys im¬ 
proved after relief of obstruction and establishment 
of free urinary flow. Sterile ureteral urine cultures 
were obtained from 22 out of 24 obstructed renal 
units. Ureteroileostomy should be considered as an 
effective method of urinary diversion and substitution 
for the bladder in neoplastic, congenital, and trau¬ 
matic lesions of the bladder. 

OTOLARYNGOLOGY 

Statistical Analysis of the Stapes Mobilization Pro¬ 
cedures. C. E. Kinney. Laryngoscope 66:1339-1345 
(Oct.) 1956 [St. Louis]. 

Kinney compared the results of the stapes mobiliza¬ 
tion procedure and the fenestration operation. Be¬ 
cause his experience was limited, he sent a question- 
aire to 14 men whom he believed were employing the 
method. All 14 questionnaires were returned, 3 with 
the remark that the method had not been used. The 
total number of patients in whom stapes mobilization 
had been performed was 1,117. The mobilization was 
successful for 3 or 4 weeks in 53% of the cases and for 
more than 6 months in 40% of the cases. There is 
reason to believe that some additional refinements in 
the technique of the mobilization will increase the 
chances of any one person obtaining a successful re¬ 
sult. Hearing must be tested while the patient is on 
the operating table, and this should be done audio- 
metrically. While the technique required to do this 
operation is more delicate than that required to do a 
fenestration, the time consumed is shorter and the 
postoperative care of the patient is reduced consider¬ 
ably. 

Primary Carcinoma of the Trachea: Report of a Case. 
C. de Oliveira, C. Lemos and A. Benchimol. Hospital 
50:3-24 (Oct.) 1956 (In Portuguese) [Rio de Janeiro, 
Brazil], 

Primary carcinoma of the trachea is extremely rare. 
The symptoms consist of cough, dyspnea, dysphagia, 
dysphonia, hemoptysis, and rapid loss of weight. 
Diagnosis is possible through endoscopic biopsy. The 
treatment consists of surgery and roentgen therapy. 
The disease follows a more-or-less rapid course to a 
fatal termination in from a few months to 1 or 2 years, 
and several years in extremely rare cases. The metas¬ 
tasizing form is rare. The subject of this report, who 
had primary carcinoma of the trachea, had metastases 
in the supraclavicular, mediastinal, and abdominal 
lymph nodes, verified at autopsy. The patient entered 
the hospital with an erroneous diagnosis of tuber¬ 
culous adenopathy causing obstruction of the trachea. 
The disease followed its course to a fatal termination 
in 4 months. This is the only case of malignant tumor 
of the trachea found in a total of 4,300 autopsies per¬ 
formed in a hospital department of pathological 
anatomy of Rio de Janeiro during a period of 13 years. 


INDUSTRIAL MEDICINE 

Nontuberculous Pulmonary Cavitation in Anthracosili- 
cosis. C. S. Morrow and R. N. Armen. Ann. Int. Med. 
45:598-613 (Oct.) 1956 [Lancaster, Pa.]. 

Morrow and Armen had an opportunity to investi¬ 
gate cavitation in third-stage anthracosilicosis since 
their hospital is situated in the heart of a coal mining 
region and admits a large number of patients with 
anthracosilicosis. Anthracosilicosis is due to the in¬ 
halation of a mixture of silica and carbon. The term 
is used interchangeably with silicosis, since the course 
of both diseases seems to be similar. The authors ob¬ 
served 1,200 patients with various stages of anthraco¬ 
silicosis. On the basis of chest x-ray studies, the disease 
has been divided into three stages: The first stage is 
characterized by an increase in the linear markings 
and in the density and width of the hilar shadows; the 
second, by nodulation and intensification of the ab¬ 
normal linear shadows; and the third, by the appear¬ 
ance of large conglomerate nodules or masses. The 
anthracosilicosis was complicated by tuberculosis in 
24 patients (2%), as proved by bacteriological studies. 

The authors emphasize the occurrence of “non¬ 
tuberculous” ischemic cavitation in conglomerate 
masses of third-stage anthracosilicosis. Ten such cases 
are presented. In view of the tendency to consider 
such cavities tuberculous, the adjective “nontubercu¬ 
lous” is used deliberately to point out what these 
cavities are not, while the adjective “ischemic” is used 
to shed some light on their true nature. The non¬ 
tuberculous nature of the cavities was proved by 
autopsy in four of the 10 patients, whereas in the other 
6 patients the cavities were considered nontuberculous 
on bacteriological evidence. The symptoms and deaths 
in the 10 patients with nontuberculous cavities were 
chiefly due not to the cavitation but to the complicat¬ 
ing emphysema and/or cor pulmonale in failure. The 
occurrence of nontuberculous cavitation in third-stage 
anthracosilicosis should be recognized even though its 
incidence is low. 

Rehabilitation of Patients with Ruptured Interverte¬ 
bral Disk for Heavy Labor. E. Walker. South. M. J. 
49:1160-1163 (Oct.) 1956 [Birmingham, Ala.]. 

If corrective surgery is to be effective, the manner 
in which back and sciatic pain is produced must be 
kept in mind. It is the nucleus pulposus within the disk 
that normally supports the weight above. When this 
ruptures the residual portion of the disk must bear the 
load, a process that leads to progressive disintegration 
and instability; the disk becomes thin and protrudes 
about the margin, and portions of it may become de¬ 
tached and extruded. If the nerve root, in its position 
between the disk and the ligamentum flavum, becomes 
compressed, pain will radiate into the root distribution. 
Simple removal of the ruptured disk has been em¬ 
ployed most frequently for the correction of these 
lesions. It decompresses the nerve roots to a large . 
extent and usually relieves most of the severe radiat¬ 
ing sciatic pain, but it does not relieve back pain be¬ 
cause it does not correct the instability. After this 



154 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., January 12, 1957 


operation patients usually do fairly well, provided 
their physical activities are limited; however, they are 
not able to withstand the physical stresses of heavy 
labor. 

The logic of stabilization has been accepted for 
some time now, and fusion has been tried in the past, 
but with very uncertain results. Examination of the 
functional anatomy of the spine makes it clear that 
support and stabilization are needed in the weight¬ 
bearing axis between the vertebral bodies, and, unless 
support is provided at this level, the graft will not 
withstand much stress. Cloward, who developed a 
practical technique, drives square plugs of iliac grafts, 
which have been preserved by refrigeration, into the 
disk space and reports successful return to heavy 
labor. The author has utilized the principle of inter¬ 
body fusion during the past 6 years but has modified 
Cloward’s technique. With an oscillating bone-plug 
cutter, round grafts of %-in. diameter and 1%-in. length 
are obtained from the thick portion of the ilium. 
Cancellous bone is used because it fuses more rapid¬ 
ly than cortical bone. With the same cutting instru¬ 
ment, holes are prepared bilaterally through the 
disk space, cutting into the adjacent bodies. The 
grafts fit precisely and are in apposition to a generous 
area of well-vascularized cancellous bone so that 
rapid fusion can be expected. X-ray studies show evi¬ 
dence of beginning fusion as early as 4 to 5 weeks 
after the operation, and fusion appears well estab¬ 
lished within 3 or 4 months. The grafts are usually 
placed securely enough to make the use of a brace 
unnecessary, and ambulation is allowed as soon as 
comfort permits. In fact, early ambulation shortens 
convalescence. In most instances patients are able to 
return to light work in from 2 to 3 months and to 
heavy work within 3 to 6 months. 

The Cytological Diagnosis of Bladder Tumors 
Amongst Dyestuff Workers. J. G. S. Crabbe, W. C. 
Cresdee, T. S. Scott and M. H. C. Williams. Brit. J. 
Indust. Med. 13:270-276 (Oct.) 1956 [London, Eng¬ 
land]. 

This paper is concerned with cytological methods 
designed to achieve early diagnosis of occupational 
bladder tumors in workers in tire dyestuff industry. 
The wet-smear technique and the Papanicolaou smear 
technique are described, and the results obtained with 
them are compared with cystoscopic findings and with 
the presence of symptoms. During the 5 years 1951 to 
1956 the urines of approximately 1,800 men were 
screened by the Papanicolaou smear technique and 
also, except for 3 cases, by the wet-smear technique. 
Of these 1,800 men, 91 were cystoscoped as a result 
of the 2 tests or because of developing symptoms, and 
62 new cases of bladder tumor were discovered. Fifty- 
one men with positive Papanicolaou smears showed 
bladder tumors on first cystoscopy (true positives). 
Twenty-six of these had symptoms and/or showed red 
blood cells on microscopy sufficient in themselves to 
.be an indication for cystoscopy. Twenty-five had not 
at any time had red blood cells or any other indication 
that a tumor was present. One man had positive 
Papanicolaou smears but no bladder tumor on systos- 


copy, although a carcinoma of the prostate was dis¬ 
covered on clinical examination. Five men with posi¬ 
tive Papanicolaou smears, although showing no tumors 
on first cystoscopy, developed bladder tumors from 5 
months to 4 years later (probably true positives). Six 
men with negative Papanicolaou smears showed blad¬ 
der tumors on first cystoscopy (false negatives); 4 of 
these were cystoscoped because of excessive red blood 
cells. Two showed only occasional red blood cells and 
had symptoms. Ten men had positive Papanicolaou 
smears, but no bladder tumors have so far been dis¬ 
covered on cytoscopy (false positives). Eighteen men 
had negative Papanicolaou smears and no tumor on 
cystoscopy (true negatives). They were cystoscoped 
because (a) 11 showed red blood cells sufficient to be 
an indication for cystoscopy, and (b) 7 had both red 
blood cells and symptoms. The Papanicolaou tech¬ 
nique offers considerable advantages in the diagnosis 
of benign and malignant tumors of the bladder, and 
this method coupled with the examination of urine 
for red blood cells is the method of choice for screen¬ 
ing an industrial population with a high risk of such 
tumors. 


PATHOLOGY 

The Relationship of the Calcium Contents of Blood 
and Urine in Patients with Skeletal Metastases from 
Carcinoma. J. Gerbrandy, H.B.A. Hellendoorn and 
Boen San Tjiang. Nederl. tijdschr. geneesk. 100:2784- 
2789 (Sept. 29) 1956 (In Dutch) [Haarlem, Nether¬ 
lands]. 

When women with mammary carcinoma who had 
skeletal metastases were treated with hormones, it was 
found that changes occurred in the calcium contents 
of blood and urine. In order to determine whether 
there is a relationship between the calcium content of 
the blood and the excretion in the urine, studies were 
made on 25 patients who were receiving various male 
hormone preparations for the treatment of skeletal 
metastases. Twenty-three of the patients had mam¬ 
mary carcinoma and the other 2 had renal and pul¬ 
monary carcinomas. Twenty-nine of the 35 tests made 
during hormone therapy revealed a reduction in the 
urinary excretion, and the calcium content of the 
blood likewise generally showed a reduction. Six pa¬ 
tients showed an increase in the urinary calcium ex¬ 
cretion, and in 2 of the 6 this was accompanied by 
signs of hypercalcemia. The 7 tests made after cessa¬ 
tion of the hormone treatment revealed that in 5 
patients, in whom the urinary excretion had decreased 
during hormone therapy, it now increased, whereas 
in the 2 in whom it had increased during hormone 
treatment it now decreased. The changes in the cal¬ 
cium content in the serum generally took the same di¬ 
rection as did the changes in calciuria, that is, there 
was a positive correlation between the changes in 
calcemia and in calcuria. 

There was 1 patient, however, in whom after 11 
days of treatment with a male hormone hypercalcemia 
developed together with a reduction in calcium ex¬ 
cretion and a reduction in the creatinine clearance. 
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This case demonstrated that a sudden disturbance in 
the renal function can completely change the relation¬ 
ship between calcemia and calciuria. Hormones of the 
parathyroids could not have been responsible for this, 
because the phosphorus content of the serum was not 
reduced. As to possible cause of the sudden reduction 
in the glomerular filtration, that is, to about one-fourth 
of its former value within about 10 days, it is suggested 
that as the result of the sudden increase in the calcium 
and phosphorus concentration poorly soluble trical- 
cium phosphates formed that caused blockage of the 
glomerular membranes and of the tubules. The dis¬ 
turbance in the renal function proved completely 
reversible in the reported case. 

Gastric Cancer: Relationships Between ABO Blood- 
Groups, Site, and Epidemiology. B. P. Billington. 
Lancet 2:859-862 (Oct. 27) 1956 [London, England]. 

Billington analyzed the records of 1947 to 1954 of 
4 hospitals affiliated with the University of Sydney. 
All cases of adenocarcinoma of the stomach were 
included in which the macroscopic diagnosis was 
confirmed microscopically from material obtained 
either at autopsy or at operation and where the site of 
origin of the lesion was unequivocal. ABO blood- 
group data were also recorded whenever possible. The 
lesions were classified according to their relation to 
the 3 main types of gastric glands in man. Lesions 
were classified as prepyloric when they were limited 
to an area within 4 cm. of the pylorus or within the 
pyloric antrum; cardiac when they involved the cardio- 
esophageal junction or an area of stomach not extend¬ 
ing 3 cm. beyond the cardioesopliageal junction; and 
of the body of the stomach when they did not extend 
into either the prepyloric or the cardiac area. No case 
of diffuse carcinoma was included. As controls for 
ABO blood-grouping Walsh’s findings of the ABO 
blood-group distribution of 30,000 consecutive donors 
from the Sydney area to the Red Cross blood Trans¬ 
fusion service were used. 

No over-all association was found between blood- 
group A and carcinoma of the stomach in the Sydney 
population, whereas a report from the United King¬ 
dom in 1953 had shown such as association. When 
gastric carcinoma was divided in its relationship to 
the ABO blood-group system, according to the site of 
the 3 types of gastric glands, prepyloric and cardiac 
lesions were significantly associated with blood-group 
A and body and fundus lesions with blood-group O. 
There was a significant deficit in the proportion of 
carcinomatous lesions situated in the prepyloric and 
cardiac regions in Sydney as compared with London, 
and there is a significant deficit in the incidence of 
blood-group gene A in the normal Sydney population 
compared with the normal London population. Prob¬ 
ably the association found in England between blood- 
group A and gastric carcinoma can be explained by 
the presence of a higher proportion of prepyloric and 
cardiac lesions, along with a higher incidence of 
blood-group gene A in England compared with Syd¬ 
ney. Possibly the differential localization of gastric 


carcinoma and its relationship to the ABO blood-group 
gene system may be of importance in the epidemio¬ 
logical study of gastric carcinoma as a whole. 

The Stability of Christmas Factor: A Guide to the 
Management of Christmas Disease. A. }. Brafield and 
J. Case. Lancet 2:867-869 (Oct. 27) 1956 [London, 
England]. 

Previous reports on Christmas disease had left the 
authors with the impression that the disease is a much 
less trying problem for the clinician than is hemophilia 
because there is no longer the difficulty of obtaining 
a stream of donors to supply fresh blood for transfu¬ 
sion, since stored blood, plasma, and serum are equally 
useful. The authors cite a case which proved this to 
be untrue, that is, the patient failed to respond to 
administration of reconstituted dried serum, and 
bleeding ceased only after a second transfusion, this 
time with “absolutely fresh” serum. The content of 
Christmas factor in plasma and serum and its stability 
under different conditions of storage were studied by 
the thromboplastin-generation test. It is reasonable to 
judge the in vivo efficacy of a source of Christmas 
factor by its ability to take an effective part in the 
generation of thromboplastin in vitro. On this premise 
the authors base the following conclusions: 1. In the 
management of Christmas disease, as in hemophilia, 
the use of absolutely fresh blood, plasma, or serum 
must remain the first choice for transfusion. 2. In an 
emergency, blood and plasma stored at -)-4 C for less 
than 7 days may be used. 3. The use of reconstituted 
(dried) plasma or serum should be avoided. Fresh 
serum stored at -20 C is an excellent source of Christ¬ 
mas factor, and small stocks could with advantage be 
kept by transfusion units. There is also a good case 
for the preparation of absolutely fresh freeze-dried 
serum or plasma that could be made available to all 
hospitals, since this substance is likely to retain its 
potency (antihemophylic globulin as well as Christmas 
factor) indefinitely. The use of a neutral anticoagulant 
should prevent deterioration in the early stages. 

Granulocellular Myoblastoma (AbrikossofFs Tumor): 
Review and Case. F. Bang and K. A. Rasmussen. 
Ugesk. laager 118:1095-1099 (Sept. 20) 1956 (In Danish) 
[Copenhagen, Denmark]. ~ 

According to recent research, granulocellular myo¬ 
blastoma is a neoplasm and develops from nerve 
filaments. In rare cases there is thought to be a transi¬ 
tion into metastasizing sarcoma, but although the tu¬ 
mor most often occurs in the tongue no malignant 
cases with this localization have been published. The 
unexplained ability' of the tumor to cause a pseudo- 
cancerous proliferation in the epithelium occasionally 
leads to confusion with carcinoma. In the case de¬ 
scribed, in a man aged 34, the tumor was localized in 
the skin and subcutaneous connective tissue in the 
pubic region and developed in the course of 3 months. 
It was excised. The histological diagnosis was granu¬ 
locellular tumor. Nerve filaments including tumor cells 
were found in the edge of the tumor. The patient re¬ 
mains free from recurrence after 1 year’s observation. 
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BOOK REVIEWS 


Speech Disorders: Principles and Practices of Therapy. By 
Mildred Freburg Berry and Jon Eisenson. Cloth. $6.75. Pp. 573, 
with illustrations. Appleton-Century-Crofts, Inc., 35 West 32nd 
St., New York 1, 1956. 

The opening chapters of this book describe in 
detail the structures used in normal speech, their 
development, the many different points at which 
their operation can be disturbed, and the conse¬ 
quences of such speech disturbances in the growing 
child. Two chapters deal with the testing and the 
training of children retarded in speech; another 
chapter deals with the correction of articulation in 
older children and adults. There are two chapters 
on voice disorders, three on stuttering, and six deal¬ 
ing with cleft palate, cerebral palsy, aphasia in 
adults, congenital aphasia in children, and impair¬ 
ments of hearing. Each is soundly based on physics, 
anatomy, and neurophysiology. A wealth of materials 
for use in testing and teaching is given. They will 
be appreciated by anyone who has witnessed the 
efforts of a handicapped child to make himself under¬ 
stood. Some difficult cases are analyzed. The illustra¬ 
tive diagrams are excellent, valuable bibliographic 
material is given in footnotes, and there is a good 
index. This book is recommended to anyone who 
wishes to appreciate the complexity and importance 
of the work of modern speech therapists. This work 
has developed in the face of indifference and ig¬ 
norance. That superstitions of the crudest sort persist 
is shown by recent indications that the apparently 
trivial operation of snipping the frenulum of a new¬ 
born infant’s tongue is still being practiced in parts 
of the United States. Intended as a prophylaxis against 
“tongue-tie,” this procedure can cause enough hemor¬ 
rhage, infection, and scarring to produce the very 
condition it is supposed to prevent. The temperate 
statement of the authors on this subject might well 
be made more emphatic in future editions. The book 
is recommended as a reference work, a textbook for 
teaching, and a manual for speech therapists. 

Practitioners’ Conferences Held at the New York Hospital- 
Comell Medical Center. Volume 4. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical Medicine, Cornell Uni¬ 
versity Medical College, New York. Cloth. $6.75. Pp. 407, with 
illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd St., New 
York 1, 1956. 

The purpose of the conference here reported was 
to improve medical care in the New York City area 
by offering its physicians an opportunity to take 
part in informal, bedside teaching clinics in which 
common errors, controversial points, unknown factors, 
and recent advances in medical knowledge are freely 
discussed. Each subject is considered by a panel of 
experts with Forkner as moderator. The subjects 
included pulmonary hypertension, hypothyroidism 
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and hyperthyroidism, fractures of the hip, mechanism 
and treatment of the anemias, burns, obesity, regional 
enteritis, homosexuality, pheochromocytomas, the role 
of religion in healing, cancer of the rectum and anus, 
patent ductus arteriosus and coarctation of the aorta, 
the treatment of chronic heart disease, and pinworm 
infestation. The usual order followed in the meetings 
was first a discussion of the general principles in¬ 
volved by a recognized authority, next the presenta¬ 
tion of a patient, and, after his dismissal, a free dis¬ 
cussion by members of the panel and the audience. 
In the printed volume the record of each conference 
is followed by a valuable summary by Forkner of 
the important points, and this is followed by a list 
of references dealing with the subject. On the last 
three pages of the volume the contents of the three 
preceding volumes are listed. It is hardly necessary 
to stress the value of any method of bringing physi¬ 
cians up to date, for the pace of medical discovery 
has been so rapid in the present century that it is 
difficult for even the most industrious to keep abreast 
of advances. The book can be highly recommended 
to all physicians. It is small enough to he easily 
handled, is printed in clear legible type on a good 
quality of paper, and is attractively bound. 

Progress in Radiobiology. Edited by Joseph S. Mitchell, Bar¬ 
bara E. Holmes and Cyril L. Smith. Proceedings of Fourth Inter¬ 
national Conference on Radiobiology held in Cambridge on 14th 
to 17th August, 1956. Cloth. $12.75. Pp. 557, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill.; Oliver & Boyd, Ltd., Tweeddale Ct., 14 High St., 
Edinburgh 1, Scotland, 1956. 

The 72 contributions in this hook give the results of 
original investigations. The papers are grouped into 11 
sections, some dealing with the more fundamental 
physical and chemical aspects of radiation biology 
and some with genetics. The last seven sections have 
more direct applications in medicine. There are four 
papers that deal with protection by substances like 
cysteamine; seven, with the protective effect of anoxia; 
six, with the spleen, bone marrow, and blood; five, 
with bone; five, with carcinogenesis; seven, with mis¬ 
cellaneous phenomena such as tire development of a 
radioresistant strain of carcinoma; and eight, with 
specifically human problems. This last group includes 
discussions of the effects of radiation from atomic fall¬ 
out, occupational blood dyscrasias, cytopenias develop¬ 
ing late after internal administration of thorium di¬ 
oxide, and the normal radium content of the human 
body. A great deal of concrete information is presented 
in the abundant diagrams, and there are some magnifi¬ 
cent illustrations. Each paper is followed by discussion 
and a bibliography, and there is a short index. In¬ 
corporating some of the finest work from the labora¬ 
tories of 20 nations, this book will be a mine of 
important reference material for everyone working in 
radiobiology. 
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QUERIES AND MINOR NOTES 


CATARACTS AND EPILEPSY 
To the Editor:—I s information available on the oc¬ 
currence of cataracts in young adult epileptics or as 
a result of anticonvulsant drugs? Are metabolic 
disorders manifested by convulsions and cataract 
formations? 

George E. Bell, M.D., Columbus, Ohio. 

Answer.— A 3% incidence of congenital cataracts 
is noted in patients with cerebral palsy. Concurrently, 
epileptic seizures due to brain scarring are frequent 
(Breakey: A.M.A. Arch. Ophth. 53:852 [June] 1955). - 
Persons with Mongolism have a high incidence of 
congenital cataracts and frequently have epileptic 
seizures. There is no report of a case of cataract as 
result of anticonvulsant therapy. Hypoparathyroidism 
with disturbance of calcium metabolism may result 
in tetany. This condition is frequently associated with 
cataracts. Uncontrolled diabetes can produce convul¬ 
sions. Diabetes alone is frequently associated with 
cataracts, but there are very few true diabetic cata¬ 
racts. No direct causal relationship between convul¬ 
sions and cataracts is known. 

MEDICAL FACULTY APPOINTMENTS 
To the Editor:— How are members of a medical fac¬ 
ulty appointed? 

Perry B. Preston, M.D., Newark, N. ]. 

Answer.— Although there are individual variations, 
an applicant for a faculty appointment to a medical 
school in an academic rank beneath that of assistant, 
associate, or full professor is usually nominated by the 
chairman of the specific department to the dean. An 
applicant for a position of professorial rank is nomi¬ 
nated by the chairman of the specific department to the 
dean, who, in turn, appoints a committee from members 
of the executive council of the medical school who are 
not members of the department concerned. The rec¬ 
ommendation of the committee is then passed on by 
the executive council of the medical school as a unit. 
Sources of personnel for a medical school faculty are 
independent, direct, unsolicited applications; replies 
to advertised vacancies; lists of outstanding alumni 
whose brilliant careers have been followed at under¬ 
graduate and graduate levels; nominations recom¬ 
mended through solicitation of departmental chairmen 
and administrators in other institutions; direct contact 
with faculty members of other institutions; lists of re¬ 
cipients of national honors, scholarships, and fellow¬ 
ships; listing of available personnel in the Journal of 
Medical Education; and occasionally reliable medical 
employment agencies. Screening of candidates in¬ 
cludes meticulous scrutiny and evaluation of curricu- 
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him vita, with letters of reference concerning teaching 
and research abilities; personal interviews; and obtain¬ 
ing of information about the individual in his existing 
environment. 

PAIN OVER HEAD OF SECOND METATARSAL 
To the Editor:— For several years a patient has had 
pain in the head of the second metatarsal bone of 
the right foot on walking a considerable distance on 
hard pavement. During the past year the pain has 
been almost constant, even when he has been stand¬ 
ing on his feet. Can you suggest a remedy for this 
condition? M.D., West Virginia. 

Answer.— Pain over the head of the second metatar¬ 
sal is a symptom that can be due to many causes. The 
most common cause is foot strain with flatfoot (pes 
planovalgus), which in turn causes undue pressure on 
the head of the second metatarsal bone. It could be 
due to a more unusual cause such as osteochondrosis 
of the head of the metatarsal bone (Freiburg’s disease 
or Kohler’s disease). It could be due to arthritis or 
bursitis in this area. The digital nerve could be im¬ 
pinged and involved with a neurofibroma. If the pain 
in this case is due to undue pressure, then to ac¬ 
complish a cure it would be necessary to correct the 
accompanying flatfoot as well as to relieve the pres¬ 
sure. Removal of the pressure by simply putting a pad 
of felt or sponge rubber just proximal to the metatarsal 
head may relieve the symptom. Attaching a traverse 
bar to the shoe just proximal to the metatarsal head 
has often given relief. The outside and inside cor¬ 
rection can be combined. Symptomatic relief may lead 
to delay in getting rid of the causative factor. 

PARKINSONISM 

To the Editor:—A 48-year-old photographer has pain 
in both hands and in some hand joints. There is 
rigidity, more manifest in the morning, in the right 
thumb and index and middle fingers. He cannot 
write, put on clothes, or hold papers. He also has 
had twitchings of the head and a tremor in his 
fingers. The patient has been given a diagnosis of 
Parkinsonism and the following drugs are being 
given: Artane, Benadryl, capsules of belladonna 
alkaloids, phenobarbital, and pyridoxine given par- 
enterally and orally. Could this be Parkinsonism, 
rheumatoid arthritis, or some other disease? What 
is the suggested treatment? M.D., Peru. 

Answer.— Muscular rigidity and tremor of the hands 
are common presenting complaints in Parkinson’s 
syndrome. The rigidity is characterized by a “cog 
wheel” quality, which diminishes the speed and rang-'' 
of motion in the effected extremities. Frequently it is 
manifested clinically by difficulty in writing and in 
buttoning clothes. Pain is less frequent as a presenting 
complaint, although it may occur secondarily to the 
muscular rigidity. Assuming that this patient has 
Parkinsonism, treatment will be, at best, ameliorative. 
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The prevention of progressive disability depends in 
part on the patient’s ability and desire to be active. 
Specific exercises prescribed by the physician will 
prevent contractures and increase the speed and 
range of motion. Palliative medicaments include the 
belladonna group of drugs and the synthetic anti- 
spasmodic groups, such as trihexyphenidyl (Artane) 
hydrochloride and cycrimine (Pagitane) hydrochlo¬ 
ride. Dosage must be individualized, as the level of 
tolerance varies with each patient. Surgical treatment 
for Parkinsonism is recommended by some, but the 
final place of surgery in the treatment of this disease 
is still uncertain. Finally, the continued performance 
of the ordinary tasks of daily living is of paramount 
importance if the patient with Parkinsonism is to avoid 
or postpone total disability. 

TREATMENT OF SHOCK 

DUE TO MYOCARDIAL INFARCTION 

To the Editor:— Levarterenol (Levophed) is some¬ 
times used for many days in the treatment of shock 
due to myocardial infarction. Its action is potenti¬ 
ated by steroid therapy, which sensitizes the small 
splanchnic vessels to the action of arterenol (Kur¬ 
land and Freedberg, cited by Siglin: A. M. A. Arch. 
Int. Med 98:372 [Sept.] 1956). An ampul of 100 mg. 
of hydrocortisone, diluted to 1,000 cc. with 5% glu¬ 
cose solution, might be given. Is there any objection 
to adding the arterenol to hydrocortisone solution 
and administering them simultaneously in the same 
container? 

M.D., Pennsylvania. 

Answer.— Levarterenol (Levophed) has proved to 
be the most potent and effective vasopressor for the 
treatment of hypotension and shock following acute 
myocardial infarction. In the great majority of in¬ 
stances the blood pressure rises promptly after the 
institution of this therapy. There is no doubt that 
adrenal cortical hormones “condition” the smaller 
blood vessels for the vasoconstrictor response to levar¬ 
terenol. In the adrenalectomized animal this vaso¬ 
constrictor response is rapidly lost, and it is restored 
by the administration of corticoids (Fritz and Levine: 
Am. }. Physiol. 165:456, 1951. Ramey, Goldstein, and 
Levine: Am. J. Physiol. 165:450, 1951). It has previ¬ 
ously been suggested (Miller and others: ]. A. M. A. 
152:1198 [July 25] 1953), in the light of these animal 
experiments, that adrenal cortical hormones might 
facilitate a vasopressor response when levarterenol 
alone is ineffective. Hydrocortisone has been used 
in those patients who have not shown a pressor re¬ 
sponse to levarterenol alone, and in general the results 
have been most disappointing. It is suggested that 
hydrocortisone not be used unless it has first been 
shown that the levarterenol solution alone does not 
achieve die desired rise in blood pressure. There ap¬ 
pears to be no contraindication to die mixture of levar¬ 
terenol and hydrocortisone. It is to be noted, however, 
diat 100 mg. of hydrocortisone in each bottle of levar¬ 
terenol solution administered in the usual way would 
rapidly represent a very substantial dosage of hydro¬ 
cortisone. 


ADDICTION TO DEXEDRINE 
To the Editor:— A 47-year-old chemist complained of 
tiring easily, loss of appetite, slight loss of weight, 
poor sleep, and nervousness. He smokes 20 to 25 
cigarettes daily, drinks little coffee, and uses little 
alcohol. X-ray of chest shows emphysema and fibro¬ 
sis (mild, chronic cough). Three months ago the 
patient was put on therapy with Spansules of Dexe- 
drine, 12 mg.; he felt •better immediately and con¬ 
tinues to feel fine provided he takes one or, on stren¬ 
uous days, two Spansules. As soon as he stops taking 
Dexedrine for a day he feels very tired, is nervous, 
and is almost unable to work. This patient seems to 
develop an addiction to Dexedrine. I explained the 
situation to him, and he understands my reluctance 
to give him a constantly increasing supply. What 
will happen if this man continues taking Dexedrine 
in a high dose? What can I do to break the habit? 

M.D., Ohio. 

Answer.— Addiction to Dexedrine does occur. Symp¬ 
toms of chronic Dexedrine intoxication include ano¬ 
rexia, loss of weight, palpitations, insomnia, restiess- 
ness, delusions, and hallucinations. Tolerance to the 
drug may develop fairly rapidly, but physical depend¬ 
ence is seldom pronounced, hence abstinence symp¬ 
toms are mild, usually consisting only of sleepiness 
and apathy. Treatment of addiction consists of abrupt 
withdrawal of the drug, sedation if central stimulatory 
effects are pronounced, and psychotherapy. 

ITCHING AFTER A SHOWER 
To the Editor:— This is in reference to a query re¬ 
garding “Itching After a Shower” (The Journal, 
Oct. 27, 1956, page 939). In my experience this 
should, immediately direct attention to the possi¬ 
bility of polycythemia vera. Severe itching after a 
shower or a tub bath occurs in at least half the 
patients with polycythemia vera. This symptom is 
often so severe that the patient dreads taking baths 
and may even give them up altogether, relying on 
sponge baths for cleanliness. Polycythemia vera 
often goes undiagnosed for years, so that, in the 
patient in question, a blood cell count would not 
be amiss. William Dameshek, M.D. 

New England Center Hospital 
Boston. 

To the Editor:— 7 wish to call attention to a possible 
omission in the reply of your consultant concerning 
the diagnostic implication of pruritus after the tak¬ 
ing of a bath, even a cool or a cold one, in The 
Journal, Oct. 27, 1956, page 939. The rare but 
highly important possibility of polycythemia vera 
(essential erythremia) has not been mentioned. Sec¬ 
ondary polycythemia (erythrocytosis) does not cause 
this curious symptom—a fact mentioned in Win- 
trobe’s “Clinical Hematology.” While the explana¬ 
tion of this curious phenomenon is unknown, its 
existence is firmly established. Would not the term 
“postbalneic pruritus” be appropriate to designate 
this curious phenomenon? 

Mardoqueo I. Salomon, M.D. 

1450 Bryant Ave. 

Bronx, N. Y. 
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<r Washington News » 


Record Number of Bills Introduced • • 

A. M. A. Meeting Planned on Salk Vaccine • • 
Defense Sees Drop in Doctor Replacements • • 

Pilot Study on Health Survey Begins • • 

Joint Blood Council Launches Survey • • 

VA Reducing Hometown Care Paper Work • • 

OVER 2,000 BILLS INTRODUCED 

Bills introduced the opening days of Congress set a 
new mark in numbers, but otherwise there are few 
measures that could be called trail blazers. This is 
particularly true of health and welfare bills. Many of 
the familiar bills of last year and the year before were 
introduced in the House on Jan. 3. By the time the 
clerks had finished numbering the bills from the first- 
day rush, they totaled over 2,000. 

Bearing the same numbers they have had for the 
past several congresses, new Jenkins-Keogh bills were 
introduced by the Ohio Republican and the New York 
Democrat. They provide for tax deferment of money 
paid into annuity plans; a major change from previous 
proposals is a provision for withdrawal of funds in ad¬ 
vance of age 65 upon payment of a tax penalty. 

Of all proposals in the opening days of the 85th 
Congress, changes in the much-amended social security 
act led all the rest. They included tire elimination of 
the age 50 cutoff for permanently and totally disabled 
persons receiving social security payments. (When 
this proposal was being debated in the last session, 
opponents of disability payments warned that age 50 
was just an arbitrary figure that would soon be low¬ 
ered. ) Other bills this time would lower the retirement 
age for men and further drop the retirement age for 
women, which was lowered last year to age 62. 

There also were familiar measures for (1) income 
tax deductions for money paid for health insurance, 
(2) military medical scholarships to encourage careers 
in the services, (3) establishment of federal agencies 
and commissions for the aged and the physically handi¬ 
capped, (4) raising the status of the Federal Civil De¬ 
fense Administration, (5) numerous veterans benefits 
ranging from increased pensions to presumption of 
service connection for certain diseases showing up 
long after discharge, and (6) tightening up the ad¬ 
mission procedures for non-service-connected ailments 
of veterans. 

One of tire new health bills introduced at the outset 
would authorize the secretary of Health, Education, 
and Welfare to make 3% government loans to nonprofit 
hospitals to permit them to expand or add ancillary 
facilities. The money could be repaid over a long peri¬ 
od. The sponsor, Representative Poage (D., Texas), 
„ said the bill would allow institutions that did not seek 
Hill-Burton grant money but preferred loans to move 
ahead with their expansion plans. 

The administration’s health plans are still to be 
spelled out in great detail; bills implementing the vari¬ 
ous aspects are expected to come later. Secretary 


From the Washington Office of the American Medical Asso¬ 
ciation. 


Folsom has indicated that requests will include federal 
grants for building more classrooms in medical schools, 
step-up of federal-state vocational rehabilitation pro¬ 
grams, more funds for Indian health care, and in¬ 
creased research in basic causes of poverty and de¬ 
pendency. 

CAMPAIGN FOR GREATER USE OF 
SALK VACCINE 

Under sponsorship of the American Medical Associ¬ 
ation, a group of federal officials and medical leaders 
will meet Jan. 26 to organize a campaign to stimulate 
doctors at stafe and county levels to greater use of 
Salk poliomyelitis vaccine. The meeting, to be held in 
Chicago, is the outgrowth of a preliminary session 
held in Washington early in January. • 

The plan is to have the educational campaign well 
under way by early February' and to concentrate the 
inoculations in March, April, and May. At the Chicago 
meeting representatives of a number of states where 
Salk vaccine has had wide acceptance will explain 
their operations. 

In addition to officials prominent in the Salk vaccine 
program, invited to attend will be the president of 
every state medical society. While the effort will be 
medically directed, the cooperation and assistance of 
other groups will be enlisted as widely as possible. 

Participating in the Washington meeting were Drs. 
Julian P. Price, Chairman of the A. M. A. Committee 
on Poliomyelitis Vaccine; Leroy Burney, U. S. surgeon 
general; E. H. Christopherson, executive secretary of 
the American Academy of General Practice; Edgar 
Martmer, president of the American Academy of Pedi¬ 
atrics; A. C. Offutt, Association of State and Territorial 
Health Officers; Malcolm Phelps, president of the 
American Academy of General Practice; S. F. Ravenel, 
a general practitioner from North Carolina; Thomas H. 
Alphin, director of the A. M. A. Washington Office; 
Cyrus H. Maxwell, assistant director; Jack Lee, execu¬ 
tive secretary of the Dade County (Florida) Medical 
Association; Leo Brown, A. M. A. Director of Public 
Relations; and Stewart Hunter, public relations head 
for the Public Health Service. 


REPLACEMENT REQUIREMENTS 
FOR DOCTORS 

Because Defense Department efforts to make mili¬ 
tary medicine more attractive are beginnig to bear 
fruit, officials now expect two improvements in the 
doctor procurement picture “within a very few years.” 
There already has been a substantial reduction in 
replacement requirements for doctors in uniform, 
and at the same time the prospect is for elimination 
of the “peak” and “valley” years that have seen require¬ 
ments double in less than two years. 

The Defense Department attributes the more hope¬ 
ful picture to the success of three programs: (1) the 
senior medical student program, by which additional 
years of service are obtained beyond tire two years 
of draft liability; (2) the career incentive legislation, 



22 

which has resulted in more physicians remaining on 
duty for longer periods and in a reduction in resigna¬ 
tions; and (3) the military intern and residency 
training programs, which result in obtaining additional 
years of active duty from more physicians. Defense 
officials revealed the trends, but said they were unable 
at this time to cite specific numbers. 


NATIONWIDE SURVEY OF SICKNESS 

To assist in developing a questionnaire for a nation¬ 
wide survey of sickness, the Public Health Service on 
Jan. 28 will start a pilot study of households in Char¬ 
lotte, N. C. Experience at Charlotte also will serve as 
a pretest of field procedures for the larger survey that 
is scheduled to start in May. 

Data to be collected in house-to-house interviews 
will include number, age, sex, and occupation of 
persons suffering from disease, injuries, or handicap¬ 
ping conditions; medical care received; length of time 
these people have been kept from their usual occupa¬ 
tions or activities; and economic and other impacts of 
their conditions. 

The nationwide survey was authorized by the last 
Congress. It provides for continuing annual surveys 
and special studies to determine the extent of illness 
and disability and to gather related information. The 
Census Bureau will do the interviewing for the Public 
Health Service. 


JOINT BLOOD COUNCIL SURVEY 

To gather exact information on the usage of blood 
and sources of blood supply, the Joint Blood Council 
is conducting a nationwide postal survey, contacting 
more than 9,500 institutions. The list includes 6,000 
that at any time have been supplied with blood by the 
Red Cross. The director, Dr. Frank E. Wilson, esti¬ 
mates that all cards will have been mailed out by the 
middle of February. 

The council also is preparing to start, on March 1, 
a two-year intensive study of blood bank operations, 
operating on a $50,000 federal grant. While not a part 
of this research project, the post card survey will de¬ 
velop a great deal of preliminary information that 
will be useful in the later study. 


NEW SYSTEM FOR VA HOMETOWN 
CARE PAPER WORK 

The Veterans Administration is inaugurating a 
system that it believes will reduce paper work involved 
in the hometown care of veterans requiring long-term 
outpatient treatment. The VA. says the simplified 
operation will save time for private doctors and time 
and supplies for the VA. 

The new operation went into effect in most parts 
of the United States on Jan. I but will not be applied 
until next July 1 in eight states—Michigan, California, 
Colorado, North Carolina, Oregon, South Dakota, 
Washington, and Wisconsin. Patients are being select¬ 
ed individually for the system. The VA estimates that 
40,000 physicians and 637,000 patients will be involved. 
Some of the more important changes are as follows: 
1. Doctors treating selected patients will not have to 
submit monthly requests to continue but will receive 
authorizations from the VA for treatment for up to one 
year, and three-month reports to the VA will replace 


J.A.M.A., January 19, 193 - 

one-month reports. 2. Doctors may submit monthly 
bills to the VA on their own letterheads, rather than 
on VA forms. 3. Certain veterans in the hometown 
care program who must travel to specialists will receive 
travel authorizations to cover the entire period of 
treatment and may discontinue application for monthly 
travel authorization. 

Veterans eligible for inclusion under the new pro¬ 
gram are those already receiving hometown treatment 
for service-connected disabilities requiring long-term 
care, such as diabetes, chronic chest conditions 
gastrointestinal and vascular diseases, and neurologi¬ 
cal conditions. 


DR. COGGESHALL RETURNS TO UNIVERSITY 

Dr. Lowell T. Coggeshall leaves the post of Special 
Assistant to the Secretary of HEW with the com¬ 
mendation of Secretary Folsom that he has dc.; 
“splendid work on behalf of the American people.’ 
Dr. Coggeshall is returning to the University of Chi¬ 
cago as dean of the division of biological sciences. 

Succeeding Dr. Coggeshall is Dr. Aims C. McGuin- 
ness, whose background includes positions as director 
of Children’s Hospital, Philadelphia, for three years; 
associate professor of pediatrics at the University ol 
Pennsylvania School of Medicine; dean of the Pennsyl¬ 
vania Graduate School of Medicine; and clinical di¬ 
rector of the United Mine Workers Welfare and 
Retirement Fund hospitals. He received the Legion 
of Merit for his work as assistant administrator of the 
Army Epidemiological Board in World War II. Dr 
McGuinness will be Secretary Folsom’s principal ad¬ 
viser on health legislation and on relations with the 
medical profession. 


MISCELLANY 

The Interservice Committee that has been working 
on Medicare is disbanded; from now on the four sur¬ 
geon generals (military and PHS) null supervise the 
program in government facilities, and Major Gen- 
Paul Robinson’s office will be in charge of the private 
care phase. Dr. Frank Berry, Assistant Secretary 0 
Defense for Health and Medicine, will coordinate. 
Major Gen. David N. W. Grant, retired, head of An 
Force medical services in World War II, is now serving 
as medical officer at a Hungarian refugee camp ® 
Austria. . . . Dr. Sam T. Gibson has been appoints 
senior medical officer of the American Red Cross. Dr- 
Gibson, formerly blood program director of the organi¬ 
zation, will be responsible for the formulation 0 
medical policies of the Red Cross.... Federal Civil 
fense authorities are planning a stand-by procedure tor 
handling narcotics for medical use during an emer¬ 
gency. . . . The Army is reassuring medical and den a 
student-reservists that a recent alert sent them is 10 
tine, is not associated with any particular interna 1 h® 
development, and is “no cause for alarm.’ • • • „ 
U. S. Atomic Energy Commission has awarde ■ 
research contracts in medicine, biology, biophy® 1 
and radiation instrumentation.... The Food and Dr! 
Administration has begun a continuous survey 
selected staple foods for radioactivity. The P r °8jy. 
will determine “background radioactivity', then m 
tor these foods for changes. .. . Paddy Chayefsky' 
collaborate with the American Psychiatric Associa 
in a television series this year. 
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EARLY DIAGNOSIS OF CARCINOMA OF THE STOMACH 

Hu C. Myers, M.D., Philippi, W. Va. 


Carcinoma of the stomach remains one of the major 
problems in medicine today, in spite of the fact that 
tremendous strides have been made in diagnosis and 
management of this disease. Accurate figures are not 
-— available for tlie early part of the century or for the 
last two years, but a fairly accurate comparison can 
be made. In 1903 the National Office of Vital Statistics 
reported a death rate of 25.1 per 100,000 population 
from carcinoma of the stomach and liver. Fifty years 
later, in 1953, it reported a death rate of 21.4 from the 
same diseases. If we allow for an increase in accuracy 
in diagnosis in recent years, this could not be con¬ 
sidered a significant decrease in mortality. The 1953 
figure is divided into 14.8 for carcinoma of the stomach 
and 6.6 for carcinoma of the liver. If the same mor¬ 
tality rate prevails, over 23,000 deaths can be pre¬ 
dicted in the United States from carcinoma of the 
stomach in 1956. The means are available to reduce 
this toll of lives, but as yet too little seems to have 
been done on a wide scale to take advantage of im¬ 
provements in diagnosis and therapy. This appears to 
be caused by a widespread fatalistic attitude toward 
cancer of the stomach by a large number of laymen 
and physicians alike. 

Method of Study 

An attempt to discover the source of the cause of the 
continuing high mortality from carcinoma of the 
stomach led me to make an analysis of the cases seen 
in die Broaddus Hospital over the last 20 years. The 
cases of untreated patients as well as those of the 
treated ones were studied. The total number was 106. 
Sixty-five per cent of the cases were inoperable when 
first seen. Some of the patients were even in a mori¬ 
bund state and died a short time after admission to 
the hospital. Other cases were so advanced that the 
patients could be treated only by palliative operations 
_ . such as gastroenterostomy or gastrostomy or by irradi¬ 
ation (x-ray therapy or radioactive cobalt teletherapy). 
In some cases only exploration and biopsy was done, 
when the lesion was not obstructive in type and when 
widespread metastasis or extension to adjacent organs 
had occurred. 


• Anaylsis of the histories of 7 06 patients with car¬ 
cinoma of the stomach showed that the early symp¬ 
toms (especially flatulence and anorexia) often 
preceded the epigastric pain that brought the patient 
to the physician. The disease progresses so fast that 
the emphasis in the future will have to be on the vague 
early symptoms. A patient over 40 in whom anorexia, 
gas, fulness, and indigestion have persisted longer 
than a week requires thorough examination. If an 
inconclusive filling defect is found in the first series 
of roentgenograms, he should not be allowed to 
wait longer than five days before he is reexamined. 
In the cases here studied the average time from the 
development of symptoms until inoperability was 
proved was 6.6 months. 


The operative rate for all years was 63% and for the 
past five years, 90%. The resection rate for all years 
was 35% and for the past five years, 61%. There were 
37 gastrectomies. The mortality rate for all resections 
was 11%, and for the past five years there was no 
mortality. To calculate the five-year survival rate, I 
used all cases seen from 1936 through 1950. During 
that period there were 17 gastric resections. Six pa¬ 
tients lived longer than five years, making an over-all 
five-year survival rate of 9%. When the patients in 
whom gastrectomy was done were considered alone, 
the five-year survival rate was 35%. When those in 
whom the neoplasm was grossly confined to the 
stomach were considered alone, the five-year survival 
rate was 66%. From this projection it soon becomes 
apparent that an opportunity for marked improve¬ 
ment in results is offered by diagnosis and resection 
before the carcinoma has spread beyond the stomach. 

Most writers on the subject of carcinoma of the 
stomach have stressed early diagnosis as the first re¬ 
quirement for cure, but they do not define the term 
early. Does it mean a day, a week, a month, or a year? 
How much time is available for making a positive 
diagnosis? How soon are patients being seen by a 
physician, and how soon are they being subjected to 
gastrectomy? An answer to these questions was sought 
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in this study. All of the necessary information was not 
available on every patient, and some cases, therefore, 
could not be used in every phase of the analysis. How¬ 
ever, every patient who had a gastric resection more 
than five years ago was included; each of these pa¬ 
tients has been traced and his present status is known. 

Natural History of the Disease 

An interesting finding, which helped to answer 
some of the questions about early diagnosis, was the 
histories of 26 patients who had refused treatment, or 
who had not been treated for some other reason, and 



Stages of carcinoma of the stomach in the 6.6-month period 
(average time from development of symptoms until inoperability 
was proved). Left, during first 2.2-month period the disease was 
localized to stomach wall (operable). Center, during second 
2.2-month period metastasis occurs to the regional nodes (doubt¬ 
ful). Right, in last 2.2-month period widespread metastases 
(inoperable). 

whose records were complete enough for analysis. The 
date of onset of symptoms, the date of death, and the 
date when each case was proved inoperable because 
of widespread metastasis was recorded in each in¬ 
stance. The length of life after onset of die initial 
symptoms in these cases ranged from 1 to 27 months. 
The median was 10 months, and the average was 10.5 
months. In analyzing the cases that fall in the 46 to 54 
percentile range, I found that the average time from 
the development of symptoms until inoperability was 
proved (by exploratory laparotomy or other evidence 
of widespread metastasis) was 6.6 months. An attempt 
was made to deduce from these data conclusions that 
would indicate the natural history of the disease. Dur¬ 
ing the first part of the 6.6 months the disease is usual¬ 
ly localized to the stomach wall (as shown by many 
reported five-year survivals in this stage *) and is, there¬ 
fore, curable by gastric resection. Following the cur¬ 
able period metastasis occurs to the regional nodes, 
but in some instances the disease remains completely 
resectable and, therefore, still curable. In the latter 
part of the 6.6 months there are widespread metastases, 
and the condition becomes completely incurable (see 
figure). 

There is no way to determine the exact length of 
these three periods, but, since the growth of carcinoma 
of the stomach is fairly constant after the onset of 
symptoms, it seems safe to assume that the periods 
would be approximately of equal length, or 2.2 months 
each. It is recognized that this deduction can produce 
only approximate figures and also that the length of 
these periods will vary with each patient and with the 
grade of malignancy of the tumor; however, this de¬ 
duction gives us working figures that should be useful 
in lay and professional education. 

In this series of cases, then, the length of time after 
symptoms appeared until the carcinoma of the stom¬ 
ach was incurable was very short. This gives emphasis 
to the need for a prompt and vigorous attack on the 
problem of early diagnosis. The members of our tumor 
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clinic had recognized this several years ago, and, while 
formerly we would wait a month to repeat the x-ray 
studies in doubtful cases, we reduced the time to two 
weeks, then to one week, and finally settled on five 
days as being the maximum time that we should wait 
to check questionable gastric deformities. At the 
present time, if the stomach presents a filling defect in 
the first series of roentgenograms but a definite 
carcinoma does not appear, we give anticholinergic 
drugs in adequate doses and check the area carefully 
five days later. If the defect is still present, an explora¬ 
tory operation is advised without further delay. 

Recognition of Early Symptoms 

In nine of the patients, the curable time after the 
development of symptoms was so short as to be almost 
nonexistent (35% of patients lived six months or less 
from the onset of symptoms). This corresponds closely 
with the 37% of pathological specimens showing; 
undifferentiated carcinoma of the stomach in the 
specimens examined by our pathologist since 1947. Pre¬ 
sumably, most of these patients, who lived six months 
or less, had anaplastic carcinoma, although some may 
have died from pyloric obstruction. The symptoms 
that were found in the records of these patients are 
listed in the table. The five most common symptoms 
were loss of appetite, gas, nausea, epigastric pain, and 
loss of weight. The term indigestion was used in de¬ 
scribing their symptoms by only 37% of these patients. 

An attempt was made to determine the first symp¬ 
tom that the patient had, but all of the records were 
not discriminative in that regard. By far tire most 
frequently given initial symptom was epigastric pain. 
Some of these patients have subsequently been asked 
again about their first symptoms, and almost invari¬ 
ably they state that there was an interval in which 
there was indigestion, loss of appetite, fulness, gas, or 
other vague symptom or group of symptoms for a 
period of time before the pain began. In analyzing 
these contradictory statements the conclusion was 


Symptoms as Given by 106 Patients with Carcinoma 
of the Stomach 


Early Symptoms No. 

Gas . 72 

Loss of appetite . 68 

iDdigestlon . 40 

Fulness in epigastrium . 29 


Late Symptoms 

Loss of weight . 

Epigastric pain ........ 

Nausea . 

Vomiting . 

Anemia .. 

Tumor (felt by patient) 

Melena .. 

Dysphagia .. 

Hematemesis . 


No. 

73 

70 

W 

61 

43 

33 

, 20 
10 


reached that pain, when it arrived, so overshadowed 
the minor symptoms that preceded it that the patient 
disregarded his previous minor complaints when giv¬ 
ing the history. It is significant to note that, of the six 
patients in this series who survived over five years 
after gastric resection, only one complained of epi¬ 
gastric pain. The others had minor symptoms only. 
This fact further stressed the need for detecting the 
neoplasm in its early stages. 

Until a practical method of screening is developed, 
early diagnosis will depend upon the importance that 
laymen and physicians place on vague symptoms, such 
as anorexia, gas, fulness, and indigestion, that appear 
in patients over 40 years of age and that persist more 
than a week. The final diagnosis must be made, of 
course, by x-ray examination, gastric analysis, gastro- 
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scopy, exfoliative cytology, examination of the stools 
for blood, and, in some cases, exploratory laparotomy; 
however, these examinations will seldom be done 
early unless we heed the initial warnings of cancer, 
which are always vague. The early symptoms are the 
stones that make the foundation on which the house 
of diagnosis and management is built; without the 
foundation, there can be no house. 

In the study, I also became interested in determin¬ 
ing what progress was being made in early diagnosis 
in this rural area of West Virginia. To secure compara¬ 
tive figures, the cases were divided into two groups: 

(1) those patients seen in the period 1936 to 1945 and 

(2) those patients coming for examination between 
1946 and 1955. Delay was also divided into two parts: 
(1) failure of the patient to go to a physician for one 
month after the development of symptoms and (2) 
delay of one month between examination and opera¬ 
tion. The first is patient delay. The second may be 
physician delay, patient delay, or a combination delay. 
The results of the analysis show a creditable decline 
in delay before examination, from 77% in the first 
10-year period to 40% in the second period. The 
American Cancer Society, the press, radio, television, 
and the participating physicians can take pride in this 
achievement, but the figures show that there is still 
need for further lay education. 

Delay after examination decreased from 88% in the 
1936-1945 period to 54% in the 1946-1955 period. This 
also is a notable achievement; however, a delay of 
54% points to the need for a more vigorous approach 
to the problem of prompt diagnosis and prompt action, 
since gastric resection is the only hope of cure and 
since the operation must be performed in the short 
period before distant metastasis has occurred. 


Summary and Conclusions 

The mortality rate for carcinoma of the stomach has 
decreased little in the United States in the past 50 
years. High five-year survival rates (over 50%) have 
been reported by many surgeons in cases where the 
neoplasm is confined to the stomach and adjacent 
lymph nodes. The chief deterrent to cure is delay in 
diagnosis. The main reason for delay in diagnosis is 
that patients and even physicians frequently fail to 
take seriously the early symptoms of carcinoma of the 
stomach (loss of appetite, indigestion, gas, and fulness). 
The natural course of carcinoma of the stomach is 
progressive and fairly rapid. The median time for 
making a diagnosis after the onset of symptoms and 
before metastasis had occurred was found to be ap¬ 
proximately 2.2 months. Because the time for making 
a diagnosis in the curable period is so short, more edu¬ 
cational effort is needed to persuade the laity to seek 
examination promptly and to stimulate physicians to 
spare no effort in having operations performed with¬ 
out delay. 

112 N. Woods St. 

Statistics on death rate secured by West Virginia State De¬ 
partment of Health, Bureau of Cancer Control, and Statistical 
Research Section, American Cancer Society. 
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A PRACTICAL APPROACH TO EXTERNAL OTITIS 

Eldon T. Perry, M.D., Philadelphia 


In the past, many physicians have been inclined to 
refer to any dermatitis of the external auditory canal 
of the human being as otitis externa. This diagnosis 
has served as a cloak for a certain lack of diagnostic 
insight. It has stifled any comprehensive consideration 
of the etiology of the individual case, and it has pro¬ 
duced stereotyped treatment, with indifferent thera¬ 
peutic results. Indeed, many of the investigations of 
the etiology of otitis externa have consisted of attempts 
to find one etiological agent that could be held respon¬ 
sible for all instances of the disorder. Actually, derma¬ 
titis of the external auditory canal probably has as 
many different causes as has dermatitis of the hands, 
of the feet, or of any other anatomic area that might 
he named. The variety of the clinical pictures seen in 
patients with external otitis testifies to the probability 
that the etiological agents are manifold and diverse. 
Earlier investigators, such as Gill, 1 Senturia and Mar- 
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• An individual case of external otitis should not be 
considered to be idiopathic until it has been shown 
that a definitive diagnosis cannot be made. Establish¬ 
ment of an etiological diagnosis can be facilitated 
by clues derived from a careful history (e.g., derma¬ 
titis of other areasI and extensive clinical and labora¬ 
tory examination (e.g., biopsy, if indicated). A derma¬ 
titis of the external auditory canal can represent the 
first manifestation of a systemic disease. Therapeutic 
success often depends on the physician's ability to 
interpret the anamnestic, clinical, and laboratory 
findings. 


cus," and McLaurin, 3 have recognized the tremendous 
scope of possible etiological agents operating to pro¬ 
duce external otitis. As a result of their insight, it is 
now possible to formulate a practical approach to the 
investigation of the individual case. 

History and Clinical Examination 

A carefully taken history may provide innumerable 
clues in the search for etiological agents. One should 
be particularly concerned with (1) the duration of 
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the eruption; (2) the presence or absence of symp¬ 
toms, particularly pruritus; and (3) any tendency 
toward remission or exacerbation. One should inquire 
about dermatitis in other areas. If it has been present 
and subsequently cleared up, one should inquire as to 
how it looked, what symptoms it presented, and, if 
treated, what diagnosis was made. If the eruption has 
been intermittent, special notice should be taken of 
any temporal relationship between remissions and 
exacerbations of the eruption in the ear and remissions 
and exacerbations of tire skin disease elsewhere. 

Having made sufficient inquiries into the condition 
of the skin, one should search for a history of symp¬ 
toms arising from the middle ear, nose, throat, or teeth. 
It is significant to discover that a patient with external 
otitis has previously suffered with, or presently suf¬ 
fers, otitis media, sinusitis, recurrent sore throats, or 
dental caries. Headaches or pains that radiate either 
preauricularly or postauricularly may be related to 
the external otitis. It is possible that a certain propor¬ 
tion of the cases of external otitis are actually precipi¬ 
tated by referred pain or itching from nearby structures 
that are diseased. To complete the history, due con¬ 
sideration must be given to die patient’s general 
health, and any clues as to the cause of die dermatitis 
that may arise must be followed. 



Fig. 1.—A, scaly, pruritic idiopathic external otitis. There was 
no indication of the actual diagnosis until the physician examined 
the retroauricular fold. B, Assuring, scaling, and a serous exudate 
in the retroauricular fold, producing a picture typical of sebor¬ 
rheic dermatitis. 

Examination of Skin.—With a few exceptions, it is 
not possible to determine the etiology of the disease 
by visual examination of the diseased external auditory 
canal. However, such an examination may reveal 
much, even to the extent of disclosing clues that set 
the tenor for the remainder of the investigation. The 
most important observation concerns the general char¬ 
acter of the eruption. Is it acutely inflamed, with 
erythema and edema, or is it dry and scaly, suggesting 
a chronic condition? The picture of an acute eruption 
suggests such diagnoses as contact dermatitis, which 
sometimes is the result of overtreatment of a skin dis¬ 
order; infectious eczematoid dermatitis, which may 
result from a draining otitis media; or a bacterial in¬ 
fection, such as one of the pyodermas or furunculosis. 
Psoriasis, chronic discoid lupus erythematosus, neuro¬ 
dermatitis, or asteatosis (dry skin) are apt to produce 
a picture of chronic dermatosis. Seborrheic dermatitis 
may result in either an acute or a chronic dermatosis. 
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If there are discrete lesions, special note must be taken 
of the primary lesion. One should also look for excori- 
ations and lichenification, which indicate that the pa¬ 
tient has been scratching the area; oozing and crusting; 
fissures; hyperemia or erythema; or plugging of the 
follicles. 



Fig. 2.—A, scaly, mildly pruritic nonspecific external otitis. 
B, typical plaque of psoriasis found on the patient’s knee. This 
finding led to the diagnosis of psoriasis of the external auditory 
canal. 

The pinna and the preauricular and postauricular 
tissues should be inspected (fig. 1). Finally, it is im¬ 
possible to make a diagnosis of idiopathic external 
otitis without a thorough examination of the entire 
integument of the patient in an attempt to find con¬ 
comitant lesions of the skin elsewhere. In some in¬ 
stances, the diagnosis of the dermatitis of the ear canal 
is readily disclosed by the discovery of pathognomonic 
lesions on the skin of the trunk or extremities, in the 
scalp, or on the face, or when diagnostic changes are 
noted in the hair, nails, or mucous membranes (fig. 
2-4). In other instances, even though lesions are found 
elsewhere, they may be only suggestive, of no help, 
or obviously unrelated to tire disease process in the 



Fig. 3.—A, erythema, scaliness, and excoriations in ear canal, 
producing a clinical picture of idiopathic external otitis. B, 
lichenification and excoriation of the antecubital space. This 
finding, along with a similar condition of the popliteal space and 
a history of eczema since early childhood, revealed that the con¬ 
dition was atopic dermatitis. 

ear canal. At any rate, having discovered concomitant 
involvement of the integumentary system elsewhere, 
one is obligated to evaluate it fully in order to gain 
any diagnostic insight that may be forthcoming. 
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Examination of Ear , Nose, Throat, and Teeth.—In 
some instances, particularly in children, external otitis 
may assume the clinical characteristics of infectious 
eczematoid dermatitis secondary to a draining otitis 
media. Infectious eczematoid dermatitis appears clini¬ 
cally as an eczematization of skin that is continually 



Fig. 4.—Idiopathic external otitis with atrophy of the skin. 
Despite the clinical evidence of atrophy, the lesions in the ear 
canal, A, were not characteristic of chronic discoid lupus erythe¬ 
matosus. B, a well-demarcated, erythematous plaque with follic¬ 
ular plugging and atrophy on the cheek. This finding led to the 
diagnosis. 

or intermittently bathed in a purulent exudate orginat- 
ing in a nearby focus of infection. Ordinarily an 
examination of die tympanic membrane will rule out 
disease of the middle ear. The nose and throat must 
be examined, and, when indicated, x-rays of the para¬ 
nasal sinuses should be taken. If the condition of the 
teeth is questionable, it is advisable to seek the counsel 
of a dentist for evaluation and treatment of them. Dis¬ 
ease of any of these structures might serve as a focus 
of infection or as a source of pain referred to the ear 
canal. It is conceivable that die referred sensation 
might be interpreted as itching, thus initiating the 
itch-scratch syndrome so well known to dermatolo¬ 
gists. The resultant scratching would produce marked 
damage to the canal wall, giving the clinical picture 
of neurodermatids. In the last analysis, if disease is 
found in the ear, nose, throat, and/or teedi, dierapy 
must be instituted. 

Examinations for Micro-organisms .—Many of the 
investigators who have studied external otitis have 
stressed die role played by micro-organisms in its 
production. For many decades fungi were diought to 
be the predominant cause, and the terms otomycosis 
and otitis externa were used synonomously. Subse¬ 
quently the popularity of this concept waned, and 
Pseudomonas aeruginosa was considered by some to 
be the most common etiological micro-organism. In 
our laboratory at the University of Pennsylvania 
School of Medicine, the ear canals of seven volunteers, 
including one man with a dry, scaling external otitis, 
were liberally seeded with a virulent strain of Ps. 
aeruginosa. When cultures of diese canals were taken 
one week later, we were unable, in every case, to 
recover the organisms. 4 Its failure to grow, despite the 
fact that these ears were untouched and unwashed 
during the experiment, suggests that, at least without 
the aid of concomitant secondary etiological factors, 
this bacterium is not likely to be a very important 
factor in the production of external otitis. 


There is no way of knowing what percentage of the 
cases of external otitis are due to micro-organisms. 
Undoubtedly it varies with geographical location and 
with tire season of the year. Bacterial cultures have a 
definite place in the study of the individual case. On 
the other hand, the value of fungus studies, at least 
in temperate climates, is equivocal. In all these studies, 
the greatest difficulty arises in interpreting the rela¬ 
tionship between the organism and tire disease process 
once the presence of tire former has been established. 
The mere fact that the organism is present is not ade¬ 
quate proof that it is responsible, either totally or 
partially, for the dermatitis. Perhaps the chance that 
it will be considered to be the etiological agent in any 
individual case varies in direct ratio with tire despera¬ 
tion of the physician charged with tire responsibility 
of making the diagnosis. 

Additional Factors in Diagnosis 

Assuming that all examinations have been completed 
without yielding a diagnosis, one must finally consider 
the possibility that a systemic disease is responsible 
for the dermatitis of tire ear canal. All the usual causes 
of pruritus must be investigated, including diabetes, 
liver disease (even though jaundice is not evident), 
lymphoblastoma, and urticaria. The diagnostic meas- 



Fig. 5.—Squamous cell carcinoma of the external auditory 
canal. A shelf of tumor tissue can be seen in the meatus. The 
diagnosis was established by biopsy, and, after roentgen therapy 
proved inadequate, the entire ear was removed surgically. 

ures indicated in the investigation of each of these 
disorders are well known and will not be discussed 
here. 

Skin Biopsy.—In the event that it is not possible to 
make a diagnosis from the history' and clinical exam¬ 
ination, and this is often the case, biopsy should be 
considered. One may perform a biopsy on a lesion 
anywhere on the skin, but, when the disease process 
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is limited to the auditor)' canal or when the dermatitis 
in the canal is obviously unrelated to the eruption 
elsewhere, it is possible to take the biopsy specimen 
from the skin of the canal (fig. 5). We have taken 
literally hundreds of specimens from the external 
auditory canals of our patients with no untoward 
results. 5 

The skin of the area from which a biopsy specimen 
is to be taken is anesthetized with a 2% solution of 
procaine hydrochloride, with a 26-gauge needle being 
used. With a no. 11 Bard-Parker bistoury blade, we 
take a specimen measuring about 2 by 5 mm. Then we 
place a piece of sterile absorbable hemostatic gelatin 
of similar dimensions in the wound, applying pressure 
for hemostasis. No sutures are required. A small gauze 
plug is placed in the canal and left for 24 hours. 
The patient is directed to keep the canal dr)' for three 
days. If there has been more than minimal bleeding, 
it may be necessary to remove a small plug of clotted 
blood from the deeper recesses of the canal after 
hemostasis has been obtained. The biopsy specimen 
is fixed in 4% formaldehyde solution and given to a 
dermopathologist for examination. It should be em¬ 
phasized that the value of the biopsy may be abrogat¬ 
ed unless one selects a pathologist who is thoroughly 
familiar with the histopathology of the skin. 

Role of Heat and Humidity.—In our laboratory, 
soggy maceration of the skin of the ear canal, the 
so-called hot-weather ear of the tropics, has been re¬ 
peatedly produced by occluding the canal with a 
rubber or plastic ear plug for periods of two to four 
weeks. By sealing the ear canal, these plugs prevented 
heat loss and the evaporation of moisture, reproducing 
the circumstances prevailing in a hot humid climate. 
It is of interest that the skin of the canal reverted to 
its normal healthy state within a few days after the 
plug was removed. It is reasonable to assume that 
occlusion of the canal, even when it is only partial, 
may play a role in the development of external otitis 
in some persons whose canals are quite small in diame¬ 
ter or nearly elliptic in shape. In addition, the continu¬ 
ous wearing of tight-fitting headphones (e. g., by radio 
or telephone operators) or close-fitting garments that 
cover the ears (e. g., by nuns) might predispose cer¬ 
tain persons to the development of external otitis on 
the same basis. 

Comment 

This consideration of a practical approach to ex¬ 
ternal otitis has been undertaken with two purposes in 
mind: (I) to point out the variegated nature of the 
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disorder by showing the multiplicity and diversity of 
the etiological agents that may produce inflammation 
of the external auditor)' canal in humans and (2) to 
outline a reasonable approach to the discover)’ of 
the etiological agent or agents operating in any speci¬ 
fic instance of the disease. By employing the described 
approach, one might expect to reduce significantly 
the percentage of cases that must be diagnosed as 
idiopathic otitis externa and to increase proportion¬ 
ately the number of therapeutic successes. 

Emphasis has been placed on the necessity of util¬ 
izing all available diagnostic measures before desig¬ 
nating the patient’s disorder as idiopathic external 
otitis. This diagnosis should not even be considered 
until the entire integument and the hair and nails have 
been examined; a skin biopsy may be desired in 
special cases. Use of the latter procedure presupposes 
a certain amount of orientation in the principles of 
skin disease. In some instances, such as psoriasis, 
seborrheic dermatitis, or neurodermatitis, where sev¬ 
eral entities may produce similar clinical pictures, the 
biopsy report may help to produce a therapeutic suc¬ 
cess. When a tumor is suspected, a biopsy is man¬ 
dator)'. 

There has been no attempt to discuss the treatment 
of the various dermatoses that may involve the ex¬ 
ternal ear canal, because they are the same diseases 
that affect the skin elsewhere and, generally speaking, 
the treatment is the same regardless of the site in¬ 
volved. Because of the “close quarters” in the ear canal, 
some modification may be necessary', but the physi¬ 
cian’s ingenuity' can undoubtedly surmount these 
problems. Once the diagnosis has been established, 
any' of the standard textbooks on dermatology' may be 
consulted for aid in outlining a therapeutic program 
for the individual patient. 

This study was supported by a grant from the U. S. Public 
Health Service. 
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Antibiotics in the Preservation of Foods.—Although there are glowing reports of the advan¬ 
tages to be realized from use of antibiotics, it is well to sound again a note of caution. Regu¬ 
latory' officials in the United States believe their safety' has not been established for most of the 
proposed uses. The status of antibotics in food in the United States is: They may be used so 
that no residues remain in the food. This is acceptable. They may' be used so that residues re¬ 
main in the uncooked food. This is acceptable provided the food is always cooked and the 
cooking always destroys all of the antibotic (and in the United States provided the residues 
in die uncooked product are within an official tolerance). They are being considered for uses 
which will leave some of the antibiotic in the food as it is eaten. Their safety' under these 
conditions has not been established.—C. G. Durbin, Antibiotics in Food Preservation, Ameri¬ 
can Journal of Public Health, October, 1956. 
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TREATMENT OF CARDIAC ARREST OCCURRING DURING SURGERY 


Jerome H. Kay, M.D., Richard Dever, M.D., Robert A. Gaertner, M.D. 


and 

George C. Kaiser, M.D., Baltimore 


In recent years there have been many changes in 
the treatment of cardiac arrest. The importance of 
these changes is growing with the increase in defini¬ 
tive procedures that are being performed on the heart 
and with the increased recognition of this condition, 
as pointed out recently by Snyder, Snyder, and Chaf¬ 
fin. 1 

Etiology 

Patients who have impairment of myocardial blood 
supply or chron ic respiratory emba rrassment, or who 
have received an overdose of an anesthetic agent, are 
apt to develop cardiac arrest during surgery. Massive 
hemorrhage, with resultant decrease in blood volume, 
hypotension, and hypoxia, may also cause cardiac 
arrest. 

Not so well understood is the importance of the so- 
called vagovagaLreflex . Reid, Stephenson, and Hinton " 
stated that this is one of the most important factors in 
the production of ventricular standstill and that, there¬ 
fore, the administration of atropine would prevent 
many cases of cardiac arrest. As yet, however, there 
is no experimental evidence to prove or to disprove 
this statement. After a series of experiments, Sloan 3 
felt that vagal reflexes arising during intrathoracic 
operations were of little importance in producing 
cardiac arrest in patients who received sufficient oxy¬ 
gen but might contribute to the production of cardiac 
arrest under conditions of se vere hypoxia or asphy xia. 
Stewart, Virtue, and Swan 4 noticed that dogs with 
chronic hypoxia developed ventricular fibrillation with 
vagal stimulation. Brown and Miller 5 showed that 
ventricular fibrillation and death occurred frequently 
in dogs after breathing 30 to 40% carbon dioxide in 
oxygen if the alveolar carbon dioxide tension was 
suddenly reduced by breathing air. Sealey, Young, and 
Harris 6 have also stressed the importance of hyper¬ 
capnia in die production of cardiac arrest. It would 
appear that vagal reflexes are important in producing 
cardiac arrest only if severe hypoxia or hypercapnia is 
present. An extensive list of the etiological factors in 
the production of cardiac arrest is given in die article 
by Berne, Denson, and Mikkelsen. 7 


Treatment 

Every member of a surgical team should be familiar 
with a mediod of treatment of cardiac arrest. It is for 
this reason that diis article, recommending the mediod 
of cardiac resuscitation that has been used by us ex¬ 
perimentally and that has been clinically successful, 


From the Clinic of Surgery, National Heart Institute, and the 
Department of Surgery, the Johns Hopkins University and Hos¬ 
pital. Dr. Kay is now at the University of Southern California 
School of Medicine, Los Angeles; Dr. Dever at the University 
of Miami School of Medicine, Coral Gables, Fla.; and Dr. Kaiser 
at the University of Indiana School of Medicine, Indianapolis. 


• Cardiac arrest occurs in two forms: ventricular 
standstill and ventricular fibrillation. When it occurs, 
it is necessary to correct the cause if possible and ad¬ 
minister 100% oxygen by positive pressure. Simul¬ 
taneously a thoracotomy is performed by a left an¬ 
terior incision extending from the sternum laterally 
to the midaxillary line, through the fourth intercostal 
space. Cardiac massage is begun and is applied 
rhythmically 45 to 50 times per minute. If the heart is 
beating feebly, manual compressions are timed to 
reinforce the systole. If good ventricular contractions 
are not obtained within a few seconds, the pericar¬ 
dium is opened and the manual systoles are continued 
with the exposed heart. Epinephrine, hi 0,000 inject¬ 
ed into the left ventricular cavity, with certain pre¬ 
cautions, is the most effective stimulant. If the heart 
is found to be fibrillaling, this must be stopped by 
single electric shocks using 130 volts for 0.25 second 
or 220 volts for 0.10 second, after which rhythmical 
manual compression may be necessary and epine¬ 
phrine can be given. These recommendations are 
based on over 350 experiments on cardiac arrest 
in dogs and on 30 cases of cardiac arrest in patients 
who were later discharged from the hospital without 
sequelae. 


has been written. This study is based on over 350 
experiments on cardiac arrest in dogs and on the cases 
of 10 patients with ventricular fibrillation and 20 with 
ventricular standstill who were treated successfully at 
die National Heart Institute and at the Johns Hopkins 
Hospital. All die patients were discharged from the 
hospital without sequelae. 

Cardiac arrest may .occur in o ne of two Jorms. ven- 
tricular sfaiid stlll or ventricular-fibrillation. In ventric¬ 
ular standstill, the heart is contracting feebly or not 
at all. In ventricular fibrillation, there are incoordinate 
contractions of individual muscle fibers. In both forms, 
die heart is ineffective in expelling blood. The dis¬ 
tinction is important because the treatment of the two 
conditions is different. 

Cardiac arrest is usually discovered through the 
anesthetist’s inability to obtain die patient’s blood 
pressure level or pulse rate. It is, therefore, important 
for the anesthetist to have a finger on one of the pa¬ 
tient’s arteries at all times. If the surgeon is working 
in the abdomen or chest, he can confirm the presence 
of cardiac arrest by palpating the heart or the aorta. 
If he is not operating in an area where a large vessel 
is present, he should incise die skin or enlarge the in¬ 
cision. If no bleeding ensues, he should assume that 
cardiac arrest has taken place. No time should be 
wasted in waiting for a stethoscopic examination or 
an electrocardiogram. 
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One hund re.cLpercent._oxygen is administered,,!)}' 
positive-pressure. An endotrach eal tu be is inserted as 
soon as possible; however, adequate oxygen can be ad¬ 
ministered by the use of a tight-fitting mask or by 
J mouth-to-mouth insufflation until an endotracheal 
tube is available. Immediately, without waiting for 
sterile instruments and without preparing the site of 
the incision, tire surgeon makes a left-anterior tho¬ 
racotomy incision that extends medially to the sternum 
and laterally to the midaxillary line. This incision is 
made through the fourth intercostal space, and the 
costal cartilages above and below the incision are cut. 
The thoracotomy requires less than 30 seconds, since 
there is no bleeding. 

After the chest has been opened, the heart is mas¬ 
saged. Standing on the left side of the table, the sur¬ 
geon inserts his left hand into the chest. The hand is 
pronated, and the fingers are placed posteriorly on the 
right side of the heart. The thenar eminence is placed 
anteriorly on the left side of the heart. The heart is 
deliberately and firmly squeezed 45 to 50 times per 
minute. 8 If the heart is exceptionally large, it may be 
necessary to use two hands for massage. If good ven¬ 
tricular contractions do not begin after a few seconds 
of massage, the pericardium is opened anterior to 
the phrenic nerve and cardiac massage continued. Mas¬ 
sage is more effective within the open pericardium. 
Should the heart be beating feebly, it is massaged with 
systole rather than diastole. Massage with systole pro¬ 
duces better pressures and is less apt to produce ven¬ 
tricular fibrillation. 

Ventricular Standstill.—In many cases of ventricular 
standstill, one to two minutes of cardiac massage alone 
will result in the return of good forceful beats. Those 
hearts that do not respond to cardiac massage alone 
usually beat well after the injection of one of several 
cardiac stimulants? It is important to massage the heart 
before injecting the stimulant, otherwise ventricular 
fibrillation may occur from the action of the stimulant 
on an anoxic heart. The injection should be made into 
the left ventricular cavity, and the heart should be 
massaged again. 

Epinephrine hydrochloride is the most effective 
cardiac stimulant. The dosage is important, and, as one 
of us 8 has shown, a small dose is usually sufficient. If 
too large a quantity is used, ventricular fibrillation 
may occur. One cubic centimeter of 1:1,000 solution 
of epinephrine hydrochloride is diluted with 9 cc. of 
saline solution. Two to three cubic centimeters of this 
solution is injected into the left ventricular cavity, and 
the heart is massaged. If a single injection is not effec¬ 
tive, injection may be repeated many times and the 
dose may be increased. It is safer to use a small dose 
of a stimulant and to repeat it rather than to inject a 
large amount initially and run the risk of producing 
ventricular fibrillation. 

Kay and Blalock 0 have presented evidence that in 
patients with congenital heart disease palcinm .chloride 
may be as effective as epinephrine hydrochloride in 
the treatment of ventricular standstill. The dose of 
calcium chloride_is f 2 to 4 cc. of a 10% solution. Cal¬ 
cium chloride sometimes fails in instances in which 
epinephrine hydrochloride may be successful in re- 
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storing a good beat, or vice versa. It is, therefore, im¬ 
portant to have both substances available. We have 
not found isoproterenol hydrochloride, calcium glu¬ 
conate, or barium chloride to be satisfactory cardiac 
stimulants. 

Ventricular Fibrillation.—In 1929, Hooker 10 and, in 
1930, Wiggers” reported successful defibrillation of 
the heart of the dog by the administration of .potas¬ 
sium chloride. This produced ventricu lar standstill, 
ancTTt was necessary to i nject a stimulant to resto re 
cardiac contractions. The y administered calcium c hlor- 
ide, epinephrine hydroc hloride, or both until the de¬ 
sired cardiac activity was obtain ed. Recently Swan 
and Zeaiun 12 have carried out chemical defibrillation 
in animals and in humans under hypothermia in the 
treatment of ventricular fibrillation. 

The most satisfactory method of carrying out de¬ 
fibrillation includes the use of electrical means. This 
method consists of cardiac massage until the heart is 
no longer dilated or cyanotic. Massage is followed by 
the application of a single shock or a series of electric 
shocks. One or two minutes of cardiac massage is 
usually required for the heart to regain its tone and 
pink color. Padded electrodes, soaked in isotonic 
sodium chloride solution, are placed on the right side 
of the right ventricle immediately beneath the right 
atrial appendage and on the left ventricle at the apex 
of the heart. A 130-volt, 60-cps alternating current of 
0.25-second duration is passed through the heart and 
is usually effective in carrying out defibrillation. Kirby, 
Johnson, Engelberg, and Rovis 10 determined that 220 
volts for 0.10 second was more effective in carrying 
out defibrillation than 110 volts for 0.10 second. Kaiser, 
Edgcomb, and Kay 1 ' have shown that 130 volts for 
0.25 second is less likely to burn the heart than 230 
volts at 0.25 second. If several shocks are not effective, 
the heart should be massaged for another minute or 
two and a series of shocks, each of 130 volts and last¬ 
ing 0.25 second with a 0.5-second interval between 
shocks, passed through the heart. This serial method 
of carrying out defibrillation was originally' described 
by Wiggers. 15 It is usually an effective method when 
single shocks fail. If a series of six to eight shocks is 
not effective, the heart is massaged for another minute 
and a shock of 220 volts for 0.10 second is used. After 
effective defibrillation of the heart has been carried 
out, the heart may beat or it may be in standstill. If it 
is in standstill, it is massaged, calcium chloride or 
epinephrine hydrochloride is injected into the left 
ventricular cavity, and the heart is again massaged. 

On occasion, in ventricular fibrillation, one sees a 
heart that is flabby and has poor tone despite many 
minutes of cardiac massage. If electrical defibrillation 
is attempted, it is usually unsuccessful. If the heart is 
defibrillated, it does not beat, and, as it is massaged, 
it again begins to fibrillate. Hearts that have poor tone 
despite many minutes of cardiac massage will usually 
respond to injection of 2 to 3 cc. of 1:10,000 solution 
of epinephrine hydrochloride into the left ventricular 
cavity, followed by a few minutes of cardiac massage. 
The tone will usually be much improved. DefibriUa- 
tion is more easily carried out and the heart is more 
likely to beat after electrical means have been used. 
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There have been many articles written on the use 
of procaine hydrochloride in carrying out defibrillation 
of the heart. Beck 10 recommends cardiac massage and 
5 to 10 cc. of a 1% solution of procaine applied to 
the surface of the heart and injected into the blood 
stream. An electrical shock is then applied to tire 
ventricles. We feel strongly that procaine or procaine¬ 
like substances should not be used unless the heart 
has excellent tone and unless the serial method of 
carrying out defibrillation has failed after many at¬ 
tempts. It is doubtful whether procaine is of any as¬ 
sistance in carrying out electrical defibrillation of the 
heart, and the standstill that may result after success¬ 
ful electrical defibrillation is more difficult to treat if 
procaine is used. 

Electrical Defibrillator—The electrical defibrillator 
consists of a power unit and electrodes. It should be 
explosion-proof and contain a transformer shielded 
from static electricity or an isolation transformer. 17 
An electronic timing unit should be incorporated in 
the power unit so that the surgeon who rarely is called 
on to defibrillate the heart can time accurately the 
duration of each shock. It is our belief, however, that 
die person who has had much practice in defibrillat- 
ing hearts will do better without an automatic timer. 

Summary 

Cardiac arrest may be due to impairment of myo¬ 
cardial blood supply, respiratory embarrassment, the 
administration of an overdose of an anesthetic agent, 
or massive hemorrhage. Vagal reflexes are important 
in producing cardiac arrest only if severe hypoxia or 
hypercapnia is present. Respiratory acidosis is most 
apt to produce cardiac arrest if it is followed by a 
rapid decrease in alveolar carbon dioxide tension 
with a rapid rise in pH. 

The treatment of cardiac arrest consists of adequate 
oxygenation of the lungs and cardiac massage. Small 
doses of epinephrine hydrochloride or calcium chloride 
may be necessary to restore an effective beat to a 
heart in ventricular standstill. The only consistently 
effective method of carrying out defibrillation of the 
heart, without burning it, is by electrical means, using 
130 volts for 0.25 second or 220 volts for 0.10 second. 

2025 Zonal Ave., Los Angeles 33 (Dr. Kay). 
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Herpes Simplex.—Reports in recent years have shown that we should no longer regard herpes 
simplex as merely a “cold sore.” There is evidence in such cases of systemic infection which 
may lead even to a fatal outcome. In newborn infants it has been shown that the virus can 
produce a severe viremia. Clinically, these patients show a severe stomatitis, and inclusion 
bodies of the virus have been demonstrated in the liver, esophagus, and other internal organs. 
Also, there are reports of young adults, who have developed a fatal encephalitis, in which the 
virus of herpes simplex, has been isolated from the brain and central nervous system. Some 
of these cases show no skin lesions. Treatment of this disease is still unsatisfactory. For many 
years a series of smallpox vaccinations have been given for those people suffering from chronic 
recurrent herpes simplex. This is purely on an empirical basis. There is no laboratory evidence 
that there is any relationship between the smallpox virus (vaccinia) and the virus of herpes 
simplex. Jawetz and Allende, using a specific herpes simplex antigen found in their series of 
cases of chronic herpes simplex, 47% improvement. They were unable, however, to demonstrate 
any increase in antibody titer to explain this. They feel that in those cases showing improve¬ 
ment, there may have been a true desensitization to the virus.—F. G. Novy Jr., M.D., Derma- 
totrophic Viruses, Proceedings of the Pacific Dermatologic Association , 1956. 
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ISONIAZID IN TREATMENT OF MULTIPLE SCLEROSIS 

REPORT ON VETERANS ADMINISTRATION COOPERATIVE STUDY 
Veterans Administration Multiple Sclerosis Study Group 


The present study was stimulated by the report of 
Kurtzke and Berlin 1 of their preliminary but quite 
beneficial results with isoniazid in 30 patients with 
multiple sclerosis at the Bronx Veterans Administra¬ 
tion Hospital. Ninety per cent showed improvements 
of varying degree, including some dramatic changes, 
and in a few instances worsening followed discon¬ 
tinuation of isoniazid therapy. This provocative report 
mobilized the interest of neurologists in Veterans Ad¬ 
ministration hospitals, and in October, 1954, a 
cooperative therapeutic trial was organized. The coop¬ 
erative Veterans Administration studies on the chemo¬ 
therapy of tuberculosis had already demonstrated that 
the large Veterans Administration hospital system of¬ 
fers unparalleled opportunities for systematic clinical 
investigation, and it was evident that an adequate 
evaluation of isoniazid in multiple sclerosis could be 
made most expeditiously by a group of Veterans Ad¬ 
ministration hospitals. In the interim other reports 
have appeared and are not in agreement as to the 
value of isoniazid in the therapy of multiple sclerosis. 
Tschabitscher and co-workers 2 in Vienna have re¬ 
ported favorably on the drug, but negative reports 
have been made in the United States by Korengold 
and co-workers 3 and Hinterbuchner and co-workers 4 
and in Canada by Dekaban. 5 

The variable course of multiple sclerosis and its pro¬ 
nounced tendency to remission open the patient to the 
influence of suggestion and threaten the investigator 
with deception as to the merits of therapeutic innova¬ 
tions. Many substances have been tried and have 
found their proponents, but none can be listed as a 
specific therapeutic agent of proved worth. An essen¬ 
tial characteristic of a definitive therapeutic trial in 
multiple sclerosis, therefore, is a design that minimizes 
the chances of confounding the effect of treatment 
with other sources of variation in the clinical course 
of the disease, especially the prognosis at onset of 
therapy and the hopes and expectations of both pa¬ 
tient and therapist. To meet these requirements the 
drug must be paired with a control substance (placebo) 
that neither patient nor physician can distinguish from 
it during the course of the study and must be assigned 
in a random sequence that cannot be imagined or 
ascertained by either patient or physician under the 
conditions of the study. 


The Veterans Administration Multiple Sclerosis Study Group 
was composed of Carl B. Booth, M.D., VA Hospital, Bronx, 
N. Y.; Irving O. Dein, M.D., VA Hospital, Louisville, Ky.; Royal 

C. Gray, M.D., VA Hospital, Minneapolis; Albert Heyman, M.D., 
VA Hospital, Durham, N. C.; Warren V. Huber, M.D., VA Hos¬ 
pital, Denver; Benjamin H. Kesert, M.D., VA Hospital, Hines, 
Ill.; Earl W. Niles, M.D., VA Center, Wood, Wis.; Fred A. 
Quadfasel, M.D., VA Hospital, Boston; James K. Smith, M.D., 
VA Hospital, Oakland, Calif.; Weir M. Tucker, M.D., VA Hos¬ 
pital, Richmond, Va.; Eugene L. Youngue, M.D., VA Hospital, 
Pittsburgh; Benedict Nagler, M.D., VA Central Office, Washing¬ 
ton, D. C. (Chairman); and Gilbert W. Beebe, Ph.D., Division 
of Medical Sciences, National Research Council, Washington, 

D. C. 


• Isoniazid given thrice daily in 100-mg. capsules 
was compared with a placebo as to its effects on 
patients with multiple sclerosis. Special efforts were 
made to verify the diagnosis, avoid unnecessary 
risks to the patient, extend the period of observation 
sufficiently to provide a real test, include enough 
patients in whom the disease had been recently active, 
and eliminate bias through randomization and 
double-blind procedures. The 186 patients finally 
selected were enrolled in 11 hospitals; 88 received 
isoniazid and 98 received the placebo. In evaluating 
the results each patient was rated as to the severity 
of his symptoms according to the modified Kurtzke 
scale before and after the period of medication; the 
patient was also rated as to a variety of specific 
neurological changes, self-care score, and ambula¬ 
tion score. By all criteria, including laboratory find¬ 
ings and over-all clinical impressions, the differences 
between the isoniazid and placebo groups were 
insignificant. No beneficial effects that could be 
ascribed to isoniazid in multiple sclerosis were ob¬ 
served in nine months or more of follow-up. 


The present study represents a cooperative effort by 
11 Veterans Administration hospitals located in Bronx, 
N. Y.; Louisville, Ky.; Richmond, Va.; Minneapolis; 
Durham, N. C.; Denver; Hines, Ill.; Wood, Wis.; Bos¬ 
ton; Oakland, Calif.; and Pittsburgh. The objective 
was simple and specific; to determine whether the 
drug, in the dosage used by Kurtzke and Berlin, has a 
demonstrable therapeutic effect on patients with multi¬ 
ple sclerosis in Veterans Administration hospitals. A 
detailed protocol was developed to insure the preser¬ 
vation of the double-blind features of the design and 
permit the observations of all 11 hospitals to be pooled 
directly. 

Methodology 

Selection of Patients .—In developing the criteria for 
selecting patients, chief attention was paid to the 
validity of diagnosis, avoidance of unnecessary risks 
on the part of the patient, maintenance of patients 
under observation in hospital for at least three months, 
and desirability of including an adequate number of 
patients with recent activity. Specific requirements 
for inclusion were (1) onset of tire disease between 
tire ages of 18 and 45 inclusive; (2) acceptable history 
of at least two episodes with signs or symptoms of 
multiple sclerosis or a history of slowly progressive 
lesions over a period of six months or more; and (3) 
past or present evidence of involvement on tire part of 
two or more areas of the central nervous system. Pa¬ 
tients were declared ineligible on the basis of (1) 
doubts as to diagnosis; (2) epilepsy or peripheral nerve 
involvement; and (3) inclusion in the original Kurtzke- 
Berlin series. 

Sex and race did not enter into the criteria for selec¬ 
tion. All patients eligible according to the above 
criteria were enrolled in all 11 hospitals from Novem- 
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ber, 1954, to June, 1955, Thereafter,, under an amend¬ 
ment to the protocol decided upon by all participating 
investigators, selection was confined to patients pre¬ 
senting new episodes or exacerbations of the illness 
within 12 months of enrollment. More than 300 pa¬ 
tients were screened for the study, and 186 were final¬ 
ly used. Those excluded either failed to meet the 
criteria or, in 15 cases, were declared eligible but for 
one reason or another stopped treatment in the first 
month. The final series consists of 88 patients on 
isoniazid therapy and 98 who received placebo. 

Therapeutic Regimen and Assignment of Theraptj. 
—Kurtzke and Berlin employed 300 mg. of isoniazid 
daily in divided doses during hospitalization and 200 
mg. as a maintenance dose thereafter. Experience in 
the treatment of tuberculosis suggested that this dos¬ 
age is well tolerated and of low toxicity, except pos¬ 
sibly for patients with epilepsy or peripheral nerve 
involvement, who were excluded. In the present study, 
therefore, a fixed dosage of 100 mg. of isoniazid, three 
times daily, has been employed, administered in the 
form of a capsule. The control sustance was com¬ 
pounded of lactose, corn starch, and magnesium stear¬ 
ate. The isoniazid and placebo were identical in ap¬ 
pearance, packaging, and labeling, the differentiation 
being based upon a unique serial number for each 
patient. During hospitalization it was required that 
all medicaments be taken in the presence of the nurse. 
Other medication was not employed, but daily rou¬ 
tines remained undisturbed. 

For each participating hospital a block of 30 con¬ 
secutive case numbers was prepared and a table of 
random numbers employed to separate subgroups of 
six into three case numbers for isoniazid and three for 
placebo. Preparation of the medication in accordance 
with the randomization scheme, and its issuance as 
required, were the responsibilities of the chairman, 
assisted by the statistician. 

Clinical and Laboratory Observations.— Chief re¬ 
liance was placed upon careful neurological examina¬ 
tions directed at the characteristic signs of the disease, 
with emphasis on those distinctions on which ex¬ 
aminers generally agree. History was described in 
terms of duration of disease, age at onset, number of 
clear-cut episodes, duration of present hospitalization, 
recency of activity, a functional rating based on the 
scale developed by Kurtzke,® duration of any present 
exacerbation, nature of symptoms in present (or last) 
episode, and character of illness. An “active” case was 
defined as one in which new neurological signs had 
appeared, or previously existing signs had become 
aggravated or had reappeared, within 12 months of the 
start of therapy. Other cases were termed “inactive” 
at the start of the trial, and the year of their last ac¬ 
tivity' was noted. The general character of the illness 
prior to enrollment was classified as malignant, benign, 
slowly progressive, or unclassifiable. 

Routine electroencephalograms and lumbar punc¬ 
tures were done. Spinal fluid determinations were re¬ 
ported in terms of cells, total protein, globulin, and 
colloidal gold or mastic. Gamma globulin determina¬ 
tions were not required, but several cooperating hos¬ 
pitals elected to make them, and the resulting data 
will be reported separately. To preserve the integrity 
of the study' it was agreed that no determinations 
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would be made on the concentration of isoniazid in 
blood or spinal fluid. In addition to the elective gamma 
globulin determinations, some hospitals performed 
psychological tests, recorded samples of speech, and 
did cystometrograms. To protect patients against un¬ 
desirable effects of isoniazid, several general labora¬ 
tory tests were required at enrollment: renal function 
studies, routine urinalysis, determination of hemo¬ 
globin level, and white blood cell counts. 

Certain other observations were also made, both at 
the start of the therapeutic trial and at periodic fol¬ 
low-up studies. The examiner assessed the predomi¬ 
nant source of incapacity as either cranial nerve, in¬ 
coordination, weakness, or mixed patterns of one kind 
or another. The Minneapolis self-care and ambulation 
ratings 7 were also made routinely. Finally, the ex¬ 
aminer formulated his clinical impression of any 
change in the patient's status from one examination 
to the next, using as a scale improvement, judged as 
mild, moderate, or marked; no change; and worsen¬ 
ing, judged as mild, moderate, or severe. 

Standard history and examination forms were de¬ 
signed to facilitate observance of the detail of the 
protocol and eventual pooling of the data. The neuro¬ 
logical examination, laboratory procedures, and vari¬ 
ous clinical ratings made at the start of therapy were 
all repeated at 1, 2, 3, 4, 6, 9, and 12 months after en¬ 
rollment, except that the spinal fluid determinations 
were made only after 3, 6, and 12 months. 

From among the many observations made at the 
start of therapy and at follow-up, 19 items were chosen 
as the basis for evaluating the results of the thera¬ 
peutic trial: over-all clinical impression, Kurtzke disa¬ 
bility rating, the two Minneapolis scores, six aspects 
of general neurological involvement (cranial nerves, 
motor, cerebellar, sensory, genitourinary, and mental), 
four specific neurological signs (patellar reflex, Babin- 
sla sign, intention tremor, and nystagmus), the electro¬ 
encephalogram interpretation, and four aspects of the 
spinal fluid analysis. To increase the precision of the 
treatment comparisons, when any type of observation 
or rating was employed as a criterion of therapeutic 
response, it was used in the form of a change between 
enrollment and the particular follow-up of interest. 

Findings 

Numerous difficulties beset any' serious evaluation 
of therapy in multiple sclerosis. Since etiology is un¬ 
known, there remains the possibility that the sy'ndrome 
as presently defined includes not one but a group of 
diseases. In that event, a single therapeutic agent 
might be effective against one such disease and not 
another, so that a truly therapeutic effect for some 
patients might well be diluted by the presence in the 
series of others for whom the agent held no benefit. 

A similar difficulty exists with respect to the stage 
of the disease: even if etiology be unitary and specific 
to the presently defined syndrome, a therapeutic agent 
may conceivably exert its effect only when the disease 
is in a certain stage. For example, it is sometimes sug¬ 
gested that it may not be possible to affect lesions of 
such long standing that permanent scarring has al¬ 
ready occurred but that it may be possible to attack 
the disease successfully while lesions are, in some 
sense, still fresh. In the absence of definite knowledge 
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on these points, it seems essential that the clinical 
material united by the diagnostic label “multiple 
sclerosis” be regarded not as an entirely homogeneous 
entity to which a single treatment comparison will 
apply with full validity but as a possibly heterogene¬ 
ous array requiring a multiplicity' of such comparisons. 
In the present analysis, therefore, the series has been 
subdivided in a variety of way's on the basis of clinical 
information present at the start of the trial. An inci¬ 
dental gain from this approach is that the treatment 
comparison is then made on groups that are somewhat 
more homogeneous than would ordinarily be achieved 
by' a random allocation of therapy without matching. 
The following nine variables were chosen as control 
variables on which the series might profitably be sub¬ 
divided to permit a more thorough exploration of the 
effect of the drug: recency of activity, character of 
prior illness, source of incapacity, duration of disease, 
nature of symptoms, results of spinal fluid studies, age 


Table 1.—Patients’ Assessment According to Modified Kurtzke 
Scale at Start of Therapy and at Nine Months, 
by Treatment Croup 


Kurtzke 
Scale r' 



Kurtzke Seale at 9 Mo. 















at Start 

1 

2 

3 

4 

ft 

0 

7 

8 

9 

Total 
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1 
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2 

5 
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1 
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0 
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13 
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1 



Patients 
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1 
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1 
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0 
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8 
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3 

(14) 

1 


18 

8 







1 

(4) 

o 

7 

9 







1 

1 

(5) 

7 

Total 

1 

8 

l 

2 

2 

11 

19 

G 

7 

57 


* Patients whose rating remained unchanged shown in parentheses. 


at onset, Kurtzke disability rating, and evaluation ac¬ 
cording to Minneapolis self-care and ambulation 
scales. 

The treatment comparisons were approached sta¬ 
tistically, each comparison involving a contrast be¬ 
tween patients receiving isoniazid and a placebo with 
respect to some one of the 19 measures of clinical im¬ 
provement listed earlier. Statistical tests were one¬ 
sided, that is, concerned with only those differences 
in which patients receiving isoniazid were favored 
over those receiving a placebo. The level of statistical 
significance employed in these tests is 0.025. 

When the series was prepared for tabulation in 
March, 1956, it was found that the 186 patients in¬ 
cluded 183 with 3 months or more of follow-up, 154 
with 6 months or more, 122 with 9 months or more, 
and 79 with 12 months or more. Discontinuance of 
medication was not a serious problem, either during 
or after hospitalization. The chief loss of information 
arose from the choice of the date of tabulation, at 
which time 80 patients had been enrolled within the 
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preceding 12 months. The other 27 losses at 12 months 
included 18 patients discharged from hospital and not 
reexamined at 12 months, 5 patients whose participa¬ 
tion was cut short by the appearance of possibly toxic 
manifestations of isoniazid and discontinuance of 
treatment, and 4 deaths. The deaths involved patients 
receiving the placebo as well as those receiving 
isoniazid, and in no instance was there any suggestion 


Table 2.—Changes of One or More Steps on Kurtzke Scale 


Changes 

Improved 

More than 1 step. 

1 step only. 

Unchanged . 

Worse 

1 step only. 

More than 1 step. 


Patients, No. 

Placebo Isoniazid 

2 2 

11 9 

39 37 



Total 


05 


that isoniazid play'ed a role. Four patients suffered 
seizures while participating in the study, three while 
receiving isoniazid and one while receiving a placebo. 

The treatment comparisons were first made for the 
entire series of patients on each of the 19 variables 
chosen for gauging the treatment effect and at 3, 6, 9, 
and 12 months after enrollment. Table 1 presents the 
data involved in one of these comparisons, that based 
on changes in the Kurtzke scale over a period of nine 
months. The rating made at enrollment is indicated 
by the row and the rating after nine months by the 
column, with duplicated panels for isoniazid and 
placebo patients. Thus, any patient who falls along the 
diagonal (frequencies in parentheses) extending from 
the upper left-hand corner to the lower right-hand 
corner is one whose rating remained unchanged. The 
two treatment groups are distributed somewhat dif¬ 
ferently over the various positions on the scale, pa¬ 
tients given isoniazid being more concentrated in the 
region of greater disability'. For this reason, and also 
to eliminate the effects of interhospital variation in the 
application of the rating scale, it is useful to study the 
change in rating from enrollment to follow-up. A pa¬ 
tient above the diagonal had a worse rating at follow¬ 
up than at enrollment, and the patient below the 
diagonal improved his rating over the nine-month 


able 3 .—Number of Patients in Each Category of Change in 
Modified Kurtzke Score Between Onset of Treatment and 
Follow-up at Nine Months, by Treatment Group and 
Activity of Disease at Onset of Therapy 


Change in 
Kurtzke Score 

Better . 

Same . 

Worse ... 

Total . 


Status of Disease 

r ’ ^ 1 

Active Inactive 

Placebo Isoniazid Placebo Isoniazid 


9 7 

4 

3 

15 

15 

23 22 

7 

4 

5 

5 

31 

2G 

32 

30 


period. For both treatment groups the majority of 
patients remained unchanged, and the number who 
improved is about the same as the number who lost 
ground, with the likelihood of change rather greater 
in the region of lower disability on the scale. These 
data are summarized in the form of changes of one or 
more steps on the scale in table 2. As far as this par¬ 
ticular comparison goes it lacks any suggestion that 
isoniazid exerted a therapeutic effect. 
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After the main treatment comparisons of the type 
illustrated in table 1 had been made, each of the nine 
control variables was used in turn to subdivide die 
series into more homogeneous subgroups, for each of 
which all 19 treatment comparisons were then re¬ 
peated. Table 3 presents the results of one of these, 
based on the classification of the recency of activity, 
and with the Kurtzke scale employed as the criterion 

Table 4.—Number of Patients in Each Category of Change in 
Modified Kurtzke Score Between Onset of Treatment and 
Follow-up, by Treatment Group and by Spinal Fluid 
Reading at Start of Therapy 

At 6 Mo. At 12 Mo. 


Change Placebo Isoniazid Placebo Isoniazid 

Normal Spinal Fluid at Start of Therapy 

Better . 2 4 10 

Same . 11 14 7 10 

Worse ...... 4 2 4 2 

Total . 17 20 12 12 

Borderline Spinal Fluid at Start of Therapy 

Better . 5 S 3 0 

Same .. 11 6 3 4 

Worse . 10 10 

Total . 17 9 7 4 

Abnormal Spinal Fluid at Start of Therapy 

Better . 12 10 5 2 

Same . 31 27 13 15 

Worse .. 4 G 4 4 

Total . 47 43 22 21 


of therapeutic effect. The terms “better,” “same,” and 
“worse” are defined in terms of position below, on, 
and above die diagonals of table 1. When active cases 
were furdier restricted to those with current episodes 
of less than three months’ duration a comparison of 
patients receiving isoniazid and placebo also failed to 
demonstrate differences after six and nine months of 
therapy; after six months the proportions with im¬ 
provement on die disability scale are 10/22 for placebo 
and 9/15 for isoniazid, and after nine mondis 6/14 
and 4/11. All the remaining eight control variables 
were similarly employed in refining tbe treatment 
comparisons, but without uncovering more variation 
than might easily arise through chance alone. It will 
suffice to illustrate this material on the basis of the 

Table 5.—N umber of Patients in Each Category of Change in 
Cerebellar and Motor Signs During Follow-up Intervals, by 
Month of Follow-up and by Treatment Group 

At 3 Mo. At 6 Mo. At 9 Mo. 

i -*-u-A—-v- A , 

Change Placebo Isoniazid Placebo Isoniazid Placebo Isoniazid 


Cerebellar Signs 

Unchanged .. 47 49 51 40 41 40 

Improved .... ai 17 13 15 7 3 

Worse . 12 15 12 12 13 10 

Total . 90 SI 70 07 61 63 

Motor Signs 

Unchanged .. 3', 42 40 35 37 31 

Improved .... 36 25 14 15 7 0 

Worse . If, 14 19 IB 13 14 

Total . S7 81 73 CO 57 51 


spinal fluid evaluation made at enrollment. At that 
time patients were classified as normal (24%), border¬ 
line (15%), or abnormal (61%), and for each of these 
subgroups the treatment comparison was re¬ 
peated, for each follow-up interval, with change in the 
Kurtzke scale serving as the criterion of therapeutic 
effect. As may be seen from table 4, no evidence was 
uncovered that isoniazid exerts any more beneficial 
effect than the placebo. 
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The neurological report on each patient at each 
follow-up was reviewed by one of us (B. N.), who was 
totally ignorant of which therapy had been pre¬ 
scribed, and an opinion was recorded as to whether 
the patient was improved, unchanged, or worse since 
tbe previous examination, with respect to each of the 
following neurological areas: cranial nerve, cerebellar, 
motor, genitourinary, sensory, and mental. If a group 
of signs appeared for the first time in a follow-up 
interval, the patient’s condition was regarded as worse; 
if such signs were absent at both examinations, that 
area was said to be irrelevant for the patient and he 
does not figure in the analysis for that interval and 
that area. In these terms table 5 presents the observa¬ 
tions made on motor and cerebellar signs for the total 

Table 6 .—Number of Patients in Each Category of Change in 
Minneapolis Self-care and Ambulation Score Between Onset 
of Therapy and Follow-up After Nine Months 

Self-care Ratfng Ambulation Rating 

w" ~ V" A 

Change in Score* Placebo Isoniazid Placebo Isoniazid 


Improved ..... 18 15 1G 12 

Unchanged . 27 17 26 20 

'Worse . 17 22 19 22 

Total . G2 SI 61 &4 


* Improvement denotes any increase in the score, worsening any decrease, 
from the base line at start of therapy. 

series and the first three quarterly periods of follow¬ 
up. For the entire series, undifferentiated as to clinical 
picture at onset of therapy, table 5 fails to suggest 
that isoniazid was of any benefit in controlling motor 
and cerebellar signs. The nine control variables were 
all employed to refine the treatment comparisons in 
the fashion previously described, but no really sig¬ 
nificant evidence of therapeutic effect was obtained. 

Changes in the Minneapolis self-care and ambula¬ 
tion scores also failed to differentiate the two treat¬ 
ment groups, as may be seen from table 6. Any changf 
in score, no matter how small, was taken into accoun 
in preparing table 6, which is representative of th( 
material for all four follow-up intervals and devoic 
of suggestion of therapeutic effect. These treatmen 

Table 7 .-Over-all Clinical Impression of Change During Six ti 
Nine Months of Therapy, by Treatment Group 

Patients, No. 


Over-all Clinical Impression Placebo Isoniazid 

Improved 

Marked . 0 0 

Moderate . 0 I 

Slight .. 4 S 

Unchanged . S9 33 

Worse 

Slight . 17 13 

Moderate .. 3 5 

Marked . 1 2 

Total . 64 57 


comparisons were repeated for each of the control 
variables without any real evidence in favor of the 
drug being found. 

At each follow-up the examiner recorded his im¬ 
pression of any change since the previous examination, 
and for the follow-up at nine months table 7 presents 
comparative data on the two treatment groups. Again 
there is no suggestion that isoniazid exerts a beneficial 
effect for the series as a whole, and, when the treat- 
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ment comparison was repeated for subgroups defined 
by the nine control variables, no more than random 
variation was observed. 

All the remaining criteria of therapeutic effect, 
namely, the electroencephalogram interpretation, the 
over-all evaluation of the spinal fluid, the three spe¬ 
cific spinal fluid determinations (cells, total protein, 
and colloidal gold), and the several specific neurolog¬ 
ical signs (Babinsld, patellar reflex, nystagmus, and in¬ 
tention tremor), were analyzed in the same way and 
with the same general result, namely, that any ad¬ 
vantage enjoyed by patients receiving isoniazid was 
well within the power of chance to produce, and there 
were no consistent findings favoring tire drug. 

Summary 

A cooperative clinical trial, conducted by 11 Vet¬ 
erans Administration hospitals according to a rigid 
protocol featuring randomization of therapy and con¬ 
trol of observational error by means of a placebo and 
double-blind procedures, studied 186 patients (98 re¬ 
ceiving a placebo and 88 isoniazid) with multiple 
sclerosis over a period of sufficient length to provide 
122 patients with nine months or more of follow-up. 
The patients represent nearly the entire spectrum of 
the disease as it is seen in males, with an adequate 
representation of those with recent activity. Detailed 
analysis of the observations, including subdivision of 
the series on the basis of nine control variables, pro¬ 


vides only a mass of negative data. It is believed that 
this investigation covers a sufficiently large number of 
patients in various stages of the disease, observed for 
an adequately long period, to conclude that isoniazid 
has no beneficial effect on the course of multiple 
sclerosis. 

Neurology Division, Veterans Administration, Central Office, 
Washington 25, D. C. (Dr. Nagler). 

The isoniazid used in this study was supplied by Hoffmann- 
La Roche, Inc., Nutley, N. J. 
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ISONIAZID IN TREATMENT OF MULTIPLE SCLEROSIS 

John. F. Kurtzke, M.D. 

and 

Louis Berlin, M.D., White Plains, N. Y. 


In a preliminary report on the effects of isoniazid in 
treatment of multiple sclerosis, 1 the course of 30 hos¬ 
pitalized patients given this agent over the preceding 
two years was presented. Some 90% of these patients 
improved while receiving isoniazid. It is the purpose 
of this report to relate our further experiences. 

Methods and Materials 

Composition of the Groups .—As previously noted, 1 
isoniazid group 1 was composed of 30 males hospital¬ 
ized for a mean of 79 days. All but one had a present 
episode or exacerbation that had existed for two years 
or less upon admission. These patients were compared 
with a group of 175, admitted between 1944 and 1953, 
whose duration of present episode was also of two 
years or less. Since then we have given isoniazid to 35 
additional patients. Isoniazid group 2 comprised the 
22 patients whose present episode likewise was of two 
years’ duration or less before therapy. Four of these 
were in the hospital, and the remainder were out¬ 
patients. Tables 1 and 2 summarize the pertinent data. 
Isoniazid group 3 consisted of 14 patients (including 
the subject of case report 29 of the original report) 
whose present episode exceeded 2 years and aver- 

Fiom the Section on Neurology, Veterans Administration 
Hospital, Bronx, N. Y. Dr. Kurtzke is now at the Veterans Ad¬ 
ministration Hospital, Coatesville, Pa. 


• The clinical results of therapy with isoniazid for 
multiple sclerosis, while effecting subjective and ob¬ 
jective improvement in a large percentage of cases, 
cannot be considered significant. New exacerbations 
continued to occur whether or not isoniazid therapy 
was continued. It has been established, however, that 
it is possible to evaluate therapy in this disease, in a 
reasonably short time, if the disease is manifested 
by progressing dysfunction, if the study is done on 
concurrently observed patients with comparable ill¬ 
nesses, and if a double-blind procedure is utilized. 


aged 5.6 years. Three of these were in the hospital. 
These were compared with 45 similar patients hospi¬ 
talized at the Bronx Veterans Administration Hospital 
over the previous decade (table 3). 

Plan of Therapy .—The regimen for hospitalized pa¬ 
tients has been described in the first report. Non- 
hospitalized subjects received no physical therapy and, 
except in four instances, no other medicaments. The 
usual dosage of isoniazid was 100 mg. three times a 
day by mouth. Three patients received 500 to 750 mg. 
a day, and two who could not tolerate 300 mg. re¬ 
ceived lower doses. In these last two the drug pro¬ 
duced a reversible aggravation of existing signs and 
symptoms; there were no other untoward effects of 
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isoniazid noted. Thirteen of the 29 patients of isonia- 
zid group 1 have continued receiving 200 or 300 mg. 
of isoniazid daily through May, 1956. Of the remain¬ 
der, one was lost to follow-up, 5 were later given the 
drug due to exacerbations, and 10 remained without 
this agent. All patients in comparison and isoniazid 
groups were classified in accordance with a scale " 
consisting of 10 progressive steps or classes (0-10). 
This scale was designed to denote maximal function as 
limited by objectively definable neurological defects 
due to multiple sclerosis. The higher the status num¬ 
ber, the greater the disability. Improvement was de¬ 
fined as a gain of one or more of these categories be¬ 
tween the beginnig and end of therapy. 

Results 

Short-term Effects —Isoniazid group 2 contained 16 
patients (73%) who improved and 6 (27%) who were 
unchanged after an average of 9.5 months of therapy. 
None became worse in that period. In those who im- 

Table 1 —Isoniazid Group 2: Summary of Twenty-two Patients 
with Present Attack Lasting Two Years or Less 


Case 


Age at 
Start 
of 

Therapy, 

Dura¬ 

tion 

of Total 
Hospital Present Dura- 
Stay. Episode, tion, 

Before 

At 

Start 

of 

Ther¬ 

At 

End 

of 

Ther¬ 

Ther¬ 

apy, 

No. 

Sex 

Yr. 

Mo. 

MO. 

Yr. 

Attack 

apy 

apy 

Mo. 

1 

F 

34 

0 

17.0 

8.0 

<2 

4 

4 

3 

2 

F 

32 

o 

1.0 

2.0 

<2 

8 

5 

6 

3 

P 

35 

0 

6.0 

12.0 

<2 

6 

3 

4 

4 

M 

35 

0 

1.0 

1.0 

2 

3 

1 

3 

5 

M 

37 

0 

4.0 

1.0 

<2 

5 

1 

11 

6 

P 

46 

0 

12.0 

3.0 

<2 

9 

6 

18 

7 

M 

37 

0 

8.0 

8.0 

<2 

4 

2 

20 

8 

F 

34 

0 

1.0 

6.0 

2 

6 

o 

17 

9 

F 

38 

0 

4.0 

10.0 

6 

7 

7 

13 

10 

F 

39 

0 

4.0 

6.0 

<2 

4 

1 

11 

11 

P 

38 

0 

24.0 

7.0 

5 

7 

7 

8 

12 

P 

27 

0 

9.0 

6.0 

2 

7 

7 

9 

13 

M 

38 

0 

0.8 

12.0 

<2 

4 

1 

2 

14 

P 

35 

0 

11.0 

1.0 

0 

4 

2 

3 

15 

M 

43 

0 

8.0 

5.0 

6 

7 

7 

9 

16 

M 

33 

0 

1.2 

8.0 

4 

6 

4 

3 

17 

P 

41 

0 

0.5 

6.0 

2 

4 

1 

3 

18 

M 

43 

6 

1.0 

11.0 

<2 

7 

7 

14 

19 

M 

21 

6 

4.0 

1.5 

<2 

7 

2 

22 

20 

M 

25 

2 

1.5 

4.5 

<2 

3 

0 

22 

21 

P 

25 

0 

4.0 

0.3 

0 

3 

0 

4 

22 

P 

46 

0 

1.0 

2.0 

2 

4 

2 

5 


* Status numbers from scale. * The higher the status number, the greater 
the disability. 


proved, the average gain (as in the first report) was 
three categories. Of the 14 patients in isoniazid group 
3, only three improved, and by but one category each. 
One patient (case 29 of first report) died; no one else 
became worse. Mean duration of therapy was 8.4 
months. In comparison group B, none of 45 patients 
had improved in 7.7 months of hospitalization. 

In 37 instances the time of earliest change after the 
institution of isoniazid therapy was noted and found 
to be 14 days (range 1 to 30 days). Maximal improve¬ 
ment for all patients had occurred within 1.6 months 
(mean), with limits of 0.1 to 7 months. 

Follow-Up Studies of Isoniazid Group I.—Through 
May, 1956, the 29 patients of group 1 have been fol¬ 
lowed for 22 to 38 months after discharge from hospi¬ 
tal, with a mean of 28.6 months (table 4). Sixteen 
patients received no drug upon discharge, an average 
of 29.4 months ago; 13 continued to receive 200 or 
300 mg. of isoniazid daily through the 27.5 months 


after discharge. Of these 13, 6 have had exacerbations 
(4 were minor, i. e., but one category loss). Among 
the 16 patients without isoniazid therapy, one was lost 
to follow-up and 9 have become worse; 5 of these 
latter were again given isoniazid: 3 once more im¬ 
proved, the condition of one stabilized, and one con¬ 
tinued to worsen. 


Table 2.—Comparative Data for Patients Whose Episode of 
Multiple Sclerosis Was Two Years or Less 

Group 



Com¬ 

parison 

Isoniazid 


A 

1 

2 

No. in group. 

... 175 

29 

22 

Mean age o! onset, yr. 

... 27.6 

27.2 

29.8 

Mean age on admission 
or start of therapy, yr. 

... 32.1 

33.2 

35.6 

Mean duration total illness, yr.. 

... 4.6 

6.0 

5.8 

Mean duration present attack, days. 

... 182 

142 

167 

Male, % . 

... 99.4 

100 

41 

Maximum duration present attack, yr. 

... 2.0 

2.0 

2.0 

Mean hospitalization time, days. 

... 104 

79.9 

(av. 

Results 

Improved . 

... 58(33%) 

therapy 9.5 
mo.) 

27(93%) 16(73%) 

Unchanged . 

... £8(50%) 

2(7%) 

6(27%) 

Worse . 

... 29(17%) 

0 

0 


Comment 

The results of short-term therapy with isoniazid in 
multiple sclerosis were apparently quite striking. For 
patients whose present episode of the disease had 
lasted two years or less, 86% of 51 improved while 
receiving this agent, in marked contrast to previous 
experience at this hospital where but one of three such 
patients had improved. However, it was apparent that 
the rate of improvement was declining: 100% for the 
first 16 patients; 85% for the next 13; and 73% for the 
last 22. Furthermore, this last group was a most hetero¬ 
geneous collection of inpatients and outpatients who 
came to us in order to be “cured” with isoniazid. 

Follow-up studies of group 1 showed no protec¬ 
tion from attacks of multiple sclerosis by means of 
this drug. There were 0.2 and 0.3 exacerbations per 
patient-year, respectively, among those who continued 


Table 3.—Comparative Data for Patients Whose Episode o, 
Multiple Sclerosis Exceeded Two Years 

Comparison Isoniazid 
Group B Group 3 


No. in group. 45 14 

Mean age of onset, yr. 28.5 29 

Mean age on admission or start of therapy, yr... 38.1 40 

Mean duration total illness, yr. 9.G 11 

Mean duration present attack, yr. 4.5 5.6 

Male, %. 100 50 

Minimum duration present attack, yr. 2.1 2.1 

Mean hospitalization time, mo. 7.7 unhospitalized 

(av. therapy 
8.4 mo.) 

Results 

Improved . 0 3(21%) 

Unchanged ... 37(82%) 10(72%) 

Worse . 8(18%) 1(7%) 


to receive isoniazid and those who did not. This was 
not too dissimilar from the expected 0.4 to 0.6 exacer¬ 
bations per patient-year found in the natural course 
of the disease. 3 

Since our report there has been but one favorable 
report on the effects of isoniazid in treatment of multi¬ 
ple sclerosis. Tschabitscher and co-workers 4 noted 
improvement in 80% of 58 patients given 500 mg. of 
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isoniazid daily and in 15 of 21 receiving 300 mg. of 
l-isonicotinyl-2-isopropylhydrazine (iproniazid). In¬ 
cluded was a double-blind test in which the six patients 
given placebo had “chronic” illnesses and four of the 
eight given isoniazid had “acute” attacks. It is felt 
thas this last test is invalid, since, in the natural course 
of the disease, the likelihood of remission varies in¬ 
versely with the duration of the exacerbation. 5 

Negative results have been recorded in several pa¬ 
pers. 6 Hinterbuchner 8b dealt, as he himself admitted, 
with patients with chronic disease, in whom short-term 
effects would be most unlikely even with, an effective 
drug. Korengold 60 reported on 32 patients in a double¬ 
blind test, with exacerbations ranging from 17 days 
to eight years. As was implied in their careful study, 
this was too small a series to prove isoniazid ineffective 

Table 4.— Follow-up Summary of Twenty-nine Patients in 
Isoniazid Group 1, Through May, 1956 


Case 

Before 

At Start 

At 


Discharge 

Continued 

No. 

Attack 

Therapy 

Discharge 

May, 1950 

Mo. 

Therapy 

1 

<2 

8 

1 

2 

33 

Not 

o 

0 

4 

0 

2 

31 

Not 

3 

<2 

4 

1 

3 

37 

No 

4 

0 

4 

2 

2 

29 

Yes 

5 

<2 

4 

2 

3 

34 

Yes 

C 

<2 

4 

2 

2 

38 

No 

7 

5 

9 

6 

7 

27 

Yes 

8 

4 

6 

3 

5 

30 

Yes 

9 

<2 

3 

2 

3 

28 

Yes 

10 

2 

3 

1 

1 

38 

No 

11 

<2 

4 

1 

0 

33 

Yes 

12 

3 

6 

3 

6 

31 

Not 

13 

3 

9 

6 

8 

27 

Yes 

14 

0 

8 

0 

0 

31 

No 

15 

<2 

4 

0 

0 

31 

Yes 

1G 

0 

9 

6 

6 

27 

Yes 

17 

5 

6 

6 

6 

26 

No 

18 

5 

9 

5 

3 

25 

Yes 

19 

3 

6 

3 

3 

2G 

Yes 

20 

5 

8 

6 

7 

25 

Yes 

21 

0 

8 

1 

2 

24 

No 

22 

6 

7 

0 

7 

26 

No 

23 

<2 

8 

2 

2 

25 

Not 

24 

<2 

4 

2 

0 

22 

Yes 

25 

<2 

2 

0 

? 

... 

No 

26 

3 

6 

5 

6 

23 

Not 

27 

6 

8 

7 

7 

25 

No 

28 

7 

3 

7 

7 

28 

No 

30 

4 

6 

6 

7 

22 

No 


* Status-number. 2 

t Placed on isoniazid therapy again after exacerbation. 


in multiple sclerosis. The most significant paper has 
been that of Nagler (this issue, page 168). He re¬ 
ported, in a nationwide, double-blind program involv¬ 
ing 186 patients (half of whom had episodes lasting 
one year or less when first seen), that the number who 
became worse was equal in the placebo and isoniazid 
groups and, further, that the number of patients with 
active or acute bouts who improved was also the same 
in each group. 

As stated in our first report: “The only way in which 
the question [of efficacy] can definitely be settled is 
by study of concurrently observed patients with com¬ 
parable illnesses whose therapy with either isoniazid 
or a placebo is determined solely by a chance selection 
method.” We, therefore, must conclude with Nagler 
that isoniazid is not effective in treating this disease. 
Further support for this conclusion comes from the 
fact that there were 15 exacerbations noted in over 


two years among the subjects of our first paper. Even 
a temporary benefit from isoniazid seems unlikely, 
since in our isoniazid group 2 but three-fourths of the 
patients improved, and these patients were markedly 
biased in favor of the agent and comprised a group 
only insofar as they came to us to be treated. While 
this does not mitigate against their improvement, 
which was objectively demonstrable, and certainly 
cannot be taken to indicate that psychological factors 
brought about the remission, it does add to the num¬ 
ber of factors besides the use of isoniazid by which 
this group differed from previous patients at this 
hospital. 

We do, however, feel that it has been shown that 
therapy in this disease can be evaluated, and in a 
reasonably short time, provided the criteria noted 
above are met and also provided that the disease is 
active, as manifested by progressing dysfunction. With¬ 
out these requirements, results of any form of therapy 
in multiple sclerosis cannot be other than preliminary. 

Summary and Conclusions 

In a series of 22 patients whose exacerbation of 
multiple sclerosis was of two years’ duration or less, 
73% improved while receiving isoniazid for an average 
of 9.5 months. These results are not considered signifi¬ 
cant due to bias on the part of patients and hetero¬ 
geneity of the sample. Follow-up studies of the pa¬ 
tients discussed in an earlier report, after an average 
period of 28.6 months since discharge from hospital, 
indicated the rate of new exacerbations to be 0.2 to 
0.3 per patient year, whether or not isoniazid therapy 
was continued. This rate is not significantly different 
from that expected in the natural course of the disease. 
It is therefore concluded that isoniazid therapy has 
no effect on the course of multiple sclerosis. 

65 Shirley Lane, Coatesville, Pa. (Dr. Kurtzke). 

The isoniazid used in this study was supplied as Rimifon by 
Hoffmann-LaRoche, Inc., Nutley, N. J. 
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REVIEW OF SEVENTY-THREE CASES OF SPONDYLOLISTHESIS 
TREATED BY ARTHRODESIS 

George Hammond, M.D., Robert E. Wise, M.D. 
and 

G. Edmund Haggart, M.D., Boston 


For many years the accepted surgical treatment for 
spondylolisthesis has been arthrodesis of the spine 
combined with excision of the occasional associated 
protrusion of an intervertebral disk; the recorded re¬ 
sults have been good. 1 Persistent pain in the back and 
lower extremity following solid fusion of the spine, 
however, has been recorded in a small but significant 
number of patients and has led to the development of 
other operative techniques that are directed to the 
relief of any irritation or compression of the nerve 
roots by the pathological changes associated with 
spondylolisthesis. These changes, described by several 
authors, 2 are the abnormal mobility of the loose lam¬ 
ina, the fibrocartilaginous mass at the defect in the 
pars interarticularis, narrowing of the intervertebral 
foramens, and stretching of the nerve roots and dura 
over the posterior edge of the body of the first sacral 
vertebra. Briggs and Keats, 2b in 1947, advocated re¬ 
moval of the loose lamina, exploration for protruding 
disk, excision of the cartilaginous mass at the defect, 
intervertebral foraminotomy in those patients with 
severe sciatic pain, and arthrodesis. James and Nis- 
bet, 2e in 1953, recommended excision of the loose 
lamina and fusion of the spine. In 1955, Adkins 2 ” 
prescribed removal of the loose lamina, exploration 
for disk prolapse, excision of the fibrous tissue at the 
defect, excision of any osteophytic ledge causing con¬ 
striction of the neural groove, rhizotomy, and arthro¬ 
desis of the spine. In the same year, Gill, Manning, 
and White 211 reported that the majority of patients 
with spondylolisthesis presented symptoms and signs 
of radicular pain, and they advised removal of the 
loose lamina and the mass of fibrocartilage at the de¬ 
fect without spinal fusion. Also in 1955, Bosworth 
and co-workers 3 recommended spinal fusion with re¬ 
moval of the loose neural arch only to facilitate the 
implantation of bone grafts; they had not found de¬ 
compression of the nerve roots necessary for good 
results. This contradictory and confusing advice for 
the treatment of this condition, reviewed by Barr,” 
stimulated our analysis. 

From May, 1936, to September, 1952, 73 patients 
with spondylolisthesis or spondylolysis of the fourth 
or fifth lumbar vertebra were treated at the Lahey 
Clinic by arthrodesis of the spine without removal of 
the loose lamina or nerve root decompression. The 
purpose of this paper is to evaluate carefully the end- 
results of this therapy and to determine the effective¬ 
ness of this procedure in relieving the pain associated 
with spondylolisthesis. 


Read before the Section on Orthopedic Surgery at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 13,1956. 


• The finding of spondylolisthesis was accompanied 
by the complaint of backache with or without lower 
extremity pain in 72 of 73 patients; in the remaining 
case the symptom was that of unilateral sciatica. In 
35 cases no history of trauma could be elicited. In 
five cases the fifth lumbar vertebra had slipped for¬ 
ward more than half the distance across the superior 
surface of the sacrum. 

The basic treatment in all 73 cases was an arthrod¬ 
esis,- in addition, protruding disks required excision 
in three cases. Sixty patients were restudied 3 to 19 
years after the operation. The desired solid ankylosis 
had been achieved in only 24 patients. The pseu- 
darthroses found in the other 36 were more frequent 
in the patients receiving bone grafts from a bone 
bank instead of iliac grafts, or confined to bed for 
only four weeks or less. Significant pain persisting 
in the legs after operation was explained by the find¬ 
ing of pseudarthrosis in 6 out of the 10 patients 
whose results were classified as fair or poor, but 
moderate pain continued also in 3 patients in whom 
solid fusion was achieved. 

It is recommended that further efforts be made to 
improve the technique of arthrodesis in this situation, 
that use of a bilateral spica cast to the knees be con¬ 
tinued for three months after operation, and that early 
ambulation be avoided. The success of the operation 
should be verified by suitable roentgenograms, and 
a program of exercise and training should begin as 
soon as the patient becomes ambulatory. 


Analysis of Clinical Findings 

Onset and Location of Pain .—The ages of the pa¬ 
tients at the time of operation are grouped in decades 
in table 1. The youngest patient was 11 years old, and 
the oldest, 58. Sixty-seven per cent of the patients 
were males. The age of the patient at the onset of 
symptoms is also shown by decades in table 1. This 

Table 1.—Age at Onset of Symptoms and Operation for 
Spondylolisthesis in Seventy-three Patients 


Age, in f — 

Onset of Symptoms 
. ___ 


Operation 

-A 


Decades 

No. 


% 


No. 

% 

11-19 

22 


30 


11 

15 

20-29 

26 


36 


21 

29 

30-39 

14 


19 


23 

31 

40-49 

9 


12 


13 

18 

50-58 

2 


3 


5 

7 

Total 

73 




73 



table demonstrates that the majority (66%) of the pa¬ 
tients requiring spinal fusion for the relief of symp¬ 
toms started to experience pain before the age of 30 
and that the majority of operations (75%) were done 
before the patient reached the age of 40. The dura¬ 
tion of symptoms prior to fusion of the spine differed 
from 4 months to 24 years and averaged 5.5 years. 
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There was a direct relationship between trauma of 
variable severity and the onset of symptoms in 38 
patients, or 52%. These injuries were classified as mild 
in 22 patients, moderate in 11, and severe in 5. The 
injury in these last five patients was judged of suf¬ 
ficient severity and was associated with sufficient im¬ 
mediate disability to have caused a traumatic frac¬ 
ture of the pars interarticularis of the vertebra. There 
was no trauma related to the initial symptoms in 48% 
of the patients. 

Pain in the back, with or without pain in the lower 
extremities, was the reason all 73 patients sought con¬ 
sultation except one, who complained only of unilat¬ 
eral sciatica. The location of the patients’ pain was 
as follows: (1) low back pain only—37 patients, or 51%; 
(2) low back pain with unilateral lower extremity pain 
—28 patients, or 38%; (3) low back pain with bilateral 
lower extremity pain—7 patients, or 10%; and (4) 
unilateral lower extremity pain only—1 patient, or 1%. 
In studying these histories, however, it immediately 
became apparent that in many of the patients the 
lower extremity pain was mild in degree and transi¬ 
tory in nature. It was not thought that pain of this type 
could be classed, by any suitable standard, as radic¬ 
ular. Since it is our belief that the radicular pain ac¬ 
companying spondylolisthesis should be one of the 
chief complaints of the patients, the location of the 
principal pain in the patients was determined. It was 
as follows: (1) low back pain—61 patients, or 84%; (2) 
low back pain with unilateral lower extremity pain— 
8 patients, or 11%; and (3) unilateral lower extremity 
pain—4 patients or 5%. 

Analyzing the pain in the 12 patients whose chief 
complaint was pain low in the back and in the lower 
extremity or pain in the lower extremity alone, it was 
found that the pain in the lower extremity in each 
patient was radicular in type and sciatic in distribu¬ 
tion. Physical examination of the 12 patients revealed 
objective signs of radiculitis by sensory, motor, or 
reflex change in 8 of them and no objective signs of 
radiculitis in the other 4. In addition, the examination 
of the remaining 61 patients disclosed 3 patients with 
low back pain and mild lower extremity pain of a non- 
radicular type who presented positive evidence of 
compressive radiculitis by sensory, motor, or reflex 
changes. Thus, in this series there were 15 patients, 
or 21%, who exhibited evidence of radiculitis either 
by the character of the pain or by neurological find¬ 
ings, or both. The remaining 58 patients, or 79%, 
showed no objective evidence of radiculitis, and the 
lower extremity pain, if present, did not have the 
qualities of radicular pain. Other than the evidence of 
irritative or compressive radiculitis, the histories and 
examinations of the 73 patients revealed no important 
findings that have not already been described many 
times. 

Roentgenographic Findings .—All the patients in this 
series presented defects in the pars interarticularis of 
the involved vertebra, and no cases of pseudospon¬ 
dylolisthesis or retrospondylolisthesis are included. 
The defect was located in the fifth lumbar vertebra 
in 70 patients, or 96%, and in die fourth lumbar verte¬ 
bra in 3 patients, or 4%. Identification of the lesion 
offered considerable difficulty at times, especially if 
there had been no forward slipping. Oblique stereo¬ 
scopic views of the fourth and fifth lumbar vertebrae 


J.A.M.A., January 19, 1937 

were of great value in the majority of instances and 
it was frequently necessary to obtain these views in 
varying degrees of rotation before the defect could be 
seen with certainty. The 70 cases of bilateral defects 
in the isdimus of the fifth lumbar vertebra were asso¬ 
ciated with spondylolisthesis in 63 cases, or 90%, and 
there was no slipping in 7 cases (spondylolysis). In the 
three patients with defects in the fourth lumbar 
vertebra, there was forward slipping in two and no 
slipping in the third. 

The amount of forward slipping was recorded by 
the method described by Meyerding 5 as applied to 
the fifth lumbar vertebra. If the fifth lumbar vertebral 
body has slipped forward less than one-fourth the 
distance across the superior surface of the sacrum, it 
is considered a first degree spondylolisthesis; if the 
displacement is between one-fourth and one-half this 
distance, it is second degree; if it is between one-half 
and three-fourths, it is third degree; and if it is more 
than three-fourths, it is fourth degree. A spondylolis¬ 
thesis of the fifth degree is one in which the fifth 
lumbar vertebral body has slipped completely off the 
sacrum and lies anterior to the first sacral vertebra, 
The slipping of the fifth lumbar vertebra of the 61 
patients was graded as follows: first degree, 38 pa¬ 
tients, or 60%; second degree, 20 patients, or 32%; 
third degree, 3 patients, or 5%; and fourth and fifth 
degree, 1 patient each, or 1.5%. The spondylolisthesis ol 
the fourth lumbar vertebra was graded as second de 
gree in both instances in which it occurred, and, ir 
both, the fifth lumbar vertebra was transitional in type 

The youngest patient, aged 11, with the defect ir 
the fifth lumbar vertebra, was the only one in the 
series who showed progressive slipping. The displace¬ 
ment increased from a second to a third degree 
spondylolisthesis during a five-month period following 
arthrodesis that resulted in solid fusion. The absence 
of progression of the spondylolisthesis in die adults 
of this series agrees with the studies of Friberg' 1 in 
this regard. 

Minimal to marked narrowing of the intervertebral 
disk between the fourth and fifth lumbar vertebrae 
or at the lumbosacral joint, or both, was found in 54, 
or 77%, of the 70 patients with slipping of the fifth 
lumbar vertebra. This narrowed interspace occurred 
at the lumbosacral joint in 37 patients, at the inter¬ 
space between the fourth and fifth lumbar vertebrae 
in 5, and at both interspaces in 12. No narrowing of 
the intervertebral disk was found in the 16 remaining 
patients. Degenerative changes, as evidenced by 
sclerosis of the opposing surfaces of the vertebral 
bodies and formation of osteophytes, were present in 
a small percentage of those patients showing narrou'- 
ing of the intervertebral disk. Spina bifida, involving 
various combinations of the fifth lumbar vertebra and 
the upper three sacral vertebrae, was a common 
anomaly in this series, with an incidence of 55%. 

Treatment 

The majority of patients with spondylolisthesis can 
be successfully treated by conservative measures con¬ 
sisting largely of weight reduction, postural training, 
limitation of physical activities, use of a firm bed, and, 
occasionally, use of a back support. Most of the pa¬ 
tients in this series were treated for a considerable 
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period on such a program; but sufficient relief of pain 
and disability was not obtained, and, consequently, 
operative treatment was advised. 

Exploration for Associated Intervertebral Disk Pro¬ 
trusions.— It has long been recognized that a 
protruding intervertebral disk may occasionally 
be associated with spondylolisthesis. Prior to arthro¬ 
desis, it has been our general policy to perform myel¬ 
ography on all patients who, by the nature of their 
pain or by their physical findings, give the slightest 
indication of having a protruding disk. The myelo¬ 
gram is used as an aid in the diagnosis and in the 
localization of such a protrusion and helps in the de¬ 
cision as to whether exploration of the disks is indi¬ 
cated. This exploration is done immediately before 
arthrodesis. 

Myelography was performed upon 51 patients, or 
70%, in this series. The contrast mediums used were 
air or oxygen in 21 patients, iodized oil (Lipiodol) in 
1, and iophendylate (Pantopaque) in 29. The study 
was negative in 39, positive for protruding disk in 4, 
and questionably positive in 8 patients. In 22 patients, 
or 30%, neither myelography nor exploration was 
carried out. Of the 39 patients with negative myelo¬ 
grams, 11 had exploration of the fourth and fifth lum¬ 
bar disks because of clinical findings; in no instance 
was a protrusion found. 

The positive myelograms were interpreted as show¬ 
ing a protruding disk at the lumbosacral interspace in 
three patients and at the fourth lumbar interspace in 
one. Exploration of the fifth lumbar disk was carried 
out in two of the three patients, with negative findings 
in one and the finding of a very large ruptured and 
extruded disk in the other. Exploratory operation on 
the patient with evidence of a protruded disk between 
the fourth and fifth lumbar vertebrae revealed a small 
protrusion of a soft, degenerated disk. All the ques¬ 
tionable protrusions by myelography were located at 
the fifth lumbar interspace, which is consistent with 
the known difficulty in interpreting extradural defects 
at this level in the presence of spondylolisthesis with 
its attendant spinal canal and dural deformity. Ex¬ 
ploration was carried out on seven of the eight pa¬ 
tients with questionably positive myelograms, and in 
one of them a protruding disk at the fifth lumbar 
level was found. 

In summary, there were three disk protrusions, two at 
the fifth lumbar interspace and one at the interspace be¬ 
tween the fourth and fifth lumbar vertebrae, in 73 pa¬ 
tients with spondylolisthesis, an incidence of 4%. 

Arthrodesis—The basic operation in each of the 73 
patients was a carefully performed Hibbs arthrodesis, 
which included removal and splitting of the spinous 
processes into small fragments, excision of cartilage 
from the articular facets and packing cancellous bone 
chips into these joint spaces, and laminal decortication 
turning osseous flaps upward and downward across 
the interlaminar spaces. The fragments of the spinous 
processes were used to bridge the laminas. In the 
great majority of cases, arthrodesis was supplemented 
with bone grafts from the ilium or bone bank. Thus, 
tile Hibbs operation was modified by the addition of 
iliac strip and chip grafts in 47 patients, or 64%, and 
by the addition of grafts from the bone bank in 18 
patients, or 25%. The Hibbs fusion alone was used in 
eight patients, or 11%. 
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In this series, the arthrodesis extended from the 
fourth lumbar vertebra to the sacrum in 65 patients, 
or 89%, and from the third lumbar vertebra to the 
sacrum in 8, or 11%, the longer fusion being done in 
3 patients with defects of the fourth lumbar verte¬ 
bra and in 5 patients with defects of the fifth lumbar 
vertebra. 

Postoperative Care.— The postoperative treatment 
included a variable period of bed rest, with or with¬ 
out plaster immobilization, followed by postural train¬ 
ing and the wearing of a reinforced corset or brace for 
several months. Sixty patients, or 82%, were confined 
to bed without plaster immobilization for periods 
ranging from three weeks to three months, and two- 
thirds of this number remained in bed from three to 
four weeks. Thirteen patients, or 18%, were immobi¬ 
lized in a bilateral short plaster hip spica for periods 
of from three weeks to three months, and half of this 
number were in the cast for three to four weeks. 

Postoperative Complications.— The only postopera¬ 
tive complication was one superficial wound infection, 
which completely healed after five weeks, without 
residual difficulty. There was no operative mortality. 
Two patients died of causes completely unrelated to 
the arthrodesis. 

End-Results 

For a patient’s medical record to be used in a review 
of the end-results in this study, the patient was re¬ 
quired (1) to have had the operation at least three 
years previously, (2) to answer a detailed question¬ 
naire before reporting to the clinic, (3) to be inter¬ 
viewed again relative to residual symptoms, (4) to 
have a thorough orthopedic examination, and (5) to 
have anteroposterior and lateral bending roentgeno¬ 
grams as well as oblique studies of the fusion area in 
the spine. 

Thirteen patients were not eligible for this review 
of end-results for the following reasons: (1) two could 
not be located; (2) nine could not or would not return 
for examination, although some reported by question¬ 
naire; and (3) two have died. Consequently, the 
records of 60 patients, or 82% of the total, with spon¬ 
dylolisthesis treated by arthrodesis were suitable for 
the study of end-results. The minimum follow-up 
period was 3 years and 4 months, and the maximum 
was 19 years and 5 months. The average follow-up 
period for the entire group was nine years and two 
months. Ninety per cent of the patients were inter¬ 
viewed and examined more than five years after 
arthrodesis. The biplane bending roentgenograms were 
interpreted by an orthopedist and a roentgenologist. 

Clinical End-Residts.—' The classification of clinical 
end-results following arthrodesis for spondylolisthesis 
is not difficult, because the subjective relief of symp¬ 
toms, largely pain, and the degree of rehabilitation 
are the main factors. The results cannot, however, 
be judged on the basis of answers to a question¬ 
naire alone, inasmuch as these answers frequently 
do not reveal the true symptomatic picture of 
the patient and must be corrected or modified at 
the time of interview. The clinical examination of 
the patient was not found to influence the final 
result but consistently tended to confirm the sympto¬ 
matic result. In this study, particular effort was made 
to determine the presence or absence of objective evi- 
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There was a direct relationship between trauma of 
variable severity and the onset of symptoms in 38 
patients, or 52%. These injuries were classified as mild 
in 22 patients, moderate in 11, and severe in 5. The 
injury in these last five patients was judged of suf¬ 
ficient severity and was associated with sufficient im¬ 
mediate disability to have caused a traumatic frac¬ 
ture of the pars interarticularis of the vertebra. There 
was no trauma related to the initial symptoms in 48% 
of the patients. 

Pain in the back, with or without pain in the lower 
extremities, was the reason all 73 patients sought con¬ 
sultation except one, who complained only of unilat¬ 
eral sciatica. The location of the patients’ pain was 
as follows: (1) low back pain only—37 patients, or 51%; 
(2) low back pain with unilateral lower extremity pain 
—28 patients, or 38%; (3) low back pain with bilateral 
lower extremity pain—7 patients, or 10%; and (4) 
unilateral lower extremity pain only—1 patient, or 1%. 
In studying these histories, however, it immediately 
became apparent that in many of the patients the 
lower extremity pain was mild in degree and transi¬ 
tory in nature. It was not thought that pain of this type 
could be classed, by any suitable standard, as radic¬ 
ular. Since it is our belief that the radicular pain ac¬ 
companying spondylolisthesis should be one of the 
chief complaints of the patients, the location of the 
principal pain in the patients was determined. It was 
as follows: (1) low back pain—61 patients, or 84%; (2) 
low back pain with unilateral lower extremity pain— 
8 patients, or 11%; and (3) unilateral lower extremity 
pain—4 patients or 5%. 

Analyzing the pain in the 12 patients whose chief 
complaint was pain low in the back and in the lower 
extremity or pain in the lower extremity alone, it was 
found that the pain in the lower extremity in each 
patient was radicular in type and sciatic in distribu¬ 
tion. Physical examination of the 12 patients revealed 
objective signs of radiculitis by sensory, motor, or 
reflex change in 8 of them and no objective signs of 
radiculitis in the other 4. In addition, the examination 
of the remaining 61 patients disclosed 3 patients with 
low back pain and mild lower extremity pain of a non- 
radicular type who presented positive evidence of 
compressive radiculitis by sensory, motor, or reflex 
changes. Thus, in this series there were 15 patients, 
or 21%, who exhibited evidence of radiculitis either 
by the character of the pain or by neurological find¬ 
ings, or both. The remaining 58 patients, or 79%, 
showed no objective evidence of radiculitis, and the 
lower extremity pain, if present, did not have the 
qualities of radicular pain. Other than the evidence of 
irritative or compressive radiculitis, the histories and 
examinations of the 73 patients revealed no important 
findings that have not already been described many 
times. 

Roentgenographic Findings.—AW the patients in this 
series presented defects in the pars interarticularis of 
the involved vertebra, and no cases of pseudospon¬ 
dylolisthesis or retrospondylolisthesis are included. 
The defect was located in the fifth lumbar vertebra 
in 70 patients, or 96%, and in the fourth lumbar verte¬ 
bra in 3 patients, or 4%. Identification of the lesion 
offered considerable difficulty at times, especially if 
there had been no forward slipping. Oblique stereo¬ 
scopic views of the fourth and fifth lumbar vertebrae 
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were of great value in the majority of instances and 
it was frequently necessary to obtain these views in 
varying degrees of rotation before the defect could be 
seen with certainty. The 70 cases of bilateral defects 
in the isthmus of the fifth lumbar vertebra were asso¬ 
ciated with spondylolisthesis in 63 cases, or 90%, and 
there was no slipping in 7 cases (spondylolysis). In the 
three patients with defects in the fourth lumbar 
vertebra, there was forward slipping in two and no 
slipping in the third. 

The amount of forward slipping was recorded by 
the method described by Meyerding 5 as applied to 
the fifth lumbar vertebra. If the fifth lumbar vertebral 
body has slipped forward less than one-fourth the 
distance across the superior surface of the sacrum, il 
is considered a first degree spondylolisthesis; if the 
displacement is between one-fourth and one-half this 
distance, it is second degree; if it is between one-hall 
and three-fourths, it is third degree; and if it is more 
than three-fourths, it is fourth degree. A spondylolis 
thesis of the fifth degree is one in which the fiftl 
lumbar vertebral body has slipped completely off the 
sacrum and lies anterior to the first sacral vertebra 
Tire slipping of the fifth lumbar vertebra of the K 
patients was graded as follows: first degree, 38 pa 
tients, or 60%; second degree, 20 patients, or 327c 
third degree, 3 patients, or 5%; and fourth and fiftl 
degree, 1 patient each, or 1.5%. The spondylolisthesis 0 
the fourth lumbar vertebra was graded as second de 
gree in both instances in which it occurred, and, ii 
both, the fifth lumbar vertebra was transitional in type 

The youngest patient, aged 11, with the defect ii 
the fifth lumbar vertebra, was the only one in thi 
series who showed progressive slipping. The displace 
ment increased from a second to a third degrei 
spondylolisthesis during a five-month period following 
arthrodesis that resulted in solid fusion. The absence 
of progression of the spondylolisthesis in the adult 
of this series agrees with the studies of Friberg 6 ii 
this regard. 

Minimal to marked narrowing of the intervertebra 
disk between the fourth and fifth lumbar vertebral 
or at the lumbosacral joint, or both, was found in 51 
or 77%, of the 70 patients with slipping of the fiftl 
lumbar vertebra. This narrowed interspace occurrei 
at the lumbosacral joint in 37 patients, at the inter 
space between the fourth and fifth lumbar vertebral 
in 5, and at both interspaces in 12. No narrowing 0 
the intervertebral disk was found in the 16 remainin; 
patients. Degenerative changes, as evidenced b; 
sclerosis of the opposing surfaces of the vertebra 
bodies and formation of osteophytes, were present n 
a small percentage of those patients showing narrow 
ing of the intervertebral disk. Spina bifida, involvini 
various combinations of the fifth lumbar vertebra am 
the upper three sacral vertebrae, was a comnioi 
anomaly in this series, with an incidence of 55%. 

Treatment 

The majority of patients with spondylolisthesis cai 
be successfully treated by conservative measures con 
sisting largely of weight reduction, postural training 
limitation of physical activities, use of a firm bed, and 
occasionally, use of a back support. Most of the pa 
tients in this series were treated for a considerabli 
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period on such a program; but sufficient relief of pain 
and disability was not obtained, and, consequently, 
operative treatment was advised. 

Exploration for Associated Intervertebral Disk Pro¬ 
trusions.— It has long been recognized that a 
protruding intervertebral disk may occasionally 
be associated with spondylolisthesis. Prior to arthro¬ 
desis, it has been our general policy to perform myel¬ 
ography on all patients who, by the nature of their 
pain or by their physical findings, give the slightest 
indication of having a protruding disk. The myelo¬ 
gram is used as an aid in the diagnosis and in the 
localization of such a protrusion and helps in die de¬ 
cision as to whether exploration of the disks is indi¬ 
cated. This exploration is done immediately before 
arthrodesis. 

Myelography was performed upon 51 patients, or 
70%, in diis series. The contrast mediums used were 
air or oxygen in 21 patients, iodized oil (Lipiodol) in 
1, and iophendylate (Pantopaque) in 29. The study 
was negative in 39, positive for protruding disk in 4, 
and questionably positive in 8 patients. In 22 patients, 
or 30%, neitiier myelography nor exploration was 
carried out. Of the 39 patients widi negative myelo¬ 
grams, 11 had exploration of the fourth and fifth lum¬ 
bar disks because of clinical findings; in no instance 
was a protrusion found. 

The positive myelograms were interpreted as show¬ 
ing a protruding disk at the lumbosacral interspace in 
three patients and at the fourth lumbar interspace in 
one. Exploration of the fifth lumbar disk was carried 
out in two of the three patients, with negative findings 
in one and the finding of a very large ruptured and 
extruded disk in the other. Exploratory operation on 
the patient with evidence of a protruded disk between 
the fourth and fifth lumbar vertebrae revealed a small 
protrusion of a soft, degenerated disk. All the ques¬ 
tionable protrusions by myelography were located at 
the fifth lumbar interspace, which is consistent with 
the known difficulty in interpreting extradural defects 
at this level in the presence of spondylolisthesis with 
its attendant spinal canal and dural deformity. Ex¬ 
ploration was carried out on seven of the eight pa¬ 
tients with questionably positive myelograms, and in 
one of them a protruding disk at the fifth lumbar 
level was found. 

In summary, there were three disk protrusions, two at 
the fifth lumbar interspace and one at the interspace be¬ 
tween the fourth and fifth lumbar vertebrae, in 73 pa¬ 
tients with spondylolisthesis, an incidence of 4%. 

Arthrodesis.— The basic operation in each of the 73 
patients was a carefully performed Hibbs arthrodesis, 
which included removal and splitting of the spinous 
processes into small fragments, excision of cartilage 
from the articular facets and packing cancellous bone 
chips into these joint spaces, and laminal decortication 
turning osseous flaps upward and downward across 
the interlaminar spaces. The fragments of the spinous 
processes were used to bridge the laminas. In the 
great majority of cases, arthrodesis was supplemented 
with bone grafts from the ilium or bone bank. Thus, 
the Hibbs operation was modified by the addition of 
iliac strip and chip grafts in 47 patients, or 64%, and 
by the addition of grafts from the bone bank in 18 
patients, or 25%. The Hibbs fusion alone was used in 
eight patients, or 11%. 
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In this series, the arthrodesis extended from the 
fourth lumbar vertebra to tire sacrum in 65 patients, 
or 89%, and from the third lumbar vertebra to the 
sacrum in 8, or 11%, the longer fusion being done in 
3 patients with defects of the fourth lumbar verte¬ 
bra and in 5 patients with defects of the fifth lumbar 
vertebra. 

Postoperative Care.—The postoperative treatment 
included a variable period of bed rest, with or with¬ 
out plaster immobilization, followed by postural train¬ 
ing and the wearing of a reinforced corset or brace for 
several months. Sixty patients, or 82%, were confined 
to bed without plaster immobilization for periods 
ranging from three weeks to three months, and two- 
thirds of this number remained in bed from three to 
four weeks. Thirteen patients, or 18%, were immobi¬ 
lized in a bilateral short plaster hip spica for periods 
of from three weeks to three months, and half of this 
number were in the cast for three to four weeks. 

Postoperative Complications.— The only postopera¬ 
tive complication was one superficial wound infection, 
which completely healed after five weeks, without 
residual difficulty. There was no operative mortality. 
Two patients died of causes completely unrelated to 
the arthrodesis. 

End-Results 

For a patient’s medical record to be used in a review 
of the end-results in this study, the patient was re¬ 
quired (1) to have had the operation at least three 
years previously, (2) to answer a detailed question¬ 
naire before reporting to the clinic, (3) to be inter¬ 
viewed again relative to residual symptoms, (4) to 
have a thorough orthopedic examination, and (5) to 
have anteroposterior and lateral bending roentgeno¬ 
grams as well as oblique studies of the fusion area in 
the spine. 

Thirteen patients were not eligible for this review 
of end-results for the following reasons: (1) two could 
not be located; (2) nine could not or would not return 
for examination, although some reported by question¬ 
naire; and (3) two have died. Consequently, the 
records of 60 patients, or 82% of the total, with spon¬ 
dylolisthesis treated by arthrodesis were suitable for 
the study of end-results. The minimum follow-up 
period was 3 years and 4 months, and the maximum 
was 19 years and 5 months. The average follow-up 
period for the entire group was nine years and two 
months. Ninety per cent of the patients were inter¬ 
viewed and examined more than five years after 
arthrodesis. The biplane bending roentgenograms were 
interpreted by an orthopedist and a roentgenologist. 

Clinical End-Results—The classification of clinical 
end-results following arthrodesis for spondylolisthesis 
is not difficult, because the subjective relief of symp¬ 
toms, largely pain, and the degree of rehabilitation 
are the main factors. The results cannot, however, 
be judged on the basis of answers to a question¬ 
naire alone, inasmuch as these answers frequently 
do not reveal the true symptomatic picture of 
the patient and must be corrected or modified at 
the time of interview. The clinical examination of 
the patient was not found to influence the final 
result but consistently tended to confirm the sympto¬ 
matic result. In this study, particular effort was made 
to determine the presence or absence of objective evi- 
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dence of residual compressive radiculitis. The end- 
results in this study, then, were largely based on a 
careful history made after considerable time had 
elapsed after operation. 

The standards for judging the end-results in this 
review were as follows: 1. Excellent, or asymptomatic, 
signifies that the patient is rehabilitated to his former 

Table 2 .—Comparison of Results After Arthrodesis of the Spine 
in Sixty Patients with Spondylolisthesis, as Judged 
by the Surgeon and by the Patient 

According to Surgeon According to Patient 

__ K ____Jv_ 


Result No. % No. % 

Excellent . 15 25 35 58 

Good. 24 40 15 25 

Fair. 11 18 8 13 

Poor . 10 17 2 3 

Total . 60 60 


occupation without limitation of physical activities. 2. 
Good denotes that the patient, though having mild 
pain in his back or lower extremity, is rehabilitated 
to his previous occupation and has only mild restric¬ 
tion of physical activities. 3. Fair denotes that the pa¬ 
tient has moderate pain in his back or lower extremity, 
which, however, is considerably less than his preop¬ 
erative pain, and that he is rehabilitated to his former 
occupation or to work of a lighter nature, with only 
moderate restriction of physical activities. 4. Poor de¬ 
notes that the patient has moderate to severe pain in 
his back or lower extremity that causes considerable 
restriction of physical activities and that his rehabilita¬ 
tion to gainful occupation may be incomplete. It is to 
be emphasized that even a fair result represents sub¬ 
stantial improvement over the preoperative status. 

The clinical end-results, as evaluated by us, in the 
60 patients treated by arthrodesis are listed in table 2. 
It should be noted that in 65% of the cases the results 
were good or excellent and in 83% there was improve¬ 
ment. The repair of pseudarthroses in three patients 
improved the results somewhat, as the results of treat¬ 
ment in two patients were, thereby, converted from 
poor to good and in the third from poor to fair. Thus, 
the final statistics are as follows: excellent, 25%; good, 
43%; fair, 20%; and poor, 12%. It is of interest to con¬ 
trast these results as judged by us with the patients’ 
estimates of their results unmodified by medical opin¬ 
ion, as recorded in table 2. Eighty-three per cent of 
the patients decided their results were good or ex¬ 
cellent, and tire number of poor results was reduced 
to 3%. This amply illustrates that the end-results 
would be considerably better if they were judged on 
the basis of the questionnaire alone. 

There was no definite relation between the age of 
the patient and the result, except that the 11 patients 
having tire arthrodesis between the ages of 11 and 19 
had better than average results. The results tended to 
be better in the women than in the men patients, and 
this finding is probably related to tire heavier work of 
the latter. There was an inverse relation between the 
degree of spondylolisthesis and the results, inasmuch 
as the 27 patients with spondylolisthesis of second 
degree or more had much better clinical results and a 
higher incidence of solid fusion than those with no 
slipping or slipping of the first degree. Narrowing of 
the intervertebral disks did not affect the results ad¬ 
versely. 


Roentgenographic Results.— The presence or ab¬ 
sence of solid bony ankylosis in the fusion area was 
determined by superimposition of the roentgenograms 
•made with the patient bending in both planes as 
recommended by Cleveland and co-workers. 1 This 
study, presumably accurate, revealed solid fusion in 
only 24 patients, or 40%, and pseudarthrosis in 36 pa¬ 
tients, or 60%. Repair of the pseudarthrosis was at¬ 
tempted in three patients, and solid ankylosis resulted 
in two. The third patient had a second repair of the 
pseudarthrosis elsewhere, with failure of solid fusion. 
Interpretation of the bending roentgenograms showed 
that the highest incidence- of pseudarthrosis was be¬ 
tween the fourth and fifth lumbar vertebrae (18 cases). 
This observation is misleading, however, since in 
spondylolisthesis the body of the fifth lumbar vertebra 
must be movable if there is motion between the fourth 
and fifth lumbar vertebrae. Therefore, the absence of 
motion of the fifth lumbar vertebral body in these 
films probably signifies that this body is relatively 
fixed but not immobile. The second most common 
pseudarthrosis in the bending films was at both the 
fourth and fifth interspaces (12 cases). 

In an effort to determine the causes for the high 
incidence of pseudarthrosis, many factors were stud¬ 
ied. The operative technique in all cases was osten¬ 
sibly the same, with the exception of the type of bone 
grafts supplementing the Hibbs arthrodesis. In the 47 
patients in whom iliac bone grafts were used, the in¬ 
cidence of pseudarthrosis was slightly lower (55%). 
In the IS patients in whom bone grafts from the bank 
were used, however, the incidence of pseudarthrosis 
was significantly higher (81%) and the incidence of 
solid fusion was cut in half (19%). In the 37 patients 
who were confined to bed for only three to four weeks 
after the operation, the rate of pseudarthrosis was 
slightly increased (68%). In the 12 patients who were 
recumbent in bed, with or without plaster immobiliza¬ 
tion, for two to three months after operation, the rate 
of pseudarthrosis dropped to 33%. The eight patients 
who had an arthrodesis from the third lumbar verte¬ 
bra -to tlie sacrum had a lower rate of pseudartlrrosis 
(37.5%). It is significant that four of the five patients 
with solid fusion in this group were kept in recum¬ 
bency from two to three months after operation. 

The clinical results of the 24 patients with solid 
bony fusion after the initial arthrodesis are shown in 
table 3. It is impressive that the incidence of good and 

Table 3 .— Comparison of Results in Sixty Patients with 
Spondylolisthesis, with Either Solid Bony Ankylosis 
or Pseudarthrosis After Arthrodesis of the Spine 
Solid Bonv Ankylosis Pseudarthrosis 

-A--A- - -A 

No. % No. % 

10 42 5 U 

!J 37 IS -U 


Total . 24 3(1 

excellent results rose to 79%, that all patients were 
definitely improved, and that, above all, there were 
no poor results. Table 3 also presents the results in 
patients with pseudarthrosis. These results are below 
average for the series and far below the results of pa¬ 
tients with solid fusion. Of particular importance is 
the fact that all of the poor results of the entire series 
occurred in patients with pseudarthrosis. It is also 


Result 
Excellent .. 

Good. 

Fair. 

Poor . 
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apparent that less than half of the patients with pseud- 
arthrosis have sufficient residual symptoms to war¬ 
rant surgical repair. This relief of pain, in spite of 
pseudarthrosis, may be explained by the relative sta¬ 
bility produced by strong fibrous union of the verte¬ 
brae. Stabilization of the loose lamina and inferior 
articular processes by the arthrodesis may also be a 
factor in obtaining good results in this group. 

Patients with Radiculitis—Earlier it was stated that 
15 patients, or 21%, in this series exhibited evidence 
of radiculitis either by the character of the pain or by 
neurological findings, or both. Myelography was done 
in 13 of the 15 patients and was positive for protruding 
disk in 2, questionably positive in 3, and negative in 8. 
Ten of these patients had exploration of the lower lum¬ 
bar intervertebral disks, with negative findings in eight 
and protrusions in two. Thus, two of the three pro¬ 
truding intervertebral disks in the entire series oc¬ 
curred in the group of patients with radiculitis. Other 
than the spondylolisthesis, no cause for the radiculitis 
was established in the 13 remaining patients. The 
results of arthrodesis are known in 12 of tire 15 
patients. They consist of two excellent results, 
five good, four fair, and one poor. Thus, arthrodesis 
of the spine (with disk excision in one patient) was 
associated with good or excellent results in 58% of 
these 12 patients with radiculitis. All five of the pa¬ 
tients with fair or poor results had moderate to severe 
lower extremity pain. 

Patients with Moderate to Severe Lower Extremity 
Pain After Arthrodesis: There were six patients with 
fair results and four with poor results who had mod¬ 
erate to severe pain in the lower extremities after 
operation. Five of these patients had evidence of 
irritative or compressive radiculitis before operation, 
but five did not develop significant *pain in the lower 
extremities until after arthrodesis. Of this latter group 
of five patients, three had no record of any pain in 
the lower extremities before operation, two had mild 
pain in the lower extremities before operation, and 
none apparently showed any positive neurological 
findings before or after operation. 

In order to explain this persistent, significant pain 
in the lower extremities, consideration should be di¬ 
rected to the following facts: 1. One patient with solid 
fusion had positive myelographic findings of a pro¬ 
truded disk before operation and for some reason did 
not have an exploration for this abnormality. 2. Six of 
the remaining nine patients had a pseudarthrosis, 
which may or may not be adequate explanation for the 
amount of pain in the lower extremity. In this regard, 
4 of the 6 patients with pseudarthrosis accounted for 
all the poor results in this group of 10 cases. It is dis¬ 
turbing that, although the remaining three patients 
had solid fusions of the spine, they continued to have 
moderate pain in the lower extremities. One might 
postulate, then, that a certain number of the 10 pa¬ 
tients in this group may have irritation or compression 
of the nerve roots by the pathological changes asso¬ 
ciated with spondylolisthesis and should have been 
treated by removal of the loose neural arch and nerve 
root decompression with or without arthrodesis. 

Summary and Conclusions 

Seventy-three cases of spondylolisthesis or spon¬ 
dylolysis of the fourth or fifth lumbar vertebra 
have been reviewed. There were 15 patients, or 21%, 
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who presented evidence of radiculitis either by the 
character of the pain or by neurological findings, or 
both. The remaining 58 patients, or 79%, did not have 
symptomatic or neurological evidence of radicular 
pain. All patients were treated by arthrodesis of the 
spine and by excision of any associated protrusion of 
an intervertebral disk. There were three patients with 
such protrusions, an incidence of 4%. 

The end-results are based on a history and clinical 
examination carried out from 3 to 19 years after op¬ 
eration. These results, known in 60 patients, were 
judged excellent in 25%, good in 40%, fair in 18%, and 
poor in 17%. The results as estimated by the patients 
were substantially better. Biplane bending roentgeno¬ 
grams of the spine revealed solid ankylosis of the area 
of arthrodesis in 24, or 40%, of the patients and pseu¬ 
darthrosis in 36, or 60%. Repair of the pseudarthro¬ 
sis in three patients improved the clinical and 
roentgenographic results commensurately. The results 
in patients with solid fusion of the spine were 
very good and were significantly better than the re¬ 
sults in patients with failure of fusion. All the poor 
results were associated with pseudarthrosis. Less than 
half of the patients with pseudarthrosis, however, had 
sufficient residual symptoms to warrant surgical repair. 

Of the 15 patients with radiculitis, 2 had protruded 
or rutured intervertebral disks, but, except for the 
spondylolisthesis, no cause for the radiculitis was es¬ 
tablished in the 13 remaining patients. The results, 
known in 12 of these patients, were excellent in 2, 
good in 5, fair in 4, and poor in one patient. Ten pa¬ 
tients had moderate to severe pain in the lower ex¬ 
tremities after arthrodesis. Four of these patients had 
solid fusion of the spine and six had pseudarthrosis. 
It is suggested that the treatment of some of these 
patients should have included removal of the loose 
neural arch of the involved vertebra and nerve root 
decompression. 

As a result of this investigation, it is believed that 
every patient with spondylolisthesis should have a 
very careful history and clinical examination to detect 
the presence or absence of radiculitis in the lower 
extremities. The majority of these patients will not 
show evidence of radiculitis, and successful arthro¬ 
desis of the spine alone should bring about excellent 
results. In those patients having radiculitis, preopera¬ 
tive myelography, removal of the loose neural arch, 
nerve root decompression, exploration for protruding 
intervertebral disks, and arthrodesis would seem to be 
the wisest surgical treatment to minimize the occur¬ 
rence of postoperative radicular pain. With few ex¬ 
ceptions, it is not thought that arthrodesis of the spine 
should be discontinued after such nerve root decom¬ 
pression, as recommended by Gill and co-workers, 211 
because of the danger of progression of the slipping 
and recurrence of symptoms and because of the 
proved value of stabilization in spondylolisthesis. 

The need for improvement in our technique of 
arthrodesis of the spine is clearly demonstrated by the 
rate of pseudarthrosis in this series. It is our present 
belief that the arthrodesis should consist of a carefully 
performed, modified Hibbs operation supplemented 
by a relatively large quantity of autogenous cancel¬ 
lous grafts and by a stabilizing graft, such as an 
H-graft, from the ilium, as advocated by Bosworth 8 
and by Barr. 9 The use of the H-graft should provide 
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dence of residual compressive radiculitis. The end- 
results in this study, then, were largely based on a 
careful history made after considerable time had 
elapsed after operation. 

The standards for judging the end-results in this 
review were as follows: 1. Excellent, or asymptomatic, 
signifies that the patient is rehabilitated to his former 

Table 2 .—Comparison of Results After Arthrodesis of the Spine 
in Sixty Patients with Spondylolisthesis, as Judged 
by the Surgeon and by the Patient 
According to Surgeon According to Patient 


Result No. % No. % 

Excellent. 15 25 35 58 

Good. 24 40 15 25 

Fair . 11 18 8 13 

Poor . 10 17 2 3 

Total . 60 60 


occupation without limitation of physical activities. 2. 
Good denotes that the patient, though having mild 
pain in his back or lower extremity, is rehabilitated 
to his previous occupation and has only mild restric¬ 
tion of physical activities. 3. Fair denotes that the pa¬ 
tient has moderate pain in his back or lower extremity, 
which, however, is considerably less than his preop¬ 
erative pain, and that he is rehabilitated to his former 
occupation or to work of a lighter nature, with only 
moderate restriction of physical activities. 4. Poor de¬ 
notes that the patient has moderate to severe pain in 
his back or lower extremity that causes considerable 
restriction of physical activities and that his rehabilita¬ 
tion to gainful occupation may be incomplete. It is to 
be emphasized that even a fair result represents sub¬ 
stantial improvement over the preoperative status. 

The clinical end-results, as evaluated by us, in the 
60 patients treated by arthrodesis are listed in table 2. 
It should be noted that in 65% of the cases the results 
were good or excellent and in 83% there was improve¬ 
ment. The repair of pseudarthroses in three patients 
improved the results somewhat, as the results of treat¬ 
ment in two patients were, thereby, converted from 
poor to good and in the third from poor to fair. Thus, 
the final statistics are as follows: excellent, 25%; good, 
43%; fair, 20%; and poor, 12%. It is of interest to con¬ 
trast these results as judged by us with the patients’ 
estimates of their results unmodified by medical opin¬ 
ion, as recorded in table 2. Eighty-three per cent of 
the patients decided their results were good or ex¬ 
cellent, and the number of poor results was reduced 
to 3%. This amply illustrates that the end-results 
would be considerably better if they were judged on 
the basis of the questionnaire alone. 

There was no definite relation between the age of 
the patient and the result, except that the 11 patients 
having the arthrodesis between the ages of 11 and 19 
had better than average results. The results tended to 
be better in the women than in the men patients, and 
this finding is probably related to the heavier work of 
the latter. There was an inverse relation between the 
degree of spondylolisthesis and the results, inasmuch 
as the 27 patients with spondylolisthesis of second 
degree or more had much better clinical results and a 
higher incidence of solid fusion than those with no 
slipping or slipping of the first degree. Narrowing of 
the intervertebral disks did not affect the results ad- 
x versely. 


J.A.M.A., January 19 , 1957 

Roentgenographic Results.—The presence or ab¬ 
sence of solid bony ankylosis in the fusion area was 
determined by superimposition of the roentgenograms 
made with the patient bending in both planes, as 
recommended by Cleveland and co-workers. 7 This 
study, presumably accurate, revealed solid fusion in 
only 24 patients, or 40%, and pseudarthrosis in 36 pa¬ 
tients, or 60%. Repair of the pseudarthrosis was at¬ 
tempted in three patients, and solid ankylosis resulted 
in two. The third patient had a second repair of the 
pseudarthrosis elsewhere, with failure of solid fusion. 
Interpretation of the bending roentgenograms showed 
that the highest incidence of pseudarthrosis was be¬ 
tween the fourth and fifth lumbar vertebrae (18 cases). 
This observation is misleading, however, since in 
spondylolisthesis the body of the fifth lumbar vertebra 
must be movable if there is motion between the fourth 
and fifth lumbar vertebrae. Therefore, the absence of 
motion of the fifth lumbar vertebral body in these 
films probably signifies that this body is relatively 
fixed but not immobile. The second most common 
pseudarthrosis in the bending films was at both the 
fourth and fifth interspaces (12 cases). 

In an effort to determine the causes for the high 
incidence of pseudarthrosis, many factors were stud¬ 
ied. The operative technique in all cases was osten¬ 
sibly the same, with the exception of the type of bone 
grafts supplementing the Hibbs arthrodesis. In the 47 
patients in whom iliac bone grafts were used, the in¬ 
cidence of pseudarthrosis was slightly lower (55%). 
In the 18 patients in whom bone grafts from the bank 
were used, however, the incidence of pseudarthrosis 
was significantly higher (81%) and the incidence of 
solid fusion was cut in half (19%). In the 37 patients 
who were confined to bed for only three to four weeks 
after the operation, the rate of pseudarthrosis was 
slightly increased (68%). In the 12 patients who were 
recumbent in bed, with or without plaster immobiliza¬ 
tion, for two to three months after operation, the rate 
of pseudarthrosis dropped to 33%. The eight patients 
who had an arthrodesis from the third lumbar verte¬ 
bra to the sacrum had a lower rate of pseudarthrosis 
(37.5%). It is significant that four of the five patients 
with solid fusion in this group were kept in recum¬ 
bency from two to three months after operation. 

The clinical results of the 24 patients with solid 
bony fusion after the initial arthrodesis are shown in 
table 3. It is impressive that the incidence of good and 

Table 3.— Comparison of Results in Sixty Patients with 
Spondylolisthesis, with Either Solid Bony Ankylosis 
or Pseudarthrosis After Arthrodesis of the Spine 

Solid Bony Ankylosis Pseudarthrosis 


Total . 24 SO 

excellent results rose to 79%, that all patients were 
definitely improved, and that, above all, there were 
no poor results. Table 3 also presents the results m 
patients with pseudarthrosis. These results are below 
average for die series and far below the results of p<)' 
tients with solid fusion. Of particular importance is 
the fact that all of the poor results of the entire series 
occurred in patients with pseudarthrosis. It is also 


Result 
Excellent .. 

Good. 

Fair. 

Poor . 
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apparent that less than half of the patients with pseud- 
arthrosis have sufficient residual symptoms to war¬ 
rant surgical repair. This relief of pain, in spite of 
pseudarthrosis, may be explained by the relative sta¬ 
bility produced by strong fibrous union of the verte¬ 
brae. Stabilization of the loose lamina and inferior 
articular processes by the arthrodesis may also be a 
factor in obtaining good results in this group. 

Patients with Radiculitis .—Earlier it was stated that 
15 patients, or 21%, in this series exhibited evidence 
of radiculitis either by the character of the pain or by 
neurological findings, or both. Myelography was done 
in 13 of the 15 patients and was positive for protruding 
disk in 2, questionably positive in 3, and negative in 8. 
Ten of these patients had exploration of the lower lum¬ 
bar intervertebral disks, with negative findings in eight 
and protrusions in two. Thus, two of the three pro¬ 
truding intervertebral disks in the entire series oc¬ 
curred in the group of patients with radiculitis. Other 
than the spondylolisthesis, no cause for the radiculitis 
was established in the 13 remaining patients. The 
results of arthrodesis are known in 12 of the 15 
patients. They consist of two excellent results, 
five good, four fair, and one poor. Thus, arthrodesis 
of the spine (with disk excision in one patient) was 
associated until good or excellent results in 58% of 
these 12 patients with radiculitis. All five of the pa¬ 
tients with fair or poor results had moderate to severe 
lower extremity pain. 

Patients with Moderate to Severe Lower Extremity 
Pain After Arthrodesis: There were six patients with 
fair results and four with poor results who had mod¬ 
erate to severe pain in the lower extremities after 
operation. Five of these patients had evidence of 
irritative or compressive radiculitis before operation, 
but five did not develop significant‘pain in the lower 
extremities until after arthrodesis. Of this latter group 
of five patients, three had no record of any pain in 
die lower extremities before operation, two had mild 
pain in the lower extremities before operation, and 
none apparently showed any positive neurological 
findings before or after operation. 

In order to explain this persistent, significant pain 
in the lower extremities, consideration should be di¬ 
rected to the following facts: 1. One patient with solid 
fusion had positive myelographic findings of a pro¬ 
truded disk before operation and for some reason did 
not have an exploration for this abnormality. 2. Six of 
the remaining nine patients had a pseudarthrosis, 
which may or may not be adequate explanation for the 
amount of pain in the lower extremity. In this regard, 
4 of the 6 patients with pseudarthrosis accounted for 
all the poor results in this group of 10 cases. It is dis¬ 
turbing that, although the remaining three patients 
had solid fusions of the spine, they continued to have 
moderate pain in the lower extremities. One might 
postulate, then, that a certain number of the 10 pa¬ 
tients in this group may have irritation or compression 
of the nerve roots by the pathological changes asso¬ 
ciated with spondylolisthesis and should have been 
treated by removal of the loose neural arch and nerve 
root decompression with or without arthrodesis. 

Summary and Conclusions 

Seventy-three cases of spondylolisthesis or spon¬ 
dylolysis of the fourth or fifth lumbar vertebra 
have been reviewed. There were 15 patients, or 21%, 
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who presented evidence of radiculitis either by the 
character of the pain or by neurological findin s, or 
both. The remaining 58 patients, or 79%, did not have 
symptomatic or neurological evidence of radicular 
pain. All patients were treated by arthrodesis of the 
spine and by excision of any associated protrusion of 
an intervertebral disk. There were three patients with 
such protrusions, an incidence of 4%. 

The end-results are based on a history and clinical 
examination carried out from 3 to 19 years after op¬ 
eration. These results, known in 60 patients, were 
judged excellent in 25%, good in 40%, fair in 18%, and 
poor in 17%. The results as estimated by the patients 
were substantially better. Biplane bending roentgeno¬ 
grams of the spine revealed solid ankylosis of the area 
of arthrodesis in 24, or 40%, of the patients and pseu¬ 
darthrosis in 36, or 60%. Repair of the pseudarthro¬ 
sis in three patients improved the clinical and 
roentgenographic results commensurately. The results 
in patients with solid fusion of the spine were 
very good and were significantly better than the re¬ 
sults in patients with failure of fusion. All the poor 
results were associated with pseudarthrosis. Less than 
half of the patients with pseudarthrosis, however, had 
sufficient residual symptoms to warrant surgical repair. 

Of the 15 patients with radiculitis, 2 had protruded 
or rutured intervertebral disks, but, except for the 
spondylolisthesis, no cause for the radiculitis was es¬ 
tablished in the 13 remaining patients. The results, 
known in 12 of these patients, were excellent in 2, 
good in 5, fair in 4, and poor in one patient. Ten pa¬ 
tients had moderate to severe pain in the lower ex¬ 
tremities after arthrodesis. Four of these patients had 
solid fusion of the spine and six had pseudarthrosis. 
It is suggested that the treatment of some of these 
patients should have included removal of the loose 
neural arch of the involved vertebra and nerve root 
decompression. 

As a result of this investigation, it is believed that 
every patient with spondylolisthesis should have a 
very careful history and clinical examination to detect 
the presence or absence of radiculitis in the lower 
extremities. The majority of these patients will not 
show evidence of radiculitis, and successful arthro¬ 
desis of the spine alone should bring about excellent 
results. In those patients having radiculitis, preopera¬ 
tive myelography, removal of the loose neural arch, 
nerve root decompression, exploration for protruding 
intervertebral disks, and arthrodesis would seem to be 
the wisest surgical treatment to minimize the occur¬ 
rence of postoperative radicular pain. With few ex¬ 
ceptions, it is not thought that arthrodesis of the spine 
should be discontinued after such nerve root decom¬ 
pression, as recommended by Gill and co-workers, 2 " 
because of the danger of progression of the slipping 
and recurrence of symptoms and because of the 
proved value of stabilization in spondylolisthesis. 

The need for improvement in our technique of 
arthrodesis of the spine is clearly demonstrated by the 
rate of pseudarthrosis in this series. It is our present 
belief that the arthrodesis should consist of a carefully 
performed, modified Hibbs operation supplemented 
by a relatively large quantity of autogenous cancel¬ 
lous grafts and by a stabilizing graft, such as an 
H-graft, from the ilium, as advocated by Bos worth 8 
and by Barr. 8 The use of the H-graft should provide 
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relatively firm, immediate immobilization of the 
vertebrae to be fused and consequently should be 
conducive to bony ankylosis. Early ambulation 
after fusion of the spine would seem to contribute 
to a higher rate of pseudarthrosis, and it is our present 
conviction that immobilization of the lumbar spine in 
a bilateral spica cast to the knees should be continued 
for three months after operation. Biplane bending 
roentgenograms should be used after operation to 
assist in the verification of solid fusion. Postural exer¬ 
cises and training should begin as soon as the patient 
becomes ambulatory and will contribute to the inci¬ 
dence of good results. 

605 Commonwealth Ave. (15) (Dr. Hammond). 
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CLINICAL NOTES 


HUMAN VIBRIOSIS CAUSED BY VIBRIO FETUS 

Wesley W. Spink, M.D., Minneapolis 


Contagious abortion in cattle has been of serious 
concern to breeders of livestock for centuries. In 1897, 
Bang 1 reported that he had recovered the etiological 
agent, which was later designated as Brucella abortus. 
McFadyean and Stockman 2 confirmed this observa¬ 
tion in England shortly thereafter, but they pointed 
out that not all instances of contagious abortion could 
be ascribed to Brucella organisms. They also incrim¬ 
inated a species of Vibrio known as Vibrio fetus as 
a cause of bovine abortion, and especially of abortion 
in sheep. In a series of investigations instituted later 
by Smith 3 in the United States, V. fetus was also 
found to be a common cause of abortion in cattle. 
Smith 4 described tire characteristics of the micro¬ 
organisms in detail. In the United States, vibriosis in 
cattle is now looked upon as a common cause of abor¬ 
tion and may possibly equal, if not exceed, brucellosis 
in economic importance. 

V. fetus tends to afflict tire gravid heifer or ewe, 
causing necrosis and suppuration of the fetal mem¬ 
branes. Abortion probably results from asphyxia of 
the fetus due to the inflammatory reaction of the 
chorion. Briefly, animal vibriosis is a disease of fe¬ 
males that results in abortion, failure to conceive, 
and off-cycle returns to estrus. Transmission of the 
disease to females occurs during copulation, and also 
through artificial insemination. Although the male 
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does not become infected, he acts as a carrier of 1 
fetus, the organisms having been recovered from ff 
prepuce and semen of bulls. Vibriosis is in reality 
venereal infection of cattle, sheep, and goats, ar 
possibly swine and horses. 

Freshly isolated cultures of V. fetus are made up < 
gram-negative, flagellated, motile organisms havir 
curved rods 1.5 to 2 n long and 0.2 to 0.3 /i wid 
Long spiral forms occur, particularly in older culture 
The growth requirements are similar to those of E 
abortus. Primary isolation demands increased carbe 
dioxide tension. Albimi Brucella broth, trypticase sc 
broth, or tryptose phosphate broth will suppo 
growth. All strains are not homogenous, as sever 
serotypes have been isolated. 5 Cross agglutination r 
actions with other bacterial species, including I 
abortus, occur.® V. fetus is not very pathogenic f 
laboratory animals. 

Although the frequency of bovine vibriosis is a 
proaching, and possibly surpassing, that of brucellos 
recognized human infections have rarely been r 
corded. The only documented report found in tl 
United States literature related to a laboratory work 
who had a small pustule on his cheek. 7 While a sto' 
culture of Micrococcus was sought in the contents 
the pustule, V. fetus was isolated. The affected m; 
had previously worked with cultures of V. fetus. Mi 
Elizabeth King of the Communicable Disease Cent 
of the Public Health Service at Chamblee, Ga., h 
informed me that she has received strains of V. fet 
that were isolated from at least five differe 
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human patients, Vinzent and his associates 8 in 
France isolated V. fetus from the blood stream of 
three females during the course of pregnancy, two 
of whom aborted. Details on two males with infections 
due to V. fetus have also been reported from France. 0 
More recently, Thibault and his associates 10 have 
stated that five strains of V. fetus of human origin 
have been identified in the Pasteur Institute in Paris. 
Four of these strains were isolated from males and 
one from a female. 

In view of the paucity of information on human 
vibriosis, die case reported here is of considerable 
interest. The patient was an employee of a meat¬ 
packing plant, working on the beef kill, and during 
die course of one year he had an infection due to Br. 
abortus and a subsequent illness due to V. fetus. 
The clinical features of vibriosis simulated brucellosis. 
V. fetus was isolated from the blood of die patient 
by two different laboratories independently, while 
they were searching for Brucella organisms as die 
cause of the illness. 

Report of a Case 

A 40-year-old employee of a meat-packing plant was first seen 
on May 21, 1954. Approximately one month previously he had 
become ill, with chills, fever, and severe sweats. He had been 
hospitalized by his own physician in his community and treated 
with penicillin; the treatment coincided with improvement. 
Shortly after leaving the hospital, however, the patient had a 
recurrence of chills and fever, with a temperature reaching 
102 F (38.9 C). 

Two facts were elicited from the patient that had a direct 
bearing on his illness. First, he had been employed for 10 years 
on the beef kill as a “sticker,” severing the jugular vessels of 
cattle. Seven years before his referral to the university hospitals 
lie had had brucellosis and had recovered. He had served five 
years in the armed forces without any illness. The second point 
of interest was that just before his present illness lie had been 
hospitalized for 10 days, during which time varicose veins in 
both legs had been stripped out. Two days after the patient's 
discharge from the hospital for this procedure, his present illness 
had started. 

Physical examination revealed no abnormalities, except for an 
occasional extrasystole and a soft precordial systolic murmur. 
The patient’s temperature was normal. The laboratory data 
revealed a trace of albumin in the urine. The leukocytes num¬ 
bered 8,050 per cubic millimeter, with 46% neutrophils, 36% 
lymphocytes, 17% monocytes, and 1% basophils. 

The erythrocyte sedimentation rate was normal. Brucella ag¬ 
glutinins were present in a titer of 1:320, and Br. abortus was 
isolated from a culture of blood. 

A diagnosis of acute brucellosis was accepted, and the patient 
was treated simultaneously with dihydrostreptomycin and tetra¬ 
cycline (Achromycin). He was given 1 gm. of dihydrostrepto¬ 
mycin intramuscularly every 12 hours for one week and then 0.5 
gm. twice daily during the second week. He received 0.5 gm. of 
tetracycline orally four times daily for a total of three weeks. 
He recovered from his illness, and he returned to the same 
occupation on the beef kill on June 23,1954. 

He was next seen on Oct. 4, 1954. He had become ill 48 hours 
before, with fever, chills, headache, backache, weakness, and 
sweats. He had anorexia and diarrhea. He stated that he felt 
just the way he had during his previous attack of brucellosis. 
His own physician had suggested either a relapse or a reinfec¬ 
tion due to Brucella organisms in referring him to the univer¬ 
sity hospitals. 

He appeared ill. His temperature was 98 F (36.7 C), pulse rate 
80, and blood pressure 110/70 mm. Hg. No physical abnormali¬ 
ties were detected except for a thrombophlebitis of the right 
brachial vein. This was the site of a venipuncture that had been 
performed 48 hours previously. Laboratory studies showed these 
results: specific gravity of urine 1.027, with acid reaction and 
no albumin and sugar, and with the sediment showing 67 
erythrocytes and 75 leukocytes per high-power field. The 
hemoglobin level was 15.6 gm. per 100 cc. There were 10,000 


leukocytes per cubic millimeter, with 72% neutrophils, 17% lym¬ 
phocytes, 4% monocytes, and 4% eosinophils. The erythrocyte 
sedimentation rate was normal. The titer of Brucella agglu¬ 
tinins was 1:160. Venous blood was cultured in Albimi Brucella 
broth. No Brucella organisms were recovered, but a pure culture 
of gram-negative pleomorphic organisms, at first considered to 
be a contaminant, was isolated. 

Before the results of the blood culture were known, a diag¬ 
nosis of acute brucellosis was made, and the patient was treated 
again with a combination of dihydrostTeptomycin and tetra¬ 
cycline. He promptly recovered, and remained well. 

In the meantime the organisms from the broth were success¬ 
fully grown on Albimi Brucella agar in the presence of 10% 
carbon dioxide. A gray, sparse, mucoid growth was observed on 
the surface. When studied with Gram’s stain, the organisms 
were gram-negative. Short curved rods predominated. A few 
stringy rods giving the appearance of Spirillum were also seen. 
The culture was studied by Dr. Robert Wise in the diagnostic 
bacteriological laboratories of the University of Minnesota Hos¬ 
pitals; he suggested that the culture might represent a species 
of Vibrio. A subculture was sent to the bacteriology diagnostic 
laboratory of the Communicable Disease Center in Chamblee, 
Ga., and Miss Elizabeth King identified the strain as V. fetus. 

At the time when efforts were being made to identify the 
organisms isolated from the blood, it was not known that the 
patient's physician. Dr. D. L. Donovan of Alberta Lea, Minn., 
suspecting brucellosis, had obtained blood from the patient 
shortly after the onset of his illness, added it to tryptose phos¬ 
phate broth, and forwarded the material to the laboratories of 
the Minnesota Department of Health. Dr. Henry Bauer, director 
of the medical laboratories, had in turn isolated what he con¬ 
sidered was a species of Vibrio from this blood culture and had 
also sent a subculture on to the Communicable Disease Center, 
where tire species was identified as V. fetus. This proved to be 
an important sequence of events, because thereby V. fetus was 
isolated from this patient’s blood on two separate occasions 
about 48 hours apart. 

A specimen of serum obtained from the patient on the second 
day of Iris illness, when V. fetus was present in the blood, was 
sent for serologic studies to Dr. W. N. Plastridge of the de¬ 
partment of animal diseases of the University of Connecticut at 
Storrs. He tested the serum against the antigens of three strains 
of V. fetus. The serum failed to agglutinate two of the antigens, 
which were representative for the most common serologic types 
found in cattle. Tire third antigen was agglutinated completely 
by a 1:25 dilution of serum and incompletely in the 1:50 dilu¬ 
tion. Dr. Plastridge informed us that this third antigen was pre¬ 
pared from a culture of bovine origin but from a serologic 
type not commonly found in cattle. This culture is serologically 
related to cultures occurring fairly commonly in sheep. 

Miss Elizabeth King also carried out serologic studies with 
the strain isolated from the patient. She found that the pa¬ 
tient’s organisms, in common with other strains obtained from 
human sources, agglutinated antiserums prepared with human 
strains in a much higher titer than in antiserums prepared from 
animal strains of V. fetus. 

Comment 

Although vibriosis due to V. fetus is a common 
type of disease in cattle and sheep in the United 
States and in many other parts of tire world, the in¬ 
fection rarely has been recognized in man. It is pos¬ 
sible that human vibriosis has been overlooked in the 
past. Since V. fetus has fastidious growth require¬ 
ments, essentially those of Br. abortus, improper medi¬ 
ums and conditions of growth may have led to a 
failure in isolatingjfie organisms. On the other hand, 
hundreds of meat-packing employees suspected of 
having brucellosis have been examined at the Uni¬ 
versity of Minnesota Hospitals in the last decade, 
and if vibriosis were occurring in this group of indi¬ 
viduals it would seem that an occasional isolation 
would have been made. 

If the reservoir of the disease is domestic animals, 
it is difficult to ascertain how the disease was con¬ 
tracted in several of the reported human cases from 
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France. There is no evidence that V. fetus is trans¬ 
mitted from animals to man through milk. It is con¬ 
ceivable that in the present case the patient became 
infected through direct contact with the blood of in¬ 
fected animals on the killing line. In some of the 
reported cases, invasion of the blood stream appeared 
to coincide with the extraction of teeth. 

On the basis of a review of the clinical descriptions 
of the disease in man and experience with the present 
case, there are no distinguishing features of the illness 
that should lead to a diagnosis of vibriosis. Perhaps 
vibriosis should be suspected in individuals who have 
an undefined febrile illness and whose occupation 
brings them into contact with domestic animals, espe¬ 
cially sheep and cattle. For the time being, a definitive 
diagnosis must remain based upon isolation and iden¬ 
tification of V. fetus obtained from the tissues or body 
fluids. Because V. fetus and Br. abortus can share a 
common antigen, diagnostic agglutination tests for 
vibriosis may lead to erroneous conclusions. In the 
present case, and in other instances, therapy with 
antibiotics was attended by prompt recovery. The 
evidence would indicate that chloramphenicol and 
tetracycline are the drugs of choice. 

Summary 

The organisms of Vibrio fetus were recovered from 
the blood of a patient who worked in a meat-packing 
plant, on the killing line. Although vibriosis is a com¬ 
mon cause of abortion in cattle and sheep, infections 
in humans rarely have been recognized. The illness 
simulates brucellosis, and the growth requirements 
of V. fetus are similar to those of Brucella abortus. 
The disease should be considered in the diagnosis of 
undefined febrile illness in patients having direct 
contact with cattle or sheep. 
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ANTERIOR DISLOCATION OF THE SHOULDER-A SIMPLE AND EFFECTIVE 

METHOD OF REDUCTION 

William S. Smith, M.D. 

and 

Thomas J. Klug, M.D., Columbus, Ohio 


The reduction of anterior dislocation of the shoulder 
is frequently regarded as a hospital procedure requir¬ 
ing general anesthesia and some type of manipulation. 
It is our purpose to call attention to a simple, effective, 
atraumatic method of reduction of anterior dislocation 
of the shoulder without the necessity of general anes¬ 
thesia. The two most widely employed methods de¬ 
scribed in current textbooks 1 are the Kocher maneuver 
and the Hippocratic method. Both frequently require 
general anesthesia, which may invite vigorous manip¬ 
ulation. The latter has been known to cause fracture 
of the neck of an osteoporotic humerus and trauma to 
the brachial plexus. 

Technique 

In 1899, 2 Stimson first utilized a procedure for re¬ 
duction of anterior shoulder dislocations that required 
neither a general anesthetic nor active manipulation. 

From the Department of Surgery, Division of Orthopedic 
—•'^Surgery, College of Medicine, Ohio State University’. 


The patient was placed on a specially constructed 
canvas cot, and the involved arm was allowed to hang 
through a hole cut in one end of the cot. A 10-lb. 
weight was then tied to the wrist. Stimson found that 
reduction could be accomplished within six minutes 
in many cases. He did not administer any narcotic or 
sedatives to reduce muscle spasm. During the inter¬ 
vening years Stimson’s method or its modification has 
been relegated to a last choice in fracture texts. We 
have used a modification of Stimson’s technique on 
all anterior dislocations during the past 18 months. 
The results have been so gratifying that we feel the 
technique merits description in some detail. 

The reduction should be performed immediately 
after x-rays have verified the diagnosis and ruled out 
associated fractures. The success of this procedure is 
based primarily on good muscle relaxation, and it 
should always be carried out in as quiet a room as 
possible. The patient is assisted to a table or to a reg¬ 
ular hospital cart and placed in a supine position. 
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After explaining that an injection will be given, we 
slowly inject 75 or 100 mg. of meperidine (Demerol) 
hydrochloride intravenously in the uninvolved arm. 
The dosage, of course, varies with the age of the 
patient, his general condition, and his state of relaxa¬ 
tion, and it should be given over a three-to-four-min- 
ute period. When the patient becomes drowsy and 
shows evidence of generalized relaxation with de¬ 
creased muscle spasm he is turned to the prone 
position. The involved arm is suspended over the side 
of the cart and a small sandbag is placed under the 
midclavicular area. The forearm of the patient is 
shaved, and then tincture of benzoin is applied. Two 
long strips of moleskin are applied to the forearm, 
paralleling the radius and ulna and extending from 
the elbow to about 4 in. beyond the wrist, and the 
ends are attached to a stirrup. A 3-in. elastic bandage 
is wrapped around the forearm, allowing only the 
distal 4 in. of moleskin to remain visible. A weight 
carrier is attached to the stirrup and a 5-lb. weight is 
gently placed on the weight holder. About one minute 
later an additional weight of 5 lb. is added. The figure 
shows the position of the patient and the skin traction. 
If good relaxation has been obtained, we have found 
that the majority of anterior dislocations will be re¬ 
duced within a 10-minute period. After five minutes, 
if reduction has not been accomplished, a gentle pas¬ 
sive pendulum movement of the extremity' may facili¬ 
tate relocation. The weights should be allowed to 
hang for only 10 to 15 minutes; if reduction is not ob¬ 
tained in that time a general anesthetic should be 
given and one of the conventional maneuvers carried 
out. 

Results 

With use of the above modification of Stimson’s 
method in 30 consecutive anterior dislocations, we 
have been able to accomplish reduction in about 75% 
of the cases. The method has been successful in all 
cases of recurrent dislocations for which it was used. 
It has been found to be a safe procedure that spares 
the patient a general anesthetic, causes only mild dis¬ 


comfort, and produces very little trauma to the joint 
and contiguous structures. The time-consuming 
arrangements for general anesthesia are obviated, 



Position of patient and technique used for reduction of anterior 
dislocation of the shoulder. 

and it can safely be attempted in the office. Because 
of these distinct advantages, we feel this method is 
worthy of more generalized use. 

University Hospital (Dr. Smith). 
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REFERRED PAIN AND SCIATICA IN DIAGNOSIS OF LOW BACK DISABILITY 

George S. Hackett, M.D., Canton, Ohio 


The dermatomes of areas of referred pain in the 
groin, lower part of the abdomen, genitalia, buttocks, 
and extremities, including the toes, and in sciatica from 
specific disabled ligaments of the lumbar and pelvic 
articulations have been outlined (fig. 1) from obser¬ 
vations made during administration of approximately 
8,000 intraligamentous injections in tire past 18 years 
in the diagnosis and treatment of 1,178 patients with 
low back disability. 1 Knowledge of these dermatomes 
is an important diagnostic aid because, in my experi¬ 
ence, relaxation of tire ligaments is the cause of more 
chronic low back disability than any other entity 

Consulting Surgeon, Mercy Hospital. 


and the cause of more referred pain in the lower 
extremities and more sciatica than all other factors 
combined. 

Figure 2 shows the ligaments, their trigger points 
of pain, and hypodermic needles in position both for 
confirmation of diagnosis and for treatment. A physi¬ 
cian who is familiar with the trigger points of specific 
ligaments, their definite areas of referred pain, and 
what is already' known about the associated anatomic 
structures will be able to diagnose low back disability 
with confidence. Ligament fibers crisscross in various 
directions between articulating bones to maintain sta¬ 
bility of the joint in all positions and limit the extent 
of motion in all directions. After sprains and tearing, 
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France. There is no evidence that V. fetus is trans¬ 
mitted from animals to man through milk. It is con¬ 
ceivable that in the present case the patient became 
infected through direct contact with the blood of in¬ 
fected animals on the killing line. In some of the 
reported cases, invasion of the blood stream appeared 
to coincide with the extraction of teeth. 

On the basis of a review of the clinical descriptions 
of the disease in man and experience with the present 
case, there are no distinguishing features of the illness 
that should lead to a diagnosis of vibriosis. Perhaps 
vibriosis should be suspected in individuals who have 
an undefined febrile illness and whose occupation 
brings them into contact with domestic animals, espe¬ 
cially sheep and cattle. For the time being, a definitive 
diagnosis must remain based upon isolation and iden¬ 
tification of V. fetus obtained from the tissues or body 
fluids. Because V. fetus and Br. abortus can share a 
common antigen, diagnostic agglutination tests for 
vibriosis may lead to erroneous conclusions. In the 
present case, and in other instances, therapy with 
antibiotics was attended by prompt recovery. The 
evidence would indicate that chloramphenicol and 
tetracycline are the drugs of choice. 

Summary 

The organisms of Vibrio fetus were recovered from 
the blood of a patient who worked in a meat-packing 
plant, on the killing line. Although vibriosis is a com¬ 
mon cause of abortion in cattle and sheep, infections 
in humans rarely have been recognized. The illness 
simulates brucellosis, and the growth requirements 
of V. fetus are similar to those of Brucella abortus. 
The disease should be considered in the diagnosis of 
undefined febrile illness in patients having direct 
contact with cattle or sheep. 
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ANTERIOR DISLOCATION OF THE SHOULDER-A SIMPLE AND EFFECTIVE 

METHOD OF REDUCTION 

William S. Smith, M.D. 

and 

Thomas J. Klug, M.D., Columbus, Ohio 


The reduction of anterior dislocation of the shoulder 
is frequently regarded as a hospital procedure requir¬ 
ing general anesthesia and some type of manipulation. 
It is our purpose to call attention to a simple, effective, 
atraumatic method of reduction of anterior dislocation 
of the shoulder without the necessity of general anes¬ 
thesia. The two most widely employed methods de¬ 
scribed in current textbooks 1 are the Kocher maneuver 
and the Hippocratic method. Both frequently require 
general anesthesia, which may invite vigorous manip¬ 
ulation. The latter has been known to cause fracture 
of the neck of an osteoporotic humerus and trauma to 
the brachial plexus. 

Technique 

In 1899,' Stimson first utilized a procedure for re¬ 
duction of anterior shoulder dislocations that required 
neither a general anesthetic nor active manipulation. 

From the Department of Surgery, Division of Orthopedic 
Surgery', College of Medicine, Ohio State University'. 


The patient was placed on a specially constructed 
canvas cot, and the involved arm was allowed to hang 
through a hole cut in one end of the cot. A 10-lb. 
weight was then tied to the wrist. Stimson found that 
reduction could be accomplished within six minutes 
in many cases. He did not administer any narcotic or 
sedatives to reduce muscle spasm. During the inter¬ 
vening years Stimson’s method or its modification has 
been relegated to a last choice in fracture texts. We 
have used a modification of Stimson’s technique on 
all anterior dislocations during the past IS months. 
The results have been so gratifying that we feel the 
technique merits description in some detail. 

The reduction should be performed immediately 
after x-rays have verified the diagnosis and ruled out 
associated fractures. The success of this procedure is 
based primarily on good muscle relaxation, and it 
should always be carried out in as quiet a room as 
possible. The patient is assisted to a table or to a reg¬ 
ular hospital cart and placed in a supine position. 
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After explaining that an injection will be given, we 
slowly inject 75 or 100 mg. of meperidine (Demerol) 
hydrochloride intravenously in the uninvolved arm. 
The dosage, of course, varies with the age of the 
patient, his general condition, and his state of relaxa¬ 
tion, and it should be given over a three-to-four-min- 
ute period. When the patient becomes drowsy and 
shows evidence of generalized relaxation with de¬ 
creased muscle spasm he is turned to the prone 
position. The involved arm is suspended over the side 
of the cart and a small sandbag is placed under the 
midclavicular area. The forearm of the patient is 
shaved, and then tincture of benzoin is applied. Two 
long strips of moleskin are applied to the forearm, 
paralleling the radius and ulna and extending from 
the elbow to about 4 in. beyond the wrist, and the 
ends are attached to a stirrup. A 3-in. elastic bandage 
is wrapped around the forearm, allowing only the 
distal 4 in. of moleskin to remain visible. A weight 
carrier is attached to the stirrup and a 5-lb. weight is 
gently placed on the weight holder. About one minute 
later an additional weight of 5 lb. is added. The figure 
shows tire position of the patient and the skin traction. 
If good relaxation has been obtained, we have found 
that the majority of anterior dislocations will be re¬ 
duced within a 10-minute period. After five minutes, 
if reduction has not been accomplished, a gentle pas¬ 
sive pendulum movement of the extremity may facili¬ 
tate relocation. The weights should be allowed to 
hang for only 10 to 15 minutes; if reduction is not ob¬ 
tained in that time a general anesthetic should be 
given and one of the conventional maneuvers carried 
out. 

Results 

With use of the above modification of Stimson’s 
method in 30 consecutive anterior dislocations, we 
have been able to accomplish reduction in about 75% 
of the cases. The method has been successful in all 
cases of recurrent dislocations for which it was used. 
It has been found to be a safe procedure that spares 
the patient a general anesthetic, causes only mild dis¬ 


comfort, and produces very little trauma to the joint 
and contiguous structures. The time-consuming 
arrangements for general anesthesia are obviated, 




Position of patient and technique used for reduction of anterior 
dislocation of the shoulder. 

and it can safely be attempted in the office. Because 
of these distinct advantages, we feel this method is 
worthy of more generalized use. 

University Hospital (Dr. Smith). 
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REFERRED PAIN AND SCIATICA IN DIAGNOSIS OF LOW BACK DISABILITY 

George S. Hackett, M.D., Canton, Ohio 


The dermatomes of areas of referred pain in the 
groin, lower part of tire abdomen, genitalia, buttocks, 
and extremities, including the toes, and in sciatica from 
specific disabled ligaments of the lumbar and pelvic 
articulations have been outlined (fig. 1) from obser¬ 
vations made during administration of approximately 
8,000 intraligamentous injections in the past 18 years 
in the diagnosis and treatment of 1,178 patients with 
low hack disability.’ Knowledge of these dermatomes 
is an important diagnostic aid because, in my experi¬ 
ence, relaxation of the ligaments is the cause of more 
chronic low back disability than any other entity 

Consulting Surgeon, Mercy Hospital. 


and the cause of more referred pain in the lower 
extremities and more sciatica than all other factors 
combined. 

Figure 2 shows the ligaments, their trigger points 
of pain, and hypodermic needles in position both for 
confirmation of diagnosis and for treatment. A physi¬ 
cian who is familiar with the trigger points of specific 
ligaments, their definite areas of referred pain, and 
what is already known about the associated anatomic 
structures will be able to diagnose low back disability 
with confidence. Ligament fibers crisscross in various 
directions between articulating bones to maintain sta¬ 
bility of the joint in all positions and limit the extent 
of motion in all directions. After sprains and tearing. 
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France. There is no evidence that V. fetus is trans¬ 
mitted from animals to man through milk. It is con¬ 
ceivable that in the present case the patient became 
infected through direct contact with the blood of in¬ 
fected animals on the killing line. In some of the 
reported cases, invasion of the blood stream appeared 
to coincide with the extraction of teeth. 

On the basis of a review of the clinical descriptions 
of the disease in man and experience with the present 
case, there are no distinguishing features of the illness 
that should lead to a diagnosis of vibriosis. Perhaps 
vibriosis should be suspected in individuals who have 
an undefined febrile illness and whose occupation 
brings them into contact with domestic animals, espe¬ 
cially sheep and cattle. For the time being, a definitive 
diagnosis must remain based upon isolation and iden¬ 
tification of V. fetus obtained from the tissues or body 
fluids. Because V. fetus and Br. abortus can share a 
common antigen, diagnostic agglutination tests for 
vibriosis may lead to erroneous conclusions. In the 
present case, and in other instances, therapy with 
antibiotics was attended by prompt recovery. The 
evidence would indicate that chloramphenicol and 
tetracycline are the drugs of choice. 

Summary 

The organisms of Vibrio fetus were recovered from 
the blood of a patient who worked in a meat-packing 
plant, on the killing line. Although vibriosis is a com¬ 
mon cause of abortion in cattle and sheep, infections 
in humans rarely have been recognized. The illness 
simulates brucellosis, and the growth requirements 
of V. fetus are similar to those of Brucella abortus. 
The disease should be considered in the diagnosis of 
undefined febrile illness in patients having direct 
contact with cattle or sheep. 
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ANTERIOR DISLOCATION OF THE SHOULDER-A SIMPLE AND EFFECTIVE 

METHOD OF REDUCTION 
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The reduction of anterior dislocation of the shoulder 
is frequently regarded as a hospital procedure requir¬ 
ing general anesthesia and some type of manipulation. 
It is our purpose to call attention to a simple, effective, 
atraumatic method of reduction of anterior dislocation 
of the shoulder without the necessity of general anes¬ 
thesia. The two most widely employed methods de¬ 
scribed in current textbooks 1 are the Kocher maneuver 
and the Hippocratic method. Both frequently require 
general anesthesia, which may invite vigorous manip¬ 
ulation. The latter has been known to cause fracture 
of the neck of an osteoporotic humerus and trauma to 
the brachial plexus. 

Technique 

In 1899, 2 Stimson first utilized a procedure for re¬ 
duction of anterior shoulder dislocations that required 
neither a general anesthetic nor active manipulation. 

From the Department of Surgery, Division of Orthopedic 
Surgery, College of Medicine, Ohio State University. 


The patient was placed on a specially constructed 
canvas cot, and the involved arm was allowed to hang 
through a hole cut in one end of the cot. A 10-lb. 
weight was then tied to the wrist. Stimson found that 
reduction could be accomplished within six minutes 
in many cases. He did not administer any narcotic or 
sedatives to reduce muscle spasm. During the inter¬ 
vening years Stimson’s method or its modification has 
been relegated to a last choice in fracture texts. We 
have used a modification of Stimson’s technique on 
all anterior dislocations during the past IS months. 
The results have been so gratifying that we feel the 
technique merits description in some detail. 

The reduction should be performed immediately 
after x-rays have verified the diagnosis and ruled out 
associated fractures. The success of this procedure is 
based primarily on good muscle relaxation, and it 
should always be carried out in as quiet a room as 
possible. The patient is assisted to a table or to a reg¬ 
ular hospital cart and placed in a supine position. 
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After explaining that an injection will be given, we 
slowly inject 75 or 100 mg. of meperidine (Demerol) 
hydrochloride intravenously in the uninvolved arm. 
The dosage, of course, varies with the age of the 
patient, his general condition, and his state of relaxa¬ 
tion, and it should be given over a three-to-four-min- 
ute period. When the patient becomes drowsy and 
shows evidence of generalized relaxation with de¬ 
creased muscle spasm he is turned to the prone 
position. The involved arm is suspended over the side 
of the cart and a small sandbag is placed under the 
midclavicular area. The forearm of the patient is 
shaved, and then tincture of benzoin is applied. Two 
long strips of moleskin are applied to the forearm, 
paralleling the radius and ulna and extending from 
the elbow to about 4 in. beyond the wrist, and the 
ends are attached to a stirrup. A 3-in. elastic bandage 
is wrapped around the forearm, allowing only the 
distal 4 in. of moleskin to remain visible. A weight 
carrier is attached to the stirrup and a 5-lb. weight is 
gently placed on the weight holder. About one minute 
later an additional weight of 5 lb. is added. The figure 
shows die position of the patient and the skin traction. 
If good relaxation has been obtained, we have found 
that the majority of anterior dislocations will be re¬ 
duced within a 10-minute period. After five minutes, 
if reduction has not been accomplished, a gentle pas¬ 
sive pendulum movement of the extremity may facili¬ 
tate relocation. The weights should be allowed to 
hang for only 10 to 15 minutes; if reduction is not ob¬ 
tained in diat time a general anesthetic should be 
given and one of the conventional maneuvers carried 
out. 

Results 

With use of the above modification of Stimson’s 
method in 30 consecutive anterior dislocations, we 
have been able to accomplish reduction in about 75% 
of the cases. The method has been successful in all 
cases of recurrent dislocations for which it was used. 
It has been found to be a safe procedure that spares 
the patient a general anesthetic, causes only mild dis¬ 


comfort, and produces very little trauma to the joint 
and contiguous structures. The time-consuming 
arrangements for general anesthesia are obviated, 



Position of patient and technique used for reduction of anterior 
dislocation of the shoulder. 

and it can safely be attempted in the office. Because 
of these distinct advantages, we feel this method is 
worthy of more generalized use. 

University Hospital (Dr. Smith). 
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REFERRED PAIN AND SCIATICA IN DIAGNOSIS OF LOW BACK DISABILITY 

George S. Hackett, M.D., Canton, Ohio 


The dermatomes of areas of referred pain in the 
groin, lower part of the abdomen, genitalia, buttocks, 
and extremities, including the toes, and in sciatica from 
specific disabled ligaments of the lumbar and pelvic 
articulations have been outlined (fig. 1) from obser¬ 
vations made during administration of approximately 
8,000 intraligamentous injections in the past 18 years 
in the diagnosis and treatment of 1,178 patients with 
low back disability. 1 Knowledge of these dermatomes 
is an important diagnostic aid because, in my experi¬ 
ence, relaxation of the ligaments is the cause of more 
chronic low back disability than any other entity 

Consulting Surgeon, Mercy Hospital. 


and the cause of more referred pain in the lower 
extremities and more sciatica than all other factors 
combined. 

Figure 2 shows the ligaments, their trigger points 
of pain, and hypodermic needles in position both for 
confirmation of diagnosis and for treatment. A physi¬ 
cian who is familiar with the trigger points of specific 
ligaments, their definite areas of referred pain, and 
what is already known about the associated anatomic 
structures will he able to diagnose low back disability 
with confidence. Ligament fibers crisscross in various 
directions between articulating bones to maintain sta¬ 
bility of the joint in all positions and limit the extent 
of motion in all directions. After sprains and tearing, 
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the ligament fibers sometimes do not regain their 
normal tensile strength, and a chronic condition of 
ligamentous relaxation results. 

Origin of Pain 

The local pain, referred pain, and sciatica accom¬ 
panying instability of joints resulting from ligamentous 
relaxation have their origin in the sensory nerves 

LIGAMENT 



Fig. 1.—Dermatomes of areas of referred pain from lumbosacral 
and pelvic ligaments. IL, iliolumbar ligament (ilial attachment); 
AB, posterior sacroiliac ligament (upper two-thirds); D, posterior 
sacroiliac ligament (lower outer fibers); HP, hip articular liga¬ 
ment (posterior superior fibers, pelvic attachment); HF, hip, 
articular ligament (posterior superior fibers, femoral attach¬ 
ment); SS, sacrospinous and sacrotuberous ligament (sacral at¬ 
tachment ). 

located within the ligaments that support the 
articulation. Leriche 2 and Gardner 3 revealed the 
abundant supply of sensory nerves in ligaments near 
their bony attachments. Brain 4 revealed that sensory 
nerves in somatic structures such as ligaments function 
as proprioceptors. Lennander 5 reported the origin of 
pain and referred pain from traction on nerves, which 
he observed while operating on patients who were 
under local anesthesia. 

When a ligament becomes relaxed, normal tension 
produces stretching of tire ligamentous fibers. This 
causes overstimulation of the sensory nerves, which 
do not stretch, and produces a bombardment of 
afferent somatic proprioceptive impulses from the 
ligament to the posterior root ganglion of the spinal 
cord. Some of these impulses are transmitted to the 
brain and produce a conscious perception of local 
pain, while other impulses in some way stimulate 
exteroceptive impulses, which also enter conscious¬ 
ness as superficial pain from an area that has its 
sensory distribution from the same spinal segment and 
is known as the area of referred pain. 

Sciatica accompanies relaxation of the ligaments 
that support the inferior margin of the sacroiliac 
joint (fig. 2, D). The piriformis muscle has its medial 
attachment to the ligament at this point. According to 
Grant, 8 the sciatic nerve passes below the piriformis 
muscle in 87.5% of cases, through it in 12% and above 
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it in 0.5%. This places the ligament, muscle, and nerve 
in approximation. Apparently, when the ligamentous 
relaxation is especially painful, a protective spasticity 
of the muscle develops into an inflammation that in¬ 
volves the sciatic nerve. This is the most logical 
explanation for the accompanying sciatica with 
trigger-point tenderness (fig. 2, SN) and pain extend¬ 
ing to the toes (fig. 1, SN). Stabilization of the lower 
portion of the sacroiliac joint by strengthening the 
ligaments promptly and permanently clears up the 
trigger point of pain and tenderness, the referred 
pain, and the sciatica. 

Diagnosis 

The accurate diagnosis of instability of joints from 
ligamentous relaxation depends on correlation of the 
(1) history, (2) physical examination, (3) confirma¬ 
tion of the diagnosis, and (4) roentgenograms. One 
should obtain from the patient an accurate descrip¬ 
tion and location of the local pain (fig. 2) and of the 
definite areas of referred pain (fig. 1) that the pa¬ 
tient has observed. 

Knowledge of the origin of the various areas of 
referred pain is of inestimable value in directing 
attention to the specific ligaments involved. For ex¬ 
ample, referred pain in the groin (fig. 1, IL) asso¬ 
ciated with trigger-point tenderness (fig. 2, IL) comes 
from relaxation of the iliolumbar ligament. Referred 
pain in the center of the calf and beneath the heel 
(fig. 1, SS) comes from the sacrospinous ligament 



lumbosacral (supraspinous and interspinous); A,B,C,D, posterior 
sacroiliac; SS, sacrospinous; ST, sacrotuberous; SC, sacrococcy¬ 
geal; H, hip (articular); SN, sciatic nerve. 

(fig. 2, SS). Referred pain in the outer side of the 
calf and foot to the little toe and numbness beneath 
the foot into the fifth, fourth, third, and second toes 
(fig. 1, D) comes from the posterior sacroiliac liga¬ 
ment at the inferior margin of the sacroiliac joint 
(fig. 2, D). Referred pain in the great toe accom¬ 
panied by pain on top of the foot and the postero¬ 
lateral aspect of the thigh and leg (fig. 1, HF) comes 
from the attachment of the articular ligament of the 
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hip to the femur (fig. 2, F), and pain in the great toe 
(fig. 1, SN) accompanied by pain in the center of 
the thigh and leg and at the external malleolus (but 
not on top of the foot) comes from sciatica (fig. 2, SN) 
and is most often caused by relaxation of the posterior 
sacroiliac ligament (fig. 2, D) accompanied by 
relaxation of the sacrospinous ligament (fig. 2, SS). 

The physical examination consists of getting the 
patient in a comfortable position (standing and re¬ 
clining) and creating pressure with the thumb over 
the various known trigger-point areas (fig. 2) of the 
spine and pelvis to determine the definite ligaments 
involved. A correlation of the location of the trigger- 
point pain and the areas of referred pain is then made. 

The diagnosis is confirmed by “needling” with a 
local anesthetic solution. The point of the needle is 
inserted within the disabled ligament. The irritation 
produced by the needle together with the pressure of 
the anesthetic solution will immediately reproduce the 
local pain and frequently the referred pain, both of 
which will disappear promptly as anesthesia takes 
place. The diagnosis is foolproof, and the patient’s 
confidence is won. 

The diagnosis is verified at each treatment by the 
reproduction of the local and often the referred pain 
as the needle and proliferating solution are introduced 
within the ligament. Roentgenograms are without 
value in determining ligamentous relaxation but are 
valuable in other anatomic conditions. They should 
never be observed until after a diagnosis based on 
the history and physical examination has been made, 
because misleading impressions may be gained in 
the interpretation. 

Treatment 

The treatment of joint instability from ligamentous 
relaxation is by prolotlxerapy (the rehabilitation of 
an incompetent structure by the generation of new 
cells). The injection of a proliferating solution within 
the fibers of the relaxed ligament at the junction of 
ligament to bone stimulates the production of new 
bone and fibrous tissue, which permanently strength¬ 
ens the “weld” at the fibro-osseous junction. The treat¬ 
ments are usually given in the office, but the more 
incapacitated patients with extensive involvement are 
treated in the hospital, where as many as 20 injections 
can be given in one day while the patient is under 
analgesia or anesthesia. The injections given in the 
office are usually limited to about six. After sufficient 
injections are given to cover all disabled ligaments, 
the patient resumes his usual activities and reports 
for reevaluation of his condition in six weeks. The 
patients know when they are cured. 

The proliferant stimulates the production of new 
cells over a period of one month. Any referred pain 
and trigger-point pain that is present four to six 
weeks after treatment or recurs later directs attention 
to a specific disabled ligament that requires additional 
treatment. Tendon (muscle) attachments to the skele¬ 
ton become relaxed just as do ligaments, have trigger- 
point pain and referred pain, and respond similarly 
to prolotherapy. 


Results of Treatment 

Of 146 consecutive patients with previously un¬ 
diagnosed back disability, 94% were shown to have 
relaxed ligaments as the chief cause of disability. 
These patients were from all over the United States, 
and they were seen over a two-month period in 1955. 
One patient had submitted to four laminectomy and 
spinal-fusion operations. There was one patient with 
a ruptured disk in the series. In 1956 a similar series 
of 124 patients from Michigan were seen in a four- 
month period, and it was found that, in 97%, dis¬ 
ability resulted from ligamentous relaxation. One 
patient had submitted to three spinal operations. 
There were no patients with ruptured or “slipped” 
disks in this series, although many had been advised 
otherwise. I find ruptured disks in 0.5% of the patients. 
Some of the patients had been advised to consult 
psychiatrists; others had come to depend on drugs. 

At the end of 14 years a survey revealed that 82% 
of 1,178 patients treated with prolotherapy considered 
themselves cured. I believe that I am now curing 
about 90% of the patients with instability of joints due 
to ligamentous relaxation to their satisfaction. Ages 
of patients range from 15 to 88 years. The duration 
of disability before treatment was from three months 
to 56 years, with an average of 4% years. No unfavor¬ 
able incident occurred in connection with the 8,000 
intraligamentous injections. 

Summary 

In my experience, pain referred to the lower extrem¬ 
ities and sciatica are caused more often by relaxa¬ 
tion of the ligaments of the lumbar and pelvic joints 
than by all other factors combined. The use of this 
knowledge in the diagnosis of low back disability 
directs attention to die specific ligament involved. 
Stabilization of joints, with permanent elimination 
of low back pain, referred pain, and sciatica, is ac¬ 
complished by prolotherapy (the rehabilitation of an 
incompetent structure by the generation of new cells). 

616 First National Bank Bldg. (2). 
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TREATMENT OF INTERMITTENT 
CLAUDICATION 

GUEST EDITORIAL 

Keith S. Crimson, M.D. 

As average life expectancy increases, physicians are 
more frequently confronted with patients describing 
intermittent claudication caused by arteriosclerosis. A 
decision must be made as to whether medical man¬ 
agement is to be used alone or is to be supplemented 
by a sympathectomy or an arterial replacement or 
bridge. Systemic atherosclerosis causes a variety of 
complications, including cerebrovascular accidents, 
coronary occlusions, renal failure, and mesenteric 
thrombosis. These are pertinent to this editorial only 
as usual causes of death. Occlusion of the lower part 
of the aorta or its iliac and femoral branches ordinarily 
is a less serious event in the disease process. Patients 
in whom intermittent claudication develops should 
receive medical treatment for systemic atherosclerosis. 
This includes advice with regard to regulation of ex¬ 
ercise and limitation of weight. Also, according to 
present evidence, it should include a strict low-fat 
diet, supplemented if necessary by ingestion of sito¬ 
sterols (Cytellin). Diabetes, if present, must be care¬ 
fully controlled. Extensive research in the field of 
atherosclerosis has developed additional therapeutic 
approaches now considered experimental in nature. 

For the limbs of patients with intermittent claudica¬ 
tion, usual recommendations include instructions con¬ 
cerning care of feet, use of self-performed or mechan¬ 
ical peripheral vascular exercises, and consideration 
of use of adrenolytic or sympatholytic drugs. Instruc¬ 
tions for foot care include careful hygiene, insulation 
for warmth rather than heat, proper shoes, and advice 
with regard to control of pain induced by walking. 
Patients with mild claudication experience relief when 
they persist in walking. Some physicians believe that 
persistence with walking encourages development of 
collateral circulation. Other patients with more pro¬ 
nounced symptoms are forced to stop and rest. Most 


Professor of Surgery, Duke University School of Medicine, 
Durham, N. C. 
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physicians believe that these patients, or all patients 
with claudication, should stop and rest before pain 
develops and thus avoid ischemia of tissues. 

Buerger’s classic exercises are accepted as a stand¬ 
ard method for inducing alternating postural ischemia 
and turgescence of extremities. Many patients will not 
do these exercises two or three hours a day; others 
with angina should not. Alternate interruption and 
release of venous return can be accomplished by use 
of a blood pressure cuff, or this can be done mechan¬ 
ically by application of leg cuffs connected to a 
Burdick rhythmic constrictor. Oscillating beds are 
available but expensive for home use. The motor- 
driven tilting bed is a useful adjunct to the hospital 
management of acute arterial insufficiency. The rhyth¬ 
mic constrictor or the oscillating bed can be used at 
home during rest periods or at night, without loss of 
working hours. There is no proof of the effectiveness 
of these mechanical devices, but patients report some 
symptomatic relief. 

Recently, a more expensive machine, the Syncardon, 
has been extensively promoted to the medical pro¬ 
fession. It picks up electrical impulses from the heart 
and exerts brief air pressure impulses through cuffs 
on an extremity, timed to follow the apex of the pulse 
wave. Unfortunately, intra-arterial pulse wave con¬ 
tours obtained distal to the cuff in normal extremities 
do not demonstrate a significant effect. Our trial in 
patients with a variety of peripheral vascular dis¬ 
orders has not demonstrated significant benefit. The 
Syncardon is also described in the literature as bene¬ 
fiting patients with diabetes, hypertension, arthritis, 
and many other diseases. It is my prediction that this 
machine will soon join the Pavex glass boot suction 
equipment, which was once popular and which now 
gathers dust in many storerooms. 

The use of adrenolytic or sympatholytic drugs as a 
treatment for arteriosclerotic obstructive disease is 
based primarily on the warming of extremities that 
follows an intravenous, intramuscular, or intra-arterial 
injection. With oral administration, this effect is less 
and fluctuates from dose to dose. Also, tachycardia 
occurs and occasionally has precipitated difficulty in 
patients with coronary insufficiency. Our studies have 
not demonstrated any real value of these drugs in the 
treatment of chronic arterial obstruction, although 
there is benefit in certain acute occlusions and in con¬ 
ditions such as Raynaud’s disease. Since medical man¬ 
agement directed toward the local problem in the legs 
is of limited value, surgery is often considered a 
necessary supplement. 

Sympathectomy with removal of lumbar ganglions 
is a standard procedure often employed as a treat¬ 
ment for one or both legs. The usual area of denerva¬ 
tion, determined by loss of sweating, is downward 
from the level of the knee or lower thigh. Results have 
improved as the level of sympathectomy has been ex¬ 
tended upward to include at least the 1st lumbar or 
the 12th thoracic ganglions. I remove the sympathetic 
chain up through the 10th thoracic ganglion for pa¬ 
tients with segmental iliac or lower aortic obstructive 
disease, and thus denervate the leg and lower trunk 
up to the level of the umbilicus. 
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Reasons for benefit by sympathectomy vary accord¬ 
ing to different authorities. All agree that the skin is 
warmed and that dryness of foot and toes minimizes 
likelihood of a localized break, with infection or 
necrosis. There is no good evidence that blood flow 
through muscles increases. It is my belief that sym¬ 
pathectomy interrupts the normally occurring and 
almost continuous vasomotor stimulation of the vas¬ 
cular bed of an extremity. The diseased blood vessels 
are thus put at rest. Also, passive vascular exercise 
without reflex vasoconstriction is permitted all day 
long as the patient changes activity and posture. 

Regardless of reasons for benefit, the value of sym¬ 
pathectomy seems well established. This is evidenced 
by patients who return a few years after a unilateral 
procedure with that leg warm and its function im¬ 
proving but now with symptoms in the other. Sym¬ 
pathectomy is performed with a low operative risk, 
and, during operation, the condition of the abdominal 
aorta and iliac arteries can be determined by palpa¬ 
tion. It produces the best results when used early in 
the disease process and when supplemented by med¬ 
ical management including a low-fat diet. It is of 
limited or no value for patients with advanced stages 
of chronic ischemia associated with marked trophic 
changes, resting pain, or gangrene. For these patients, 
operative procedures such as local amputation and 
peripheral nerve crush are occasionally applicable as 
supplements to passive vascular exercise and other 
forms of medical management. However, relief of 
symptoms by local surgery is infrequent and the oc¬ 
casional limb saved is often poor in function. These 
measures should not be frequently employed or long 
continued, since the associated limitation of activity 
of tlie patient and the pain often precipitate renal, 
cardiac, or cerebral complications. Early amputation 
is ordinarily advisable. 

Intra-arterial injections of radiopaque contrast me¬ 
diums are now employed with increasing frequency 
for patients with intermittent claudication as a means 
of visualizing localized or segmental areas of arterial 
obstruction. Injections at or above the level of the 
renal arteries occasionally cause damage to the spinal 
cord or the kidneys. Injections into the terminal part 
of the aorta are less hazardous. Aortograms seem in¬ 
dicated only when surgery is being considered for 
obliterative disease of the abdominal aorta or iliac 
arteries. Injections into a pulsating femoral artery 
have a minimal risk and are frequently indicated. 
Often a roentgenogram visualizes a segment of ob¬ 
struction longer than was anticipated by symptoms 
and findings. In these patients, arterial obliteration 
has occurred gradual!}' and the development of col¬ 
lateral vessels has maintained an adequate flow of 
blood. Need for surgery should be based more on the 
clinical findings than on the arteriogram. 

A recent trend in vascular surgery has been an in¬ 
crease in the frequency of use of bifurcation homo¬ 
grafts or clotli tubes to replace sites of localized ob¬ 
struction in the terminal part of the aorta or iliac 
arteries or shunt blood around them. Homografts and 
their cloth substitutes have unquestionably improved 
the treatment of aneurysms and have relieved the 


acute ischemia caused by thrombosis or rapid occlu¬ 
sion of areas of segmental narrowing before develop¬ 
ment of adequate collateral circulation. Aneurysms 
and acute ischemia are emergency problems. The use 
of grafts or tubes for the gradually developing ob¬ 
struction of the terminal part of the aorta (Leriche’s 
syndrome) or of one or both iliac arteries with ade¬ 
quate collateral circulation should not be considered 
urgent. Prognosis without surgical treatment is good, 
probably better than that for arterial disease lower in 
the leg. Nevertheless, surgery is often indicated to 
increase life expectancy of legs or to relieve symp¬ 
toms. Successful substitution of a bifurcation homo- 
graft or tube for these patients frequently relieves the 
symptom of claudication. The risk of the alternate 
procedure, lower thoracic and lumbar sympathectomy, 
is lower but claudication is less frequently relieved. 
There is also a trend toward more frequent use of 
long femoral homografts or tubes to bypass blocked 
segments in the superficial femoral artery with use of 
an end-to-side anastomosis without resection. The 
operative risk of these bypass grafts or tubes is lower 
than that of transabdominal bifurcation grafts, al¬ 
though not as low as that of lumbar sympathectomy. 

Decision between sympathectomy, arterial surgery, 
or both for patients with segmental aortic, iliac, or 
femoral obstructions might vary according to several 
associated circumstances. Generally, the patient with 
extensive disease of the artery and the vascular bed 
beyond a site of obstruction is considered for sym¬ 
pathectomy. Success of a graft depends upon the 
presence of an adequate peripheral artery and vas¬ 
cular bed into which blood can flow freely. If a pa¬ 
tient has an adequate artery above and below a point 
of obstruction and adequate collateral circulation he 
can be treated by sympathectomy or by a bypass pro¬ 
cedure. The laborer who must walk long distances or 
use his legs vigorously in his occupation might be 
considered for a bypass even though the risk of loss 
of limb or life with this operation is somewhat greater 
than with sympathectomy. Businessmen and other 
persons whose occupations require less physical effort 
and who are less handicapped by intermittent claudi¬ 
cation might be considered for sympathectomy be¬ 
cause of the lower risk and in spite of the less 
frequent relief of intermittent claudication. As yet 
there is no good evidence that the bypass grafts in¬ 
crease the life expectancy of limbs. Results in sig¬ 
nificant groups of patients after many years are not 
yet known. Some persons with combinations of diffuse 
arterial disease and proximal segmental obstruction 
may require a combination of sympathectomy and a 
bypass graft. 

The increasing variety of operative procedures, the 
increasing frequency of use of arteriograms, and the 
need for individualization of treatment increase the dif¬ 
ficulty of the decision required of the physician who 
is first consulted by a patient with intermittent claudi¬ 
cation. Many patients can and should be managed 
medically; medical management should continue for 
all. Nevertheless, consultation with a surgeon in¬ 
terested in peripheral vascular disease is usually ob¬ 
tained even when cerebral, cardiac, or renal impair- 
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ment apparently presents a definite contraindication 
to surgery. An occasional patient whose arterial in¬ 
sufficiency seems moderate and slowly progressive 
later wall develop a problem of acute ischemia caused 
by thrombosis or embolus. Details of a previous care¬ 
ful peripheral vascular study are then helpful in judg¬ 
ing the management of the emergency. Also, arterial 
obstructive disease can be more easily and safely 
benefited by surgery at an early stage in the disease 
process. Results at late and complicated stages are 
less favorable. There has been no lessening of im¬ 
portance of medical management for generalized 
arteriosclerosis and for care of limbs. However, the 
physician and the surgeon working together can im¬ 
prove results and save limbs by selecting those pa¬ 
tients who can be most helped by surgery and by 
selecting the operation best suited to their individual 
problems. 


DIAGNOSIS OF HUMAN LEPTOSPIROSIS 

The importance of leptospiral diseases to the health 
of man and animals has only been appreciated in 
recent years. Previous to 1938, the only recognized 
form of leptospirosis in the United States was Weil’s 
disease, caused by Leptospira icterohaemorrhagiae. 
This disease was known to be transmitted by rats and 
was considered to be restricted to persons whose occu¬ 
pation brought them in close contact with the urine 
of infected animals. However, in 1938, Meyer and his 
associates 1 reported a case of human leptospirosis due 
to Lept. canicola in which the dog was the reservoir 
of the disease, while, in 1951, Schaeffer 2 reported an 
epidemic due to Lept. pomona, which three years 
earlier had been recognized as the cause of an out¬ 
break of disease in dairy cattle in New Jersey. 3 Subse¬ 
quently, five more strains—Lept. bataviae, Lept. 
autumnalis, Lept. ballum, Lept. pyrogenes, and Lept. 
hebdomidis—have been incriminated in human lepto¬ 
spirosis in this country. 4 

Failure to recognize human leptospirosis is due in 
part to the fact that the manifestations of the disease 
are so protean that, in most cases, laboratory assistance 
is necessary for accurate diagnosis. Occasionally Lepto¬ 
spira organisms may be detected in examination of 
fresh blood, or the organisms may be isolated from 
blood, urine, spinal fluid, or tissue emulsions by direct 
cultivation or after inoculation into susceptible ani¬ 
mals. Since the organisms are not very resistant, these 
techniques are not suitable for transported specimens, 
so that routine diagnostic procedures must be based 
on the detection of specific antibodies in the serum by 
agglutination, agglutination-lysis, or complement-fixa¬ 
tion techniques. 5 The agglutination test, performed 
until formalin-killed Leptospira organisms, is consid¬ 
ered less of a hazard to laboratory personnel than the 
agglutination-lysis test, in which motile organisms are 
employed. Both these tests, however, are relatively 
type-specific, so that a number of different serotypes 
are required as antigens, making these procedures well 
suited for epidemiological studies but laborious for 
routine screening purposes. Complement-fixation pro- 
. cedures exhibit a broader spectrum, a batter)' of three 
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antigens being sufficient for the detection of antibodies 
caused by any of the eight serotypes known to cause 
infection in the United States. 8 Unfortunately, how¬ 
ever, because of the relative or absolute specificity of 
these serologic procedures, epidemiological studies 
may not have revealed all of the Leptospira organisms 
infecting man in the United States. 

Recently, attention has been directed toward the 
development of an antigen with sufficiently broad 
specificity' to manifest antibodies produced against all 
serotypes of Leptospira. Chang and McComb 7 suc¬ 
ceeded in isolating apparently genus-specific erythro¬ 
cyte-sensitizing substances from five strains of patho¬ 
genic Leptospira. These substances, however, were 
relatively unstable and their activity was manifested 
in relatively low dilution compared with the type- 
specific agglutination-lysis reactions. Cox 8 subsequent¬ 
ly showed that similarly prepared leptospiral extracts 
would sensitize sheep erythrocytes in the presence of 
homologous antiserum to the lytic action of comple¬ 
ment. The results of reciprocal titrations between vari¬ 
ous leptospiral serotypes and their homologous and 
heterologous antiserums showed this test also to be 
group-specific rather than type-specific. On the basis 
of this finding, Cox has described a routine screening 
procedure for detecting leptospiral antibodies in hu¬ 
man serums with Lept. pomona used as the source of 
leptospiral extract. Comparative titrations on 580 hu¬ 
man serums indicate that this hemolytic test is much 
broader than the agglutination-lysis test and much 
more sensitive than the hemagglutination test. Should 
the leptospiral extracts prove stable for adequate peri¬ 
ods with regard to their hemolytic activity, this test 
may well prove a most useful tool for screening pur¬ 
poses, since it combines the attributes of rapid per¬ 
formance, sensitivity, and easy readability and at the 
same time is without hazard to the operator. The 
development of such a test not only' would provide a 
useful diagnostic tool for practicing physicians and 
veterinarians but would be of inestimable value in 
epidemiological surveys. 
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Report of the Council on Medical Service 

Dr. H. B. Mulholland, Vice-Chairman, presented 
the report of the Council on Medical Service (see The 
Journal, Oct. 20, 1956, pages 803-816), which was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

REPORT OF THE COUNCIL ON MEDICAL SERVICE 

Your reference committee notes with regret the ab¬ 
sence because of illness of Dr. Joseph D. McCarthy of 
Nebraska, Chairman of the Council, but understands 
that he is recovering satisfactorily. Dr. II. B. Mul¬ 
holland, Vice-Chairman, officiated at this Seattle meet¬ 
ing. Your committee also notes with regret the great 
loss, through death, of Drs. Arthur C. Scott Jr. of 
Texas, and Thomas A. McGoldrick of New York. 

Its annual report gives a brief cataloging of the 
activities of the Council. The Council functions with 
the assistance of eight committees: 

Medical School Study: In reviewing the report on 
the medical school study your committee would like 
to quote from the report itself: “It would serve no pur¬ 
pose to review the report at this time. However, the 
Committee would urge that the members of the House 
discuss the recommendations with their state associa¬ 
tions, particularly those having to do with the develop¬ 
ment of proper liaison between the physicians in pri¬ 
vate practice and die medical schools. The breakdown 
of such liaison, in the opinion of this Committee, has 
been a primary factor in most of the areas where con¬ 
flicts have occurred.” 

Group Practice: The Committee on Medical and 
Related Facilities of the Council has accumulated 
data on group practice and your reference committee 
notes the confusion regarding definitions of groups 
which hampers accurate reporting on this subject. 

Hill-Burton Hospital Construction Act: Your com¬ 
mittee notes that a statistical study is being made. It 
notes particularly die statement of die Board that 
“continued endorsement by the Association should be 
based on the facts as diey exist today and not as they 
existed ten years ago.” Your committee recommends 
that doctors must interest themselves in this matter. 
In conferences on Hill-Burton programs doctors should 
be active participants. 

Physicians Placement Service: This valuable service 
to general practitioners and specialists is noteworthy. 


Chronic Illness: The Chronic Illness Newsletter is 
arousing increasing interest and is being requested by 
many groups. 

Surveys: Home care programs and central services 
for the chronically ill are being studied. 

Amendment to Social Security Act: Your reference 
committee calls attention to the portion of the report 
of the Council’s Committee on Indigent Care regard¬ 
ing die amendment to the Social Security Act widi the 
following comment: Each state medical association 
should take cognizance of the amendment to the Social 
Security Act which provides funds on a matching basis 
for categorical groups such as the blind, dependent 
children, and odier indigents. Your reference commit¬ 
tee recommends that state associations consider the 
development of machinery for handling this program. 

Committee on Maternal and Child Care: The main 
section of this report is devoted to die Guide for Ma¬ 
ternal Death Studies. The reference committee has 
reviewed diis guide and endorses it. It is noted that 
the Committee on Maternal and Child Care has been 
active with other national groups and agencies, among 
them die Children’s Bureau of die United States De¬ 
partment of Labor. 

United. Mine Workers of America Welfare and Re¬ 
tirement Fund: The Committee on Medical Care for 
Industrial Workers has discussed the problems involved 
with representatives of the Pennsylvania, Illinois, and 
Colorado state medical associations, and its services 
are still available. Every effort should be made at the 
local level to solve problems between medical societies 
and the UMWA. 

Guiding Principles for Evaluating Management and 
Union Health Centers: It is understood diat these prin¬ 
ciples will be reviewed as soon as the revision of the 
Principles of Medical Ethics has been completed. 

Comniittee on Federal Medical Services: Your refer¬ 
ence committee understands with regret that liaison 
with the American Legion has not been productive 
thus far. The Committee on Federal Medical Serv¬ 
ices has, therefore, resumed its informational efforts 
through die Federal Medical Services Newsletter, the 
Veterans Medical Care Factbook, the Speakers Kit, and 
the Veterans Medical Care Educational Program. 
Your reference committee notes that directives to die 
Council from the House are being adequately imple¬ 
mented. 

Committee on Prepayment Medical and Hospital 
Service: Your committee notes the reports of increas¬ 
ing voluntary health insurance coverage and that en¬ 
rollment for all types of benefits was at a rate greater 
than die rate of increase of the total population. It 
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ment apparently presents a definite contraindication 
to surgery'. An occasional patient whose arterial in¬ 
sufficiency seems moderate and slowly progressive 
later will develop a problem of acute ischemia caused 
by r thrombosis or embolus. Details of a previous care¬ 
ful peripheral vascular study are then helpful in judg¬ 
ing the management of the emergency. Also, arterial 
obstructive disease can be more easily and safely 
benefited by surgery' at an early stage in the disease 
process. Results at late and complicated stages are 
less favorable. There has been no lessening of im¬ 
portance of medical management for generalized 
arteriosclerosis and for care of limbs. However, the 
physician and the surgeon working together can im¬ 
prove results and save limbs by' selecting those pa¬ 
tients who can be most helped by' surgery and by 
selecting the operation best suited to their individual 
problems. 


DIAGNOSIS OF HUMAN LEPTOSPIROSIS 

The importance of leptospiral diseases to die health 
of man and animals has only' been appreciated in 
recent years. Previous to 1938, the only' recognized 
form of leptospirosis in the United States was Weil’s 
disease, caused by' Leptospira icterohaemorrhagiae. 
This disease was known to be transmitted by rats and 
was considered to be restricted to persons whose occu¬ 
pation brought diem in close contact with the urine 
of infected animals. However, in 1938, Meyer and his 
associates 1 reported a case of human leptospirosis due 
to Lept. canicola in which the dog was die reservoir 
of the disease, while, in 1951, Schaeffer 2 reported an 
epidemic due to Lept. pomona, which three years 
earlier had been recognized as the cause of an out¬ 
break of disease in dairy cattle in New Jersey. 3 Subse¬ 
quently, five more strains—Lept. bataviae, Lept. 
autumnalis, Lept. ballum, Lept. py'rogenes, and Lept. 
hebdomidis—have been incriminated in human lepto¬ 
spirosis in this country'. 4 

Failure to recognize human leptospirosis is due in 
part to the fact that the manifestations of the disease 
are so protean that, in most cases, laboratory assistance 
is necessary for accurate diagnosis. Occasionally Lepto¬ 
spira organisms may' be detected in examination of 
fresh blood, or the organisms may be isolated from 
blood, urine, spinal fluid, or tissue emulsions by direct 
cultivation or after inoculation into susceptible ani¬ 
mals. Since the organisms are not very resistant, these 
techniques are not suitable for transported specimens, 
so that routine diagnostic procedures must be based 
on the detection of specific antibodies in the serum by' 
agglutination, agglutination-lysis, or complement-fixa¬ 
tion techniques. 5 The agglutination test, performed 
with formalin-killed Leptospira organisms, is consid¬ 
ered less of a hazard to laboratory personnel than tire 
agglutination-ly'sis test, in which motile organisms are 
employed. Both these tests, however, are relatively 
type-specific, so that a number of different serotypes 
are required as antigens, making these procedures well 
suited for epidemiological studies but laborious for 
routine screening purposes. Complement-fixation pro¬ 
cedures exhibit a broader spectrum, a battery of three 
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antigens being sufficient for the detection of antibodies 
caused by any of the eight serotypes known to cause 
infection in the United States. 6 Unfortunately, how¬ 
ever, because of the relative or absolute specificity' of 
these serologic procedures, epidemiological studies 
may not have revealed all of the Leptospira organisms 
infecting man in the United States. 

Recently', attention has been directed toward the 
development of an antigen with sufficiently broad 
specificity to manifest antibodies produced against all 
serotypes of Leptospira. Chang and McComb 7 suc¬ 
ceeded in isolating apparently genus-specific erythro¬ 
cyte-sensitizing substances from five strains of patho¬ 
genic Leptospira. These substances, however, were 
relatively unstable and their activity was manifested 
in relatively low dilution compared with the type- 
specific agglutination-lysis reactions. Cox 8 subsequent¬ 
ly' showed that similarly prepared leptospiral extracts 
would sensitize sheep erythrocytes in the presence of 
homologous antiserum to the lytic action of comple¬ 
ment. The results of reciprocal titrations between vari¬ 
ous leptospiral serotypes and their homologous and 
heterologous antiserums showed this test also to be 
group-specific rather than type-specific. On the basis 
of this finding, Cox has described a routine screening 
procedure for detecting leptospiral antibodies in hu¬ 
man serums with Lept. pomona used as the source of 
leptospiral extract. Comparative titrations on 580 hu¬ 
man serums indicate that this hemolytic test is much 
broader than the agglutination-lysis test and much 
more sensitive than the hemagglutination test. Should 
the leptospiral extracts prove stable for adequate peri¬ 
ods with regard to their hemolytic activity, this test 
may well prove a most useful tool for screening pur¬ 
poses, since it combines the attributes of rapid per¬ 
formance, sensitivity, and easy readability and at the 
same time is without hazard to the operator. The 
development of such a test not only would provide a 
useful diagnostic tool for practicing physicians and 
veterinarians but would be of inestimable value in 
epidemiological surveys. 
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Report of the Council on Medical Service 

Dr. II. B. Mulholland, Vice-Chairman, presented 
the report of the Council on Medical Service (see The 
Journal, Oct. 20, 1956, pages 803-816), which was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

REPORT OF THE COUNCIL ON MEDICAL SERVICE 

Your reference committee notes with regret the ab¬ 
sence because of illness of Dr. Joseph D. McCarthy of 
Nebraska, Chairman of the Council, but understands 
that he is recovering satisfactorily. Dr. H. B. Mul¬ 
holland, Vice-Chairman, officiated at this Seattle meet¬ 
ing. Your committee also notes with regret the great 
loss, through death, of Drs. Arthur C. Scott Jr. of 
Texas, and Thomas A. McGoldrick of New York. 

Its annual report gives a brief cataloging of the 
activities of the Council. The Council functions with 
the assistance of eight committees: 

Medical School Study: In reviewing the report on 
the medical school study your committee would like 
to quote from the report itself: “It would serve no pur¬ 
pose to review the report at this time. However, the 
Committee would urge that the members of the House 
discuss tlie recommendations with their state associa¬ 
tions, particularly those having to do with the develop¬ 
ment of proper liaison between the physicians in pri¬ 
vate practice and the medical schools. The breakdown 
of such liaison, in the opinion of this Committee, has 
been a primary factor in most of the areas where con¬ 
flicts have occurred.” 

Group Practice: The Committee on Medical and 
Related Facilities of the Council has accumulated 
data on group practice and your reference committee 
notes the confusion regarding definitions of groups 
which hampers accurate reporting on this subject. 

Hill-Burton Hospital Construction Act: Your com¬ 
mittee notes that a statistical study is being made. It 
notes particularly the statement of the Board that 
“continued endorsement by the Association should be 
based on the facts as they exist today and not as they 
existed ten years ago.” Your committee recommends 
that doctors must interest themselves in this matter. 
In conferences on Hill-Burton programs doctors should 
be active participants. 

Physicians Placement Service: This valuable service 
to general practitioners and specialists is noteworthy. 


Chronic Illness: The Chronic Illness Newsletter is 
arousing increasing interest and is being requested by 
many groups. 

Surveys: Home care programs and central services 
for the chronically ill are being studied. 

Amendment to Social Security Act: Your reference 
committee calls attention to the portion of the report 
of the Council’s Committee on Indigent Care regard¬ 
ing the amendment to the Social Security Act with the 
following comment: Each state medical association 
should take cognizance of the amendment to the Social 
Security Act which provides funds on a matching basis 
for categorical groups such as the blind, dependent 
children, and other indigents. Your reference commit¬ 
tee recommends that state associations consider the 
development of machinery for handling this program. 

Committee on Maternal and Child Care: The main 
section of this report is devoted to the Guide for Ma¬ 
ternal Death Studies. The reference committee has 
reviewed this guide and endorses it. It is noted that 
the Committee on Maternal and Child Care has been 
active with other national groups and agencies, among 
them the Children’s Bureau of the United States De¬ 
partment of Labor. 

United Mine Workers of America 'Welfare and Re¬ 
tirement Fund: The Committee on Medical Care tor 
Industrial Workers has discussed the problems involved 
with representatives of the Pennsylvania, Illinois, and 
Colorado state medical associations, and its services 
are still available. Every effort should be made at the 
local level to solve problems between medical societies 
and the UMWA. 

Guiding Principles for Evaluating Management and 
Union Health Centers: It is understood that these prin¬ 
ciples will be reviewed as soon as the revision of the 
Principles of Medical Ethics has been completed. 

Committee on Federal Medical Services: Your refer¬ 
ence committee understands with regret that liaison 
with the American Legion has not been productive 
thus far. The Committee on Federal Medical Serv¬ 
ices has, therefore, resumed its informational efforts 
through the Federal Medical Services Newsletter, the 
Veterans Medical Care Factbook, the Speakers Kit, and 
the Veterans Medical Care Educational Program. 
Your reference committee notes that directives to the 
Council from the House are being adequately imple¬ 
mented. 

Committee on Prepayment Medical and Hospital 
Service: Your committee notes the reports of increas¬ 
ing voluntary health insurance coverage and that en¬ 
rollment for all types of benefits was at a rate greater 
than the rate of increase of the total population. It 
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recommends that all voluntary health insurance plans 
continue to extend their coverage for catastrophic ill¬ 
nesses. 

Your reference committee believes grievance com¬ 
mittees have been of great value in dealing with the 
problems of unusual charges and insurance abuses, 
and commends the development of the simplification 
of claim forms. 

Committee on Relations with Lay-Sponsored Volun¬ 
tary Health Plans: Your reference committee notes 
with regret the death of Dr. James Stevenson of Okla¬ 
homa. It realizes the importance of subjects under 
discussion by the Council’s Committee and will be 
awaiting until interest further reports by this group. 
The reference committee notes that the Commission 
on Medical Care Plans, under the chairmanship of Dr. 
Leonard Larson, is also studying this subject, and 
therefore no recommendations are made at this time. 

Committee on Aging: Your committee endorses the 
change in name of this committee from the Committee 
on Geriatrics to die Committee on Aging. Much work 
is to be done as indicated by the few states and coun¬ 
ties which have committees for die study of this 
problem. Your reference committee recommends that 
county and state societies be encouraged to interest 
diemselves in diis field. The proposed publication in 
The Journal of informative articles on this subject 
should prove very valuable. 

Supplementary Report of the Council on 
Medical Service 

Dr. H. B. Mulholland, Vice-Chairman, presented 
the following supplementary report, which was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Revision of A. M. A. Policy on Veterans Care 

In June, 1956, the report of the Reference Committee 
on Insurance and Medical Service, which was adopted 
by the House, stated: 

Inasmuch as the 1953 policy of the American Medical Asso¬ 
ciation House of Delegates adds certain temporary exceptions in 
respect to the Veterans Administration care of nonservice-con¬ 
nected disabilities, such as those of neuropsychiatric or tuber¬ 
culous origin, it is recommended that a reconsideration of these 
temporary exceptions be made by the Council on Medical Serv¬ 
ice, through its Committee on Federal Medical Services, with a 
view to adjusting these exceptions in more realistic fashion to the 
needs of areas of this country where local facilities do not exist 
for the care of mental disease, tuberculosis, and other chronic 
disabilities as well. 

The present policy of the American Medical Asso¬ 
ciation with respect to the provision of medical care 
and hospitalization benefits for veterans in Veterans 
Administration and other federal hospitals is that such 
care should be limited to the following two categories: 

(a) Veterans with peacetime or wartime service whose dis¬ 
abilities or diseases are service-incurred or aggravated; and 

(b) Within the limits of existing facilities to veterans wth 
wartime service sufiering from tuberculosis or psychiatric or 
neurological disorders ol nonservice-connected origin, who are 
unable to defray the expenses of necessary hospitalization. 

After full consideration of this subject and on the 
recommendation of the Committee on Federal Medical 
Services, the Council recommends the deletion of cate- 
\ gory (b) above. With this deletion the Association’s 
policy would then read: 


With respect to the provision of.medical care and hospitaliza¬ 
tion benefits for veterans in Veterans Administration and other 
federal hospitals that new legislation; be enacted limiting such 
care to veterans with-peacetime or wartime service whose dis¬ 
abilities or diseases are service-incurred or aggravated. 

Medical Care for Civil Service Employees 

In June, 1956, the report of the Reference Committee 
on Insurance and Medical Service, concerning Resolu¬ 
tion No. 6 introduced by the Texas delegation, stated: 

. . . that since the examination of Civil Service employees by 
government military medical personnel at taxpayers’ expense is 
a fait accompli under Public Law 658 of the 79th Congress, 1946, 
and under Presidential directives of 1950, it would little avail 
the House of Delegates to “strongly oppose” the practice. How¬ 
ever, because such a practice might conceivably justify some use 
of physicians drafted into military service, your committee recom¬ 
mends that this matter be referred to the Council on Medical 
Service that its Committee on Federal Medical Services might 
investigate this matter and report back to the House at the 1956 
Interim Meeting. 

In considering this matter it was evident that the 
primary concern was with drafting of physicians into 
military sendee and therefore the Council on Medical 
Service asked the Council on National Defense to con¬ 
sider this resolution and to give its opinion on the 
effect of this program on the drafting of physicians. 
After conferences with representatives of military med¬ 
ical services and a review of the operation of this pro¬ 
gram by the military services, the Council on National 
Defense has reported its belief “that the military de¬ 
partments are sincerely trying to utilize civilian and 
contract physicians in discharging this obligation in 
spite of the fact that, on occasion, it is necessary to 
use the services of military physicians” and in its opin¬ 
ion “the operation of this program, for several years 
now, has not resulted in more than token utilization 
of military physicians.” The Council on Medical Serv¬ 
ice concurs in this opinion of the Council on National 
Defense. 

Guides for Medical Societies in Developing Plans 
for Tax-Supported Personal Health Services 
for the Needy 

introduction 

These guides are a revision of the statement devel¬ 
oped by the Committee on Indigent Care in consulta¬ 
tion with representatives from the American Hospital 
Association, American Dental Association, American 
Public Welfare Association, and American Public 
Health Association. When the project was started, it 
was hoped that a joint statement could be developed 
that would be agreeable to all concerned. However, 
some basic differences concerning both philosophy and 
operational method developed, and the original state¬ 
ment, approved by the other four organizations, did 
not seem to conform to American Medical Association 
policy. In view of this and in view of the new social 
security amendments relative to public assistance, the 
Committee on Indigent Care believes tliat some guides 
to medical societies are necessary at tin's time. It is 
believed that there is much in both the original state¬ 
ment and this statement tliat is in agreement and that 
it will be useful in developing programs of indigent 
medical care within the new provisions of the social 
security law. 
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GUIDES 

This statement has been prepared as a guide for the 
provision of tax-supported personal health services for 
those individuals who arc unable to obtain such serv¬ 
ices through their own resources or with the assistance 
of their families or philanthropic or voluntary agencies. 
Personal health services are defined, for the purposes 
of this statement, to include the services of physicians, 
dentists, nurses, and other health personnel in home, 
office, and clinic, as well as hospital care, laboratory 
services, drags, and appliances. The statement is not 
intended to apply to health service programs designed 
for the entire community and therefore available to 
individuals without regard to financial need. 

I. Administration.— Tax-supported personal health 
services for the need}' should be administered by an 
appropriate governmental unit, local or state, as close 
to those being served as is consistent with effective, 
efficient, and economical administration. 

This responsibility (with the possible exception of 
services provided in public institutions) should be 
assumed by a single agency at each level of govern¬ 
ment. This agency may, in turn, delegate administra¬ 
tion of the actual provision of services to another 
agency, possibly a specially organized service unit of 
a state or local medical society. If this is done, there 
must be provision for close coordination between the 
government agency and the medical society service 
unit to assure that the total needs of the patient are 
met. 

The health sendee program should be directed by 
persons with broad technical knowledge of health care 
and should provide for physician supervision of all 
medical aspects of the administration of the program. 
Appropriate professional advisory committees should 
be appointed and used to provide advice and guidance 
on various aspects of the program. 

Regular meetings between the administrative agen¬ 
cy and the professional and hospital groups concerned 
in providing the service should be an integral part of 
the program. 

II. Financial Aspects— The methods of financing of 
such health services should be determined by the ap¬ 
propriate unit of government, local or state. 

Methods and amounts of payment for personal 
health services should be equitable and determined in 
conference between the responsible public agency and 
representatives of the providers. In the case of institu¬ 
tions, payment schedules should be based on the full 
certified cost of services determined by acceptable cost 
accounting procedures. 

III. Eligibility .—Financial eligibility for tax-sup- 
norted medical care should be determined by the re¬ 
sponsible public agency and should be reviewed 
periodically. 

Standards of eligibility should be applied equally 
and without discrimination to all applicants. 

The process of determining financial eligibility 
should be prompt and should not delay receipt of nec¬ 
essary care. The eligible person should have access to 
medical care, as needed, during the period of his 
eligibility. Medical care for emergencies should be 
payable on a retroactive basis if eligibility is subse¬ 
quently determined. 


IV. Care Provide <7.—Services should be so organized 
and administered as to assure maximum economy 
without sacrifice of quality of care. The program 
should avoid unnecessary duplications by utilizing 
existing services and facilities that meet high stand¬ 
ards. 

Patient care provided in tax-supported personal 
health service programs for the needy should meet as 
high standards of quality and adequacy as can reason¬ 
ably be made available to others in the community. 
Such standards should be determined jointly by repre¬ 
sentatives of the professional group concerned in co¬ 
operation with the administrative agency. 

Persons eligible for service should have the oppor¬ 
tunity to receive care from a legally qualified physician 
or dentist or within a clinic chosen by them from a list 
acceptable to the professional groups concerned and 
the agency responsible for the program. 

The personal health service program should encour- 
■ age continuity of care under the same personal physi¬ 
cian or group of physicians whether the services are 
rendered in the home, office, or hospital. 

To conserve good health and reduce dependency 
resulting from ill health, tax-supported health service 
programs should seek the cooperation of the physi¬ 
cians, dentists, nurses, hospitals, and public health de¬ 
partments in emphasizing positive health promotion, 
including health education, disease prevention, early 
diagnosis, treatment, and rehabilitation. 

The responsible administrative agency and the indi¬ 
viduals and institutions providing the service should 
protect the rights and dignity of the patient, including 
the confidential nature of information regarding the 
patient’s illnesses. The information needed for sound 
administration and for coordination of health and 
social services in the best interests of the patient should 
be available to the administrative agency and the pro¬ 
viders of service. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Supplementary Report of the Council on 
Medical Service 

Revision of A. M. A, Policn on Veterans Care: Your 
reference committee feels that the suggested revision 
of the A. M. A. policy on veterans care deserves con¬ 
sideration: 

With respect to the provision of medical care and hospitali¬ 
zation benefits for veterans in Veterans Administration and other 
federal hospitals that new legislation be enacted limiting such 
care to veterans with peacetime or wartime service whose dis¬ 
abilities or diseases are service-incurred or aggravated. 

Your committee recognizes that the change sug¬ 
gested by the Council on Medical Service is in line with 
past expressions of the American Medical Association 
and endorses in principle, the paragraph as quoted 
above. Your committee recognizes the laws and ad¬ 
ministrative extensions of the law that are now in 
operation. It feels that under the circumstances it will 
be to the best interests of the public in general, and 
veterans in particular, if medical societies, county and 
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state as well as national, develop committees to assist 
in guaranteeing Veterans Administration hospital ad¬ 
mission to sendee-connected cases. 

While the present law exists, we should help assure 
that veterans whose illness constitutes economic dis¬ 
aster will not be displaced by those suffering short¬ 
term remediable ills that, at the worst, constitute 
financial inconvenience. 

Medical Care for Civil Service Employees: Your 
reference committee recommends that this subject be 
referred back to the Council on Medical Service with 
the specific request that its Committee on Federal 
Medical Services investigate the matter and report 
back to the House at the June, 1957, meeting. Your 
reference committee also recommends that it will be 
in order for the Committee on Federal Medical Serv¬ 
ices to make an on-the-spot survey of the “pilot plan” 
which is now being carried out at San Antonio, Texas. 

Guides for Medical Societies in Developing Plans 
for Tax-Supported Personal Health Services for the 
Needy: Your committee recommends adoption of the 
guides. It is the committee’s opinion that they should 
be helpful to state and local societies. 

Report of Council on Constitution and Bylaws 

The report of the Council on Constitution and By¬ 
laws (see The Journal, Oct. 20, 1956, pages 816-817) 
was referred to the Reference Committee on Amend¬ 
ments to the Constitution and Bylaws. 

Supplementary Report of Council on Constitution 
and Bylaws 

Dr. Britton E. Pickett Sr., Chairman, read the fol¬ 
lowing supplementary report of the Council on Con¬ 
stitution and Bylaws, which also was referred to the 
Reference Committee on Amendments to the Constitu¬ 
tion and Bylaws. In referring the supplementary report, 
the Speaker stated that tire reference committee would 
also have before it for consideration Resolution No. 7 
from the Chicago Annual Meeting, which he had ruled 
at that time would be referred to the Council on Con¬ 
stitution and Bylaws. 

Mr. Speaker and Members of the House of Dele¬ 
gates: This report will be presented in two parts, the 
first will deal with two proposed changes in the Bylaws 
and the second will deal with the suggested changes in 
the proposed Principles of Medical Ethics. 

Changes in the Bylaws 

Admission WhVe on Extended. Active Duty to Serv¬ 
ice Membership of Reserve Officers of the Various De¬ 
fense Forces and the Public Health Service: At the 
Tune, 1956. meeting of the House of Delegates in 
Chicago, Resolution No. 1 called for the admission 
while on extended active duty to service membership 
of reserve officers of the various defense forces and the 
Public Health Sendee. Recommendations for changes 
in the Bylaws to cam' out tire intent of this resolution 
and the supplementary' report of the Secretary' on this 
subject were considered by the Council. The Council 
also recognized the discontinuance of the medical ac- 
tmties of the Indian Sendee. It is recommended that 
v to effectuate these changes Chapter I,) Section 2 of the 
Bylaws be amended to read as follows: 


J.A.M.A., January 19, 1937 

Section 2. Service Members.—Regular commissioned medical 
officers and commissioned medical officers of the reserve com¬ 
ponents on extended active duty with the United States Arim- 
the United States Navy, the United States Air Force or the 
United States Public Health Sendee, who have been nominated 
by the’ Surgeons General of the respective -services, and the 
permanent medical officers of the Veterans Administration who 
have been nominated by the Chief Medical Director, may be¬ 
come Service Members on approval of the Judicial Council. 
Such Members shall have the same rights and privileges as 
Active Members but shall not be required to pay dues and shall 
not receive any publication of the American Medical Association 
except by subscription. Service Members shall retain member¬ 
ship as long as they are on active duty, and thereafter if they 
have been retired in accordance with federal law and do not 
engage in active practice. 

Transfer of Members of the American Medical Asso¬ 
ciation From One Constituent Association to An- 
other: The Council recommends a change in Chapter 
II, Section 2 of the Bylaws to clarify the situation with 
respect to membership in the American Medical As¬ 
sociation when physicians transfer from one constituent 
association to another, to read as follows: 

Section 2. Transfer.—Should an Active or Associate Member 
remove his practice to another jurisdiction, he may continue his 
membership in the American Medical Association by applying 
for membership in the constituent association in the jurisdiction 
to which he has moved his practice. Unless his application has 
been favorably acted upon within two years after such change 
of practice, the Secretary of the American Medical Association 
shall remove his name from the roster of Members. 

Suggested Changes in the Proposed Principles of 
Medical Ethics 

This part of the supplementary report deals with the 
proposed changes in the Principles of Medical Ethics 
published in the annual report of the Council. It will 
be recalled that in June, 1956, at the Chicago Annual 
Meeting, these proposed principles were presented to 
the House of Delegates by Dr. L. A. Buie, then Chair¬ 
man of this Council. These proposed changes in die 
Principles were referred to the Reference Committee 
on Amendments to the Constitution and Bylaws. Alter 
a lengthy consideration and much discussion, the 
Reference Committee on Amendments to the Con¬ 
stitution and Bylaws reported as follows: 

. . . although the committee feels that the new version of the 
Principles is ready for action at this time, it recommends that 
final action be deferred until the next regular session of the 
House of Delegates to allow ample opportunity for thorough 
study on the part of members of the American Medical Asso¬ 
ciation. 

This recommendation was adopted by the House. 
Since that time the proposed Principles have been 
given wide publicity in The Journal of the American 
Medical Association and in the publications of the 
state and county medical societies. The Council is well 
pleased with the interest expressed and with the com¬ 
ments and suggestions that have been received. All 
changes that were submitted either by a constituent 
association, component society, specialty group, or an 
individual were correlated by the Law Department 
and studied at a meeting of the Council on Constitu¬ 
tion and Bylaws on Nov. 25. Comments received indi¬ 
cated a complete acceptance of a short version of the 
Principles. In addition comparatively few suggestions 
were received with respect to any of the sections of 
the proposed Principles other than Sections 6 and 7. 
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The Council gave consideration to all of these sug¬ 
gestions and has accepted many of them. Attached 
to this report is a set of the proposed Principles as 
amended. Please note that no attempt has been made 
to amend Sections 6 and 7 because of the number and 
variety of changes suggested for these two sections. 
The Council is of the opinion that a wider and fuller 
consideration of Sections 6 and 7 before the reference 
committee would be wholesome. 

The Council desires to direct the attention of the 
House to the fact that the proposed Principles are 
broad. They are so written that if adopted by the 
House interpretations can and will be made by the 
Judicial Council to adapt them to particular factual 
situations. As stated in the Council’s report to the 
House in June there is no intent of changing any of 
the basic principles embodied in the present version 
of the Principles of Medical Ethics. We are informed 
that it is the intention of the Judicial Council to pre¬ 
pare immediately necessary interpretive opinions so as 
to insure a perpetuation of the existing policy em¬ 
bodied in the present Principles of Medical Ethics. It 
is the Council’s recommendation that these decisions 
be promulgated immediately and that they be pub¬ 
lished and made available to the profession to supply 
them with the necessary details concerning the mean¬ 
ing and intent of the proposed new Principles. There 
is no intent to change any of the existing policies previ¬ 
ously adopted by the House of Delegates. 

The Council deeply appreciates the many suggested 
changes that have been presented and the obvious 
time and consideration which has been given to this 
matter by the profession. While much painstaking ef¬ 
fort has gone into this work the Council wishes to 
assure the House that it was its desire to give a full 
and complete opportunity for all interested members 
to express their views. 

Proposed Principles of Medical Ethics of the 
American Medical Association 

Preamble 

These principles are intended to serve physicians, 
individually and collectively, as a guide to ethical con¬ 
duct. They are not laws; rather, they are standards by 
which a physician may determine the propriety of his 
own conduct. They are intended to aid physicians in 
their relationships with patients, with colleagues, with 
members of allied professions, and with the public, and 
to maintain the highest standards of conduct and 
morals. 

Section L The prime objective of the medical pro¬ 
fession is to render service to humanity with full re¬ 
spect for both the dignity of man and the rights of 
patients. Physicians should merit the confidence of 
those entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2. Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3. A physician should practice a system of 
healing founded only on a scientific basis. He should 
not voluntarily associate as a colleague with those who 
violate this principle. 


Section 4. The medical profession should strive to 
safeguard its members and the public against physi¬ 
cians deficient in moral character and professional 
competence. Physicians should observe all laws, up¬ 
hold the dignity and honor of the profession, and ac¬ 
cept its self-imposed disciplines. They should expose, 
without hesitation, illegal or unethical conduct of 
fellow members of the profession. 

Section 5. A physician may choose whom he will 
serve. In an emergency, he should conscientiously ren¬ 
der service to the best of his ability. Having under¬ 
taken the care of a patient, the physician must not 
neglect him. Unless he has been discharged, he may 
discontinue his services only after having given ade¬ 
quate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his 
services under terms or conditions which will interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill or cause de¬ 
terioration of the quality of medical care. 

Section 7. In tire practice of medicine, a physician 
should limit the source of his professional income to 
medical services actually rendered by him to his pa¬ 
tient. 

Section 8. A physician should seek consultation in 
doubtful or difficult cases, upon request, or when it 
appears that the quality of medical service may be 
enhanced thereby. 

Section 9. Confidences entrusted to physicians or de¬ 
ficiencies observed in the disposition or character of 
patients during the course of medical attendance 
should not be revealed except as required by law or 
unless it becomes necessary in order to protect the 
health and welfare of tire individual or the community. 

Section 10. The responsibilities of tire physician 
extend not only to the individual but also to society 
and demand his cooperation and participation in ac¬ 
tivities which have as their objective the improvement 
of tire health and welfare of tire individual and the 
community. 

REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, sub¬ 
mitted tire following report, which after discussion 
was adopted, and the Speaker declared that Section 2, 
Chapter I, and Section 2, Chapter II, of the Bylaws 
were amended: 

Annual and Supplementary Report of the Council 
on Constitution and Bylaws: Your reference committee 
considered the report of tire Council on Constitution 
and Bylaws and the supplementary report of that 
Council as introduced at this session. It also con¬ 
sidered the supplementary report of the Secretary of 
tire Association, which recommended a change in the 
Bylaws. 

The Council on Constitution and Bylaws recom¬ 
mended that Chapter I, Section 2, of the Bylaws, con¬ 
cerning service membership be amended. This rec¬ 
ommendation was made in accordance with tire 
aforementioned supplementary report of the Secretary 
of the Association. Your reference committee believes 
this recommendation will correct a possible inequity 
to reserve officers called to extended active duty and 
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state as well as national, develop committees to assist 
in guaranteeing Veterans Administration hospital ad¬ 
mission to service-connected cases, 

While the present law exists, we should help assure 
that veterans whose illness constitutes economic dis¬ 
aster will not be displaced by those suffering short¬ 
term remediable ills that, at the worst, constitute 
financial inconvenience. 

Medical Care for Civil Service Employees: Your 
reference committee recommends that this subject be 
referred back to the Council on Medical Sendee with 
the specific request that its Committee on Federal 
Medical Services investigate the matter and report 
back to the House at the June, 1957, meeting. Your 
reference committee also recommends that it will be 
in order for the Committee on Federal Medical Serv¬ 
ices to make an on-the-spot survey of the “pilot plan” 
which is now being carried out at San Antonio, Texas. 

Guides for Medical Societies in Developing Plans 
for Tax-Supported Personal Health Services for the 
Needy: Your committee recommends adoption of the 
guides. It is the committee’s opinion that they should 
be helpful to state and local societies. 

Report of Council on Constitution and Bylaws 

The report of the Council on Constitution and By¬ 
laws (see The Journal, Oct. 20, 1956, pages 816-817) 
was referred to the Reference Committee on Amend¬ 
ments to the Constitution and Bylaws. 

Supplementary Report of Council on Constitution 
and Bylaws 

Dr. Britton E. Pickett Sr., Chairman, read the fol¬ 
lowing supplementary report of the Council on Con¬ 
stitution and Bylaws, which also was referred to the 
Reference Committee on Amendments to the Constitu¬ 
tion and Bylaws. In referring the supplementary report, 
the Speaker stated that the reference committee would 
also have before it for consideration Resolution No. 7 
from the Chicago Annual Meeting, which he had ruled 
at that time would be referred to the Council on Con¬ 
stitution and Bylaws. 

Mr. Speaker and Members of the House of Dele¬ 
gates: This report will be presented in two parts, the 
first will deal with two proposed changes in the Bylaws 
and the second will deal with the suggested changes in 
the proposed Principles of Medical Ethics. 

Changes in the Bylaws 

Admission WhOe on Extended Active Duty to Serv¬ 
ice Membership of Reserve Officers of the Various De¬ 
fense Forces and the Public Health Service: At the 
Tune, 1956, meeting of the House of Delegates in 
Chicago, Resolution No. 1 called for the admission 
while on extended active duty to service membership 
of reserve officers of the various defense forces and the 
Public Health Service. Recommendations for changes 
in the Bylaws to carry out the intent of this resolution 
and the supplemental-) 7 report of the Secretary on this 
subject were considered by the Council. The Council 
also recognized the discontinuance of the medical ac¬ 
tivities of the Indian Service. It is recommended that 
to effectuate these changes Chapter I,' Section 2 of the 
Bylaws be amended to read as follows: 


Section 2. Service Members,-Regular commissioned medical 
officers and commissioned medical officers of the reserve com¬ 
ponents on extended active duty with the United States Armv 
the United States Navy 7 , the United States Air Force or the 
United States Public Health Service, who have been nominated 
by the Surgeons General of the respective -services, and the 
permanent medical officers of the Veterans Administration, who 
have been nominated by the Chief Medical Director, may be¬ 
come Service Members on approval of the Judicial Council. 
Such Members shall have the same rights and privileges as 
Active Members but shall not be required to pay dues and shall 
not receive any publication of the American Medical Association 
except by subscription. Service Members shall retain member¬ 
ship as long as they are on active duty, and thereafter if they 
have been retired in accordance with federal law and do not 
engage in active practice. 

Transfer of Members of the American Medical Asso¬ 
ciation From One Constituent Association to An¬ 
other: The Council recommends a change in Chapter 
II, Section 2 of the Bylaws to clarify the situation with 
respect to membership in the American Medical As¬ 
sociation when physicians transfer from one constituent 
association to another, to read as follows: 

Section 2. Transfer.—Should an Active or Associate Member 
remove his practice to another jurisdiction, he may continue his 
membership in the American Medical Association by applying 
for membership in the constituent association in the jurisdiction 
to which he has moved his practice. Unless his application has 
been favorably acted upon within two years after such change 
of practice, the Secretary of the American Medical Association 
shall remove his name from the roster of Members. 

Suggested Changes in the Proposed Principles of 
Medical Ethics 

This part of the supplementary report deals with the 
proposed changes in the Principles of Medical Ethics 
published in the annual report of the Council. It will 
be recalled that in June, 1956, at the Chicago Annual 
Meeting, these proposed principles were presented to 
the House of Delegates by Dr. L. A. Buie, then Chair¬ 
man of this Council. These proposed changes in the 
Principles were referred to the Reference Committee 
on Amendments to the Constitution and Bylaws. After 
a lengthy consideration and much discussion, the 
Reference Committee on Amendments to the Con¬ 
stitution and Bylaws reported as follows: 

. . . although the committee feels that the new version of the 
Principles is ready for action at this time, it recommends that 
final action be deferred until the next regular session of the 
House of Delegates to allow ample opportunity for thorough 
study on the part of members of the American Medical Asso¬ 
ciation. 

This recommendation was adopted by the House. 
Since that time the proposed Principles have been 
given wide publicity in The Journal of the American 
Medical Association and in the publications of the 
state and county medical societies. The Council is well 
pleased with the interest expressed and with the com¬ 
ments and suggestions that have been received. Ah 
changes that were submitted either by a constituent 
association, component society, specialty group, or an 
individual were correlated by the Law Department 
and studied at a meeting of the Council on Constitu¬ 
tion and Bylaws on Nov. 25. Comments received indi¬ 
cated a complete acceptance of a short version of .the 
Principles. In addition comparatively few suggestions 
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The Council gave consideration to all of these sug¬ 
gestions and has accepted many of them. Attached 
to this report is a set of the proposed Principles as 
amended. Please note that no attempt has been made 
to amend Sections 6 and 7 because of the number and 
variety of changes suggested for these two sections. 
The Council is of the opinion that a wider and fuller 
consideration of Sections 6 and 7 before the reference 
committee would be wholesome. 

The Council desires to direct the attention of the 
House to the fact that the proposed Principles are 
broad. They are so written that if adopted by the 
House interpretations can and will be made by the 
Judicial Council to adapt them to particular factual 
situations. As stated in the Councils report to the 
House in June there is no intent of changing any of 
the basic principles embodied in the present version 
of the Principles of Medical Ethics. We are informed 
that it is the intention of the Judicial Council to pre¬ 
pare immediately necessary interpretive opinions so as 
to insure a perpetuation of the existing policy em¬ 
bodied in the present Principles of Medical Ethics. It 
is the Council’s recommendation that these decisions 
be promulgated immediately and that they be pub¬ 
lished and made available to the profession to supply 
them with the necessary details concerning the mean¬ 
ing and intent of die proposed new Principles. There 
is no intent to change any of the existing policies previ¬ 
ously adopted by the House of Delegates. 

The Council deeply appreciates the many suggested 
changes that have been presented and the obvious 
time and consideration which has been given to this 
matter by die profession. While much painstaking ef¬ 
fort has gone into this work the Council wishes to 
assure the House that it was its desire to give a full 
and complete opportunity for all interested members 
to express their views. 

Proposed Principles of Medical Ethics of the 
American Medical Association 

Preamble 

These principles are intended to serve physicians, 
individually and collectively, as a guide to ethical con¬ 
duct. They are not laws; rather, they are standards by 
which a physician may determine the propriety of his 
own conduct. They are intended to aid physicians in 
dieir relationships with patients, with colleagues, with 
members of allied professions, and with the public, and 
to maintain the highest standards of conduct and 
morals. 

Section 1. The prime objective of the medical pro¬ 
fession is to render service to humanity with full re¬ 
spect for both the dignity of man and the rights of 
patients. Physicians should merit the confidence of 
those entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2. Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3. A physician should practice a system of 
healing founded only on a scientific basis. He should 
not voluntarily associate as a colleague with those who 
violate this principle. 


Section 4. The medical profession should strive to 
safeguard its members and the public against physi¬ 
cians deficient in moral character and professional 
competence. Physicians should observe all laws, up¬ 
hold the dignity and honor of tire profession, and ac¬ 
cept its self-imposed disciplines. They should expose, 
without hesitation, illegal or unethical conduct of 
fellow members of the profession. 

Section 5. A physician may choose whom he will 
serve. In an emergency, he should conscientiously ren¬ 
der service to the best of his ability. Having under¬ 
taken the care of a patient, the physician must not 
neglect him. Unless he has been discharged, he may 
discontinue his services only after having given ade¬ 
quate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his 
services under terms or conditions which will interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill or cause de¬ 
terioration of the quality of medical care. 

Section 7. In the practice of medicine, a physician 
should limit the source of his professional income to 
medical services actually rendered by him to bis pa¬ 
tient. 

Section S. A physician should seek consultation in 
doubtful or difficult cases, upon request, or when it 
appears that the quality of medical service may be 
enhanced thereby. 

Section 9. Confidences entrusted to physicians or de¬ 
ficiencies observed in the disposition or character of 
patients during the course of medical attendance 
should not be revealed except as required by law or 
unless it becomes necessary in order to protect the 
health and welfare of the individual or the community. 

Section 10. The responsibilities of the physician 
extend not only to the individual but also to society 
and demand his cooperation and participation in ac¬ 
tivities which have as their objective the improvement 
of tire health and welfare of the individual and the 
community. 

REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, sub¬ 
mitted the following report, which after dk> ■ 
was adopted, and the Speaker declared that ° 

Chapter I, and Section 2, Chapter II, of the, 
were amended: 

Annual and Supplementary Report of the Cou. 
on Constitution and Bylaws: Your reference committf 
considered the report of the Council on Constitution 
and Bylaws and the supplementary report of that 
Council as introduced at tin's session. It also con¬ 
sidered the supplementary report of the Secretary of 
tire Association, which recommended a change in the 
Bylaws. 

The Council on Constitution and Bylaws recom¬ 
mended that Chapter I, Section 2, of the Bylaws, con¬ 
cerning service membership be amended. This rec¬ 
ommendation was made in accordance with the 
aforementioned supplementary report of the Secretary 
of the Association. Your reference committee believes 
this recommendation will correct a possible inequity 
to reserve officers called to extended active duty and 
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state as well as national, develop committees to assist 
in guaranteeing Veterans Administration hospital ad¬ 
mission to service-connected cases. 

While the present law exists, we should help assure 
that veterans whose illness constitutes economic dis¬ 
aster will not be displaced by those suffering short¬ 
term remediable ills that, at the worst, constitute 
financial inconvenience. 

Medical Care for Civil Service Employees: Your 
reference committee recommends that this subject be 
referred back to the Council on Medical Service with 
the specific request that its Committee on Federal 
Medical Services investigate the matter and report 
back to the House at the June, 1957, meeting. Your 
reference committee also recommends that it will be 
in order for the Committee on Federal Medical Serv¬ 
ices to make an on-the-spot survey of the “pilot plan” 
which is now being carried out at San Antonio, Texas. 

Guides for Medical Societies in Developing Plans 
for Tax-Supported Personal Health Services for the 
Needy: Your committee recommends adoption of the 
guides. It is the committee’s opinion that they should 
be helpful to state and local societies. 

Report of Council on Constitution and Bylaws 

The report of the Council on Constitution and By¬ 
laws (see The Journal, Oct. 20, 1956, pages 816-817) 
was referred to the Reference Committee on Amend¬ 
ments to the Constitution and Bylaws. 

Supplementary Report of Council on Constitution 
and Bylaws 

Dr. Britton E. Pickett Sr., Chairman, read the fol¬ 
lowing supplementary report of the Council on Con¬ 
stitution and Bylaws, which also was referred to the 
Reference Committee on Amendments to the Constitu¬ 
tion and Bylaws. In referring the supplementary report, 
the Speaker stated that the reference committee would 
also have before it for consideration Resolution No. 7 
from the Chicago Annual Meeting, which he had ruled 
at that time would be referred to the Council on Con¬ 
stitution and Bylaws. 

Mr. Speaker and Members of the House of Dele¬ 
gates: This report will be presented in two parts, the 
first will deal with two proposed changes in the Bylaws 
and the second will deal with the suggested changes in 
the proposed Principles of Medical Ethics. 

Changes in the Bylaws 

Admission Whfle on Extended Active Duty to Serv¬ 
ice Membership of Reserve Officers of the Various De¬ 
fense Forces and the Public Health Service: At the 
I line, 1956, meeting of the House of Delegates in 
Chicago, Resolution No. 1 called for the admission 
while on extended active duty to service membership 
of reserve officers of the various defense forces and the 
Public Health Service. Recommendations for changes 
in the Bylaws to carry out the intent of this resolution 
and the supplementary report of the Secretary on this 
subject were considered by the Council. The Council 
also recognized the discontinuance of the medical ac¬ 
tivities of the Indian Service. It is recommended that 
to effectuate these changes Chapter I, Section 2 of the 
Bylaws be amended to read as follows: 
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Section 2. Service Members.-Regular commissioned mttlicj 
officers and commissioned medical officers of the reserve com 
ponents on extended active duty with the United States Army 
the United States Navy, the United States Air Force or tin 
United States Public Health Service, who have been nominate! 
by the Surgeons General of the respective services, and tin 
permanent medical officers of the Veterans Administration win 
have been nominated by the Chief Medical Director, may he 
come Service Members on approval of the Judicial Council 
Such Members shall have the same rights and privileges a 
Active Members but shall not be required to pay dues and slia) 
not receive any publication of the American Medical Associatim 
except by subscription. Service Members shall retain member 
ship as long as they are on active duty, and thereafter if the 
have been retired in accordance with federal law and do mi 
engage in active practice. 

Transfer of Members of the American Medical Asso 
ciation From One Constituent Association to An 
other: The Council recommends a change in Chapte 
II, Section 2 of the Bylaws to clarify the situation wit! 
respect to membership in the American Medical As 
sociation when physicians transfer from one constituen 
association to another, to read as follows: 

Section 2. Transfer.—Should an Active or Associate Membc 
remove his practice to another jurisdiction, he may continue hi 
membership in the American Medical Association by applyin: 
for membership in the constituent association in the jurisd/rf/wi 
to which he has moved his practice. Unless his application ha 1 
been favorably acted upon within two years after such chants 
of practice, the Secretary of the American Medical Associalioi 
shall remove his name from the roster of Members, 

Suggested Changes in the Proposed Principles of 
Medical Ethics 

Tin's part of the supplementary report deals with tin 
proposed changes in the Principles of Medical Ethic 
published in the annual report of the Council. It wil 
be recalled that in June, 1956, at the Chicago Annua 
Meeting, these proposed principles were presented ti 
the House of Delegates by Dr. L. A. Buie, then Chair 
man of this Council. These proposed changes in tb 
Principles were referred to the Reference Committei 
on Amendments to the Constitution and Bylaws. Afte. 
a lengthy consideration and much discussion, the 
Reference Committee on Amendments to the Con¬ 
stitution and Bylaws reported as follows: 

. . . although the committee feels that the new version of lb 
Principles is ready for action at tin's time, it recommends tha 
final action he deferred until the next regular session of th 
House of Delegates to allow ample opportunity for tborouj! 
study on the part of members of the American Medical Asst 
ciation. 

This recommendation was adopted by the House 
Since that time the proposed Principles have bee: 
given wide publicity in The Journal of the America: 
Medical Association and in the publications of th 
state and county medical societies. The Council is we 
pleased with the interest expressed and with the corr. 
ments and suggestions that have been received. A 
changes that were submitted either by a constituen 
association, component society, specialty group, or a 
individual were correlated by the Law Departmen 
and studied at a meeting of the Council on Constitu 
tion and Bylaws on Nov. 25. Comments received indi 
cated a complete acceptance of a short version of th 
Principles. In addition comparatively few suggestion 
were received with respect to any of the sections o 
the proposed Principles other than Sections 6 and > 
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The Council gave consideration to all of these sug¬ 
gestions and has accepted many of them. Attached 
to this report is a set of the proposed Principles as 
amended. Please note that no attempt has been made 
to amend Sections 6 and 7 because of the number and 
variety of changes suggested for these two sections. 
The Council is of the opinion that a wider and fuller 
consideration of Sections 6 and 7 before the reference 
committee would be wholesome. 

The Council desires to direct the attention of the 
House to the fact that the proposed Principles are 
broad. They are so written that if adopted by the 
House interpretations can and will be made by the 
Judicial Council to adapt them to particular factual 
situations. As stated in the Council’s report to the 
House in June there is no intent of changing an)' of 
the basic principles embodied in the present version 
of the Principles of Medical Ethics. We are informed 
that it is tire intention of the Judicial Council to pre¬ 
pare immediately necessary interpretive opinions so as 
to insure a perpetuation of the existing policy em¬ 
bodied in the present Principles of Medical Ethics. It 
is tire Council’s recommendation that these decisions 
be promulgated immediately and that they be pub¬ 
lished and made available to the profession to supply 
them with the necessary details concerning the mean¬ 
ing and intent of the proposed new Principles. There 
is no intent to change any of the existing policies previ¬ 
ously adopted by the House of Delegates. 

The Council deeply appreciates the many suggested 
changes that have been presented and the obvious 
time and consideration which has been given to this 
matter by the profession. While much painstaking ef¬ 
fort has gone into this work the Council wishes to 
assure the House that it was its desire to give a full 
and complete opportunity for all interested members 
to express their views. 

Proposed Principles of Medical Ethics of the 
American Medical Association 

Preamble 

These principles are intended to serve physicians, 
individually and collectively, as a guide to ethical con¬ 
duct. They are not laws; rather, they are standards by 
which a physician may determine the propriety of his 
own conduct. They are intended to aid physicians in 
their relationships with patients, with colleagues, with 
members of allied professions, and with the public, and 
to maintain the highest standards of conduct and 
morals. 

Section 1 . The prime objective of the medical pro¬ 
fession is to render service to humanity’ with full re¬ 
spect for both the dignity' of man and the rights of 
patients. Physicians should merit tire confidence of 
those entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2. Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3. A physician should practice a system of 
healing founded only on a scientific basis. He should 
not voluntarily associate as a colleague with those who 
violate this principle. 


Section 4. The medical profession should strive to 
safeguard its members and the public against physi¬ 
cians deficient in moral character and professional 
competence. Physicians should observe all laws, up¬ 
hold the dignity and honor of tire profession, and ac¬ 
cept its self-imposed disciplines. They should expose, 
without hesitation, illegal or unethical conduct of 
fellow members of the profession. 

Section 5. A physician may choose whom he will 
serve. In an emergency', he should conscientiously ren¬ 
der service to the best of bis ability. Having under¬ 
taken the care of a patient, the physician must not 
neglect Him. Unless he has been discharged, he may 
discontinue bis services only after having given ade¬ 
quate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his 
services under terms or conditions which will interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill or cause de¬ 
terioration of the quality of medical care. 

Section 7. In the practice of medicine, a physician 
should limit the source of his professional income to 
medical services actually' rendered by' him to his pa¬ 
tient. 

Section S. A physician should seek consultation in 
doubtful or difficult cases, upon request, or when it 
appears that the quality’ of medical service may be 
enhanced thereby. 

Section 9. Confidences entrusted to physicians or de¬ 
ficiencies observed in the disposition or character of 
patients during the course of medical attendance 
should not be revealed except as required by law or 
unless it becomes necessary' in order to protect the 
health and welfare of the individual or the community'. 

Section 10. The responsibilities of the physician 
extend not only to the individual but also to society 
and demand bis cooperation and participation in ac¬ 
tivities which have as their objective the improvement 
of the health and welfare of the individual and the 
community. 

REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, sub¬ 
mitted the following report, which after discussion 
was adopted, and the Speaker declared that Section 2, 
Chapter I, and Section 2, Chapter II, of the Bylaws 
were amended: 

Annual and Supplementary Report of the Council 
on Constitution and Bylaws: Your reference committee 
considered the report of the Council on Constitution 
and Bylaws and the supplementary report of that 
Council as introduced at this session. It also con¬ 
sidered the supplementary report of the Secretary of 
the Association, which recommended a change in the 
By'laws. 

The Council on Constitution and Bylaws recom¬ 
mended that Chapter I, Section 2, of the Bylaws, con¬ 
cerning service membership be amended. This rec¬ 
ommendation was made in accordance with the 
aforementioned supplementary' report of the Secretary 
of the Association. Your reference committee believes 
this recommendation will correct a possible inequity' 
to reserve officers called to extended active duty and 
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Tlie resolution creating this Committee referred 
.,,„cific>l!v to the report of the at! hoc Committee on 
Medical i’ractiees. Dr. Stanley Truman. Chairman. 

‘ j co ' n tained five instructions. These instructions will 
i, c discussed individually in this progress report 
1 The first instruction was "that a Continuing Com¬ 
mittee on Medical Practices he created in the America., 
Medical Association to conduct a study of the relative 
value of diagnostic, medical, and surgical services and 
to report its findings and recommendations to this 
House in the same manner as is now followed by other 
committees and councils of the Association." 

The Committee agrees that relative inequities 
exist in remuneration for medical and surgie d services 
mid that a relative value scale on a national basis might' 
have merit. However, such a scale would he more 
useful and practical if developed on local or regional 
levels. It should he borne in mind that this scale would 
either tend to increase the relative value of nons.irgical 
services or reduce the relative value of surgical serv¬ 
ices. Whether the public or the medical profession is 
nrepared to accept such a move is open to question. 
Furtliennorc, it is the Committees understanding that 
the cost of a project designed to develop such a rela¬ 
tive value scale on a national basis would run as high 
as $200,000. Such an expenditure in tin 1 absence of real 
experience as to the outcome, eilect. and acceptance 
of a relative value schedule would obviously lx* un¬ 
wise at this time. 

The Committee has reviewed the relative-value 
schedule being established in California, the cus¬ 
tomary-fee schedule in Erie Comity, N. Y„ and other 
similar projects. The great variations in fees actually 
charged for medical and surgical procedures within 
each community and Irntwcen communities present 
some difficult statistical problems. The term "relative- 
value fee index" implies to many physicians a single 
value (points) for each procedure. H physicians 
throughout the United Stales in a carefully drawn 
sample of all practicing physicians were requested to 
report the fees they usually charge for the procedures 
that they actually perform, the resulting compilation 
would show wide ranges in the fees charged for practi¬ 
cally every procedure. Should the fees reported by 
the largest number of physicians he selected as the 
representative fee? Instead of the mode, should the 
median fee be selected? Should either the mode or the 
median be selected unless they agree and unless one- 
ourth, one-third, or one-half of the physicians in the 
sample report that they charge precisely that fee? 

ter considering this statistical problem of selecting 
a representative fee for each procedure, the committee 
concluded (hat the variations in fees actually charged 
across the country probably would be too great to 
warrant a single fee (points) for each procedure. Ap¬ 
parent y a range of points for many procedures would 
!" 0re rea hstic from a statistical standpoint but 

In^- 1 , w satis ^’ ma »y who want a single index 
(Points) for each procedure. 

miull'o! ^.^ le s,tuat ‘ on it is the opinion of this Com- 

schprli 1 f !t , S10 ! I,d defcr work 0n -> relative-value 
SUr , e ^ whole of the practice of medicine and 

renretf.ni Hf 1 T lad . an opportunity to confer with 

the counts* riff u mcdlcn! organizations throughout 
untry that have developed such scales. The Corn- 
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imttee feels that, despit,, H 10 probnl.lo <*„.;( ,| 10 rimi{ i 
spread of voluntary insurance coverage’ „<•!. 
national accounts and the l„crom,l„g ,, j 

olnntary plans for guidance „m!-o |,,„| )( , t;( „ “ 
tins held a necessity. Tim,, is required also f,„ xlmly 
of the state schedules involved In the Medicine f >Z 
gram. Ihe Committee, therefore, will imdeihde ic 
quests to study this problem in ail Ms ramified 

- A second instruction by the House wan "il.ul lid- 
Committee cooperate in every wav and anslr.l ||„. |»„|, 
lie Relations Department of (1,,. Ameilean Me,lied 
Association to present n program ol public education 
designed to bring about a better under*,tan,ling, of all 
fields of medical practices." 

The original report of the Truman Committee on 
Medical Practices contained three specific leeommen 
dutions concerning public education and involving 
Public Relations. After acceptance of the report by the 
House of Delegates, the Department of Public Rela¬ 
tions implemented these recommendations in the 
following manner. 

Hrammnuhitnm So 1 That a program of piihli, 
education on the value of diagnostic and mcdic.il wml. 
he fostered by the Aiitericm Medical \ssoef.dioti |)c 
partment of Public Relations to in, lease public apjire 
eiation of noustirgieal work. 

Implementation: (A) A lff-timi., 2S-iniimle telex isioo 
film entitled “Even for One" has been produced ami i. 
scheduled for release to television stations [an I |Til 
The film features in a dramatic fashion the impoit m**- 
of medical diagnosis and the judgment in pioxidm*/ 
medical care. The approach was positive m mating 
a greater appreciation of nonsurgical work ratlin »H iu 
to attempt a comparison with surgery 

(H) The weekly television series “Medical Hun/on 
sponsored hv Cilia features medicine over surgeiv four 
to one as a result of our consultation and re, <>mm, nda- 
tions. 

Recommendation So. 2: That the publu fa- in¬ 
formed to what degree medicine is an ev.nt s< mice 
and be informed that doctors are not infallihl, 

Implementation: (A) "To All Mv Patients pam¬ 
phlet was produced with this recommendat ion m min,] 
as evidenced by the following excerpts; 

llir eauw* ut yimr tumble is determined, tu-.iti..rnt Kill 
I,,* pies,tilled. It may take tiie fnnn of inisli, in* surgery, 
special diets or oilier directions. No physician, li<*vv x.r. t in 
guarantee successful results in every instance. I le ; ratine »f 
rm-tlieilie is so completely all imlividu.il matter tlI,* the sun- 
medicine, for example, may not hf equally elfextis ai IrrittnJ 
two people with similar i-omliliims. We all apply , ,a knnuledgc 
nntl skill plus all ihe leclitue.il resources a( tmr con maud In tin- 
medical problems ol each ol our patients. 

I may wish In share the responsibility for your tha.’. ."sis am! 
treatment with another tlnelor. Anntber medical opna "I'*'” 
is helpful in plotting the correct course of treatmcul It ,..ti-'il- 
t at inn seems advisable, I will talk il over with vim and 'H-’-t'' 1 
the names of tpialitied men. Or. if 1 tin not suggest it and ■ u 
would like consultation, please feel perfectly free In a-h ha 't 
I should like the opportunity of advising vim in regard to tl- 
experience and capability of the consultant you request. 

Over three million of these pamphlets have been 
distributed by the profession during the last year. 

(R) In many of the speeches prepared by tiie De¬ 
partment for public presentation the point has been 
emphasized that medicine is not an exact scion c<*' 
doctors arc not infallible. 
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therefore recommends that Chapter I, Section 2, of tire 
Bvlaws be amended as proposed by the Council on 
Constitution and Bylaws. 

The Council on Constitution and Bylaws also rec¬ 
ommended that the provision of the Bylaws relating to 
transfer of membership be amended to protect, insofar 
as possible, the membership of a physician in the 
American Medical Association who moves from the 
jurisdiction of one constituent association to another 
and yet preserve the autonomy of constituent associa¬ 
tions. Your reference committee approves this change 
and recommends that Chapter II, Section 2, of the 
Bylaws be amended as proposed by die Council on 
Constitution and Bylaws. 

Principles of Medical Ethics: The first item which 
was considered by the reference committee dealing 
with proposed changes in the Principles of Medical 
Ethics was Resolution No. 7 introduced at the June, 
1956, Annual Meeting by Dr. Ezra A. Wolff for the 
Medical Society of the State of New York. This resolu¬ 
tion recommended that the Principles of Medical Eth¬ 
ics of tire American Medical Association be amended 
to provide that if principles of medical ethics are 
adopted by a constituent state medical association that 
are more specific or stringent than the Principles of 
Medical Ediics of the American Medical Association, 
the former shall apply to members of the constituent 
society or association unless they are in conflict with 
the Constitution and Bylaws of the American Medical 
Association. This matter was discussed in considerable 
detail at the reference committee hearing. It is appar¬ 
ent from this discussion that there is nothing in die 
present or proposed Principles of Medical Ethics \yhich 
precludes the promulgation of different principles of 
medical ethics by a component or constituent society 
or association. It is, however, the definite opinion of 
this reference committee that the adoption of princi¬ 
ples of medical ethics by state or county societies 
which are at variance with die Principles of Medical 
Ethics of the American Medical Association is an un¬ 
desirable practice. It is dierefore the opinion of the 
reference committee that diis practice should not be 
encouraged or referred to specifically in die Principles 
of Medical Ediics of the American Medical Associa¬ 
tion. It is your committee's recommendation, therefore, 
that this resolution be disapproved. 

Your reference committee next considered die por¬ 
tion of the annual report of the Judicial Council and 
the portions of the annual and supplementary reports 
of die Council on Constitution and Bylaws dealing 
widi die proposed Principles of Medical Ethics. Also 
considered at diis same time were Resolutions No. 5, 
9, 10, 14, 17, and 19, all of which dealt in some way 
widi the proposed Principles. 

Careful consideration was given to die Preamble 
. and die ten sections of die proposed Principles. The 
Preamble and 7 of die 10 sections appear to be ac¬ 
ceptable in dieir present form. Sections 6 and 7 were 
not acceptable as presented eidier to die group which 
appeared at the hearing or to your reference com¬ 
mittee. 

Out of die general discussion the reference commit¬ 
tee received the crystalized opinion that at least four 
^.areas needed more specific attention in sections 6 and 

These are (1) division of fees; (2) the dispensing 


J.A.M.A., January 19, 1937 

of drugs and appliances; (3) die corporate practice of 
medicine; and (4) greater emphasis concerning the 
relationship between physicians and patients. 

In addition, the reference committee felt that the 
wording in section 10 could be improved if amended 
to read as follows: 

The responsibilities of the physician extend not only to the 
individual but also to society and deserve his interest and par¬ 
ticipation in activities which have as their objective the improve¬ 
ment of the health and welfare of the individual and the com¬ 
munity. 

In view of the above, your reference committee be¬ 
lieves that die proposed Principles of Medical Ethics 
should be referred hack to the Council on Constitution 
and Bylaws for further study and consideration of the 
above-stated principles. In the short space of time at 
its disposal and in view of the importance of the sub¬ 
ject, your reference committee did not deem it wise to 
attempt to phrase these concepts properly. Your com¬ 
mittee would also recommend that if possible this 
study be completed at least six weeks prior to the 
June session and that the new version be published in 
The Journal in order that all interested physicians 
might have an opportunity to comment thereon. 

Your reference committee wishes to express its grati¬ 
tude to the very many physicians who were kind 
enough to participate in the discussion that has en¬ 
abled it to arrive at the above conclusions. It wishes 
also to commend the efforts of the Council on Consti¬ 
tution and Bylaws and its very open-minded reception 
of the suggestions made yesterday. Your reference 
committee wishes to thank most sincerely the members 
of the Council on Constitution and Bylaws who added 
much to the discussion and also the Law Department 
which has been most helpful in consummating the 
committee’s efforts. 

Progress Report of the Committee on 
Medical Practices 

Dr. Warde B. Allan, Chairman, presented the fol¬ 
lowing progress report of the Committee on Medical 
Practices, which was referred to the Reference Com¬ 
mittee on Insurance and Medical Service: 

To the Members of the House of Delegates of the 
American Medical Association: The Committee on 
Medical Practices has met on two occasions since 
presenting its first progress report to the House last 
June. The Committee invited a number of individuals 
to these meetings whose positions and backgrounds 
were such as to provide both necessary information 
and useful advice. Included in this group were repre¬ 
sentatives from various American Medical Association 
departments; Dr. J. S. DeTar and Mr. Mac Cahal of 
the American Academy of General Practice; Dr. Robert 
Davison of tire University of Tennessee School of Medi¬ 
cine; Dr. Dean Smiley of the Association of American 
Medical Colleges; Dr. Kenneth Babcock of tire Joint 
Commission on Accreditation of Hospitals; and Dr. 
Madison Brown of tire American Hospital Association. 
As a result of these conferences your Committee is 
fully aware of the complex problems it is considering; 
it also appreciates tire need for cooperation from others 
concerned with these problems both within and out¬ 
side the American Medical Association. 
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The resolution creating this Committee referred 
specifically to the report of the ad hoc Committee on 
Medical Practices, Dr. Stanley Truman, Chairman, 
and contained five instructions. These instructions will 
be discussed individually in this progress report. 

1. The first instruction was "that a Continuing Com¬ 
mittee on Medical Practices be created in the American 
Medical Association to conduct a study of the relative 
value of diagnostic, medical, and surgical services and 
to report its findings and recommendations to this 
House in the same manner as is now followed by other 
committees and councils of the Association.” 

The Committee agrees that relative inequities 
exist in remuneration for medical and surgical services 
and that a relative value scale on a national basis might 
have merit. However, such a scale would be more 
useful and practical if developed on local or regional 
levels. It should be borne in mind that this scale would 
either tend to increase the relative value of nonsurgical 
services or reduce the relative value of surgical serv¬ 
ices. Whether the public or the medical profession is 
nrepared to accept such a move is open to question. 
Furthermore, it is the Committee’s understanding that 
the cost of a project designed to develop such a rela¬ 
tive value scale on a national basis would run as high 
as $200,000. Such an expenditure in the absence of real 
experience as to the outcome, effect, and acceptance 
of a relative value schedule would obviously be un¬ 
wise at this time. 

The Committee has reviewed the relative-value 
schedule being established in California, the cus¬ 
tomary-fee schedule in Erie Count)', N. Y., and other 
similar projects. The great variations in fees actually 
charged for medical and surgical procedures within 
each community and between communities present 
some difficult statistical problems. Tire term “relative- 
value fee index” implies to many physicians a single 
value (points) for each procedure. If physicians 
throughout the United States in a carefully drawn 
sample of all practicing physicians wore requested to 
report the fees they usually charge for the procedures 
that they actually perform, the resulting compilation 
would show wide ranges in the fees charged for practi¬ 
cally every procedure. Should the fees reported by 
the largest number of physicians be selected as the 
representative fee? Instead of the mode, should the 
median fee be selected? Should either the mode or the 
median be selected unless they agree and unless one- 
fourth, one-third, or one-half of the physicians in the 
sample report that they charge precisely that fee? 
After considering this statistical problem of selecting 
a representative fee for each procedure, the committee 
concluded that the variations in fees actually charged 
across the country probably would be too great to 
warrant: a single fee (points) for each procedure. Ap¬ 
parently a range of points for many procedures would 
be more realistic from a statistical standpoint but 
might not satisfy many who w'ant a single index 
(points) for each procedure. 

In view of the situation it is the opinion of this Com¬ 
mittee that it should defer work on a relative-value 
schedule for tire whole of the practice of medicine and 
surgery until it has had an opportunity to confer with 
representatives of medical organizations throughout 
the country that have developed such scales. The Com¬ 


mittee feels drat, despite the probable cost, the rapid 
spread of voluntary insurance coverage including 
national accounts and the increasing need by local 
voluntary plans for guidance make further study in 
tin's field a necessity. Time is required also for study 
of the state schedules involved in die Medicare Pro¬ 
gram. The Committee, therefore, will undertake re¬ 
quests to study this problem in all its ramifications. 

2. A second instruction by the House v'as “that this 
Committee cooperate in every way and assist the Pub¬ 
lic Relations Department of the American Medical 
Association to present a program of public education 
designed to bring about a better understanding of all 
fields of medical practices.” 

The original report of the Truman Committee on 
Medical Practices contained three specific recommen¬ 
dations concerning public education and involving 
Public Relations. After acceptance of the report by the 
House of Delegates, the Department of Public Rela¬ 
tions implemented these recommendations in the 
following manner. 

Recommendation No. h That a program of public 
education on the value of diagnostic and medical work 
be fostered by the American Medical Association De¬ 
partment of Public Relations to increase public appre¬ 
ciation of nonsurgical work. 

Implementation: (A) A 16-mm., 28-minute television 
film entitled “Even for One” has been produced and is 
scheduled for release to television stations Jan. 1,1957. 
The film features in a dramatic fashion the importance 
of medical diagnosis and the judgment in providing 
medical care. The approach was positive in creating 
a greater appreciation of nonsurgical work rather than 
to attempt a comparison with surgery. 

(B) The weekly television series “Medical Horizons” 
sponsored by Ciba features medicine over surgery four 
to one as a result of our consultation and recommenda¬ 
tions. 

Recommendation No. 2: That tire public be in¬ 
formed to what degree medicine is an exact science 
and be informed that doctors are not infallible. 

Implementation: (A) “To All My Patients” pam¬ 
phlet was produced with this recommendation in mind 
as evidenced by the following excerpts: 

When the cause of j our trouble is determined, treatment will 
be prescribed. It may take the form of medicine, surgery, 
special diets or other directions. No physician, however, can 
guarantee successful results in every instance. The practice of 
medicine is so completely an individual matter that the same 
medicine, for example, may not be equally effective in treating 
two people with similar conditions. We all apply our knowledge 
and skill plus all the technical resources at our command to the 
medical problems of each of our patients. 

I may wish to share the responsibility for your diagnosis and 
treatment with another doctor. Another medical opinion often 
is helpful in plotting the correct course of treatment. If consul¬ 
tation seems advisable, I will talk it over with you and suggest 
the names of qualified men. Or, if I do not suggest it and you 
would like consultation, please feel perfectly free to ask for it. 
I should like the opportunity of advising you in regard to the 
experience and capability of the consultant you request. 

Over three million of these pamphlets have been 
distributed by the profession during the last year. 

(B) In many of the speeches prepared by the De¬ 
partment for public presentation the point has been 
emphasized that medicine is not an exact science and 
doctors are not infallible. 
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Recommendation No. 3: That the public be informed 
at exactly what point the doctor can be expected to 
subordinate his normal self interest in order to safe¬ 
guard the patients’ vital interest. 

Implementation: (A) An effort has been made to 
cam' out this directive in much of the writing emanat¬ 
ing from the Department of Public Relations. How¬ 
ever, it must be admitted that “exactly what point” is 
extremely difficult to determine and will vary depend¬ 
ing on the dedication of the physician involved, 

(B) It is constantly reiterated and explained that 
a physician must earn a living for his family, has an 
average 40% business expense on gross income, and 
finally is worthy of his hire. 

The Department of Public Relations expects to con¬ 
tinue its efforts to implement the above recommenda¬ 
tions during the coming year, and, since the problem 
of creating a favorable climate for acceptance of any 
change in medical practice values involves the pro¬ 
fession primarily, the Public Relations Department is 
extending its program of public education on the 
“value of diagnostic and medical services” to include 
the medical profession. 

“Public’education” is a function of the Public Rela¬ 
tions Department and Bureau of Health Education. 
Therefore, rather than develop a parallel public rela¬ 
tions project within this Committee, it is recommended 
that these divisions of the American Medical Associa¬ 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with the 
Directors of these Departments and offer such guid¬ 
ance and assistance as may be helpful in carrying out 
the second instruction. 

3. The third and fourth directives were “that this 
Committee be directed to utilize all possible means to 
stimulate tire formation of a department of general 
practice in each medical school” and “that the Ameri¬ 
can Medical Association approve of the medical school 
teaching programs that afford the medical student op¬ 
portunity for experience in the general practice of 
medicine.” 

The Committee heard statements from a number of 
persons qualified to speak on this subject and con¬ 
ducted an extended discussion on the pros and cons 
as well as alternatives. We are in agreement that it is 
desirable for medical schools to offer the kind of edu¬ 
cational programs designed to aid the student in de¬ 
veloping the basic knowledge essential to any and all 
aspects of medical practice. They should include the 
opportunity to gain a concept of the challenges and 
responsibilities of the family physician or general 
practitioner as well as those inherent in the specialty 
fields. We are also agreed that students should be 
encouraged to consider seriously general practice as 
their objective. 

It is evident to the Committee that much yet needs 
to be done toward developing a satisfactory definition 
of general practice in keeping with current knowledge 
and needs so that it may be possible to determine more 
adequately the avenues of approach to tire best indoc¬ 
trination today for individuals who plan to enter the 
field of general practice. At the present time many 
different approaches are being utilized in both under¬ 
graduate and graduate medical education. Some medi¬ 
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cal schools offer preceptorships in general practice’ 
other schools include family care programs, compre¬ 
hensive medical care clinics, general medical clinics or 
general practice departments. There is probably more 
genuine concern today than ever before in regard to 
the patient as a person in a given environmental situa¬ 
tion on the part of those concerned with medical edu¬ 
cation. However, in view of the variation of the pro¬ 
grams, the different experimental approaches utilized 
and the absence of any one outstandingly successful 
and universally applicable approach, the Committee 
believes that there is need for a long-term cooperative 
study on the part of the Council on Medical Education 
and Hospitals, the Association of American Medical 
Colleges, the American Academy of General Practice, 
and representatives of the specialty areas to analyze 
objectively and make recommendations for considera¬ 
tion as to the best background preparations today for 
general practice. It is therefore recommended that such 
a study group be formed and assigned this task. 

4. The fif di directive was “that this Committee use its 
full influence to discourage any arbitrary restrictions 
by hospitals against general practitioners as a group or 
as individuals.” 

It is the accepted policy of the American Medical 
Association that a physician should be considered for 
staff privileges on the basis of his professional qualifi¬ 
cations. It has never been intended that any specific 
group of physicians be excluded whether specialists 
or general practitioners. 

At the Chicago meeting in June, 1956, the report of 
the Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals was ap¬ 
proved as amended by the Reference Committee on 
Medical Education and Hospitals, and included the 
following statement: 

The Committee calls attention to the fact that in some 
areas staff appointments are based on board accreditation or 
membership in specialty societies. The Committee strongly 
believes that these appointments should be based solely upon 
the physician’s professional ability and ethical conduct without 
regard to his classification as a general practitioner or a 
specialist. 

The Committee recommends that the commissioners to the 
Joint Commission on Accreditation of Hospitals appointed by 
the Board of Trustees of the American Medical Association 
urge that Commission to study: 

1. The problems of the exclusion from hospitals and arbi¬ 
trary limitation of the hospital privileges of the general prac¬ 
titioner; and 

2. Methods whereby the following stated principles may be 
achieved: 

The privileges of each member of the medical staff shall be 
“determined on the basis of professional qualifications and 
demonstrated ability.” 

Personnel of each service or department shall be qualified 
by training and demonstrated competence, and shall be granted 
privileges commensurate with their individual abilities., 

For over 10 years the Council on Medical Education 
and Hospitals of the American Medical Association has 
been stressing this point. The primary problem would 
appear to be one of informing physicians, hospital ad¬ 
ministrators, hospital trustees, and medical societies of 
tin's policy. In addition, specialty groups should also 
be informed. 

This Committee will continue to work on diis prob¬ 
lem and recommends that the Department of Public 
Relations, the Council on Medical Education and 
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Hospitals, the American Hospital Association, and the 
Joint Commission on Accreditation of Hospitals be re¬ 
quested to cooperate in publicizing the statement 
adopted in June, 1956, to all parties vitally concerned. 

5. The final directive was, “subject to review by 
counsel of the American Medical Association, the rep¬ 
resentatives of the Association on the Joint Commission 
on Accreditation of Hospitals be instructed to stimu¬ 
late action by that body leading to the warning, pro¬ 
visional accreditation, or removal of accreditation of 
community or general hospitals that exclude or arbi¬ 
trarily restrict hospital privileges for generalists as a 
class regardless of their individual professional compe¬ 
tence, after appeal to the Commission by the county 
medical society concerned.” 

Your Committee has had the benefit of counsel from 
the American Medical Association Law Department 
and from representatives of the Council on Medical 
Education and Hospitals, American Academy of Gen¬ 
eral Practice, American Hospital Association,* and Joint 
Commission on Accreditation of Hospitals in consider¬ 
ing tin's directive from the House. In view of sugges¬ 
tions made by these groups, the Committee recom¬ 
mends' that this directive be amended to read as 
follows: 

The American Medical Association representatives on the 
Joint Commission on Accreditation of Hospitals be instructed 
to stimulate action by that body leading to the warning, pro¬ 
visional accreditation, or removal of accreditation of community 
or general hospitals which exclude or arbitrarily restrict hos¬ 
pital privileges for generalists as a class regardless of their 
individual professional competence where such policies adversely 
affect the quality of patient care rendered. Any action taken 
should be only after appeal to tire Commission by the county 
medical society concerned. 

This revision maintains the sense of the statement 
and now is free from legal objection. 

Conclusion 

The meetings of the Committee on Medical Prac¬ 
tices have clearly demonstrated that grave differences 
of opinion are more apparent than real. It has been 
pointed up vividly that conferences can bring diver¬ 
gent views sharply into focus and clarify diem to 
everyone’s mutual satisfaction. It is to be deplored 
that various individuals and segments of the medical 
profession make sweeping and inaccurate statements 
for public consumption without prior consultation with 
other interested and informed groups. Such incidents 
can give rise to poor public relations and create a false 
impression of friction within the medical profession. 
It would be well if each one of us read and adopted 
as a slogan the first sentence of the Secretary’s Letter 
of Oct. 15, 1956, namely, “Coming together is a be¬ 
ginning; keeping together is progress; working togedier 
is success.” 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

Progress Report of the Committee on. Medical Prac¬ 
tices: Your reference committee appreciates the vast 
amount of work covered by Dr. Yvarde B. Allan and 


his committee. The reference committee agrees with 
the findings on die first instruction that the relative- 
value scale is not feasible on a national level. 

On the second instruction your committee notes die 
progress that has been made and concurs with the last 
paragraph under Recommendation No. 3, which reads, 
“‘Public education’ is a function of the Public Rela¬ 
tions Department and Bureau of Healdi Education. 
Therefore, rather dian develop a parallel public rela¬ 
tions project within this Committee, it is recommended 
that these divisions of the American Medical Associa¬ 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with 
die Directors of tiiese Departments and offer such 
guidance and assistance as may be helpful in carrying 
out the second instruction.” 

On die third and fourth instructions your reference 
committee notes that a study group has been, recom¬ 
mended to consider the best background preparations 
for general practice. It is dierefore recommended that 
such a study group be formed and assigned diis task, 
and your committee suggests diat such action be im¬ 
plemented as soon as practicable. 

Referring to the fifth instruction, your committee 
agrees that a physician should be considered for a staff 
appointment on die basis of character and personal 
ability and urges the continuation of work on this 
problem as outlined in die report. 

With reference to the final directive to Dr. Warde B. 
Allan’s committee, your reference committee concurs 
in the recommendation diat the resolution adopted at 
the June, 1956, meeting be amended to read as follows: 

“The American Medical Association representatives' 
on the Joint Commission on Accreditation of Hospitals 
be instructed to stimulate action by that body leading 
to tile warning, provisional accreditation, or removal 
of accreditation of community or general hospitals that 
exclude or arbitrarily restrict hospital privileges for 
generalists as a class regardless of their individual pro¬ 
fessional competence where such policies adversely 
affect the quality of patient care rendered. Any action 
taken should be only after appeal to the Commission 
by the county medical society concerned." 

Presentation and Remarks of Student American 
Medical Association Delegates 

The Speaker presented to the House the two dele¬ 
gates from the Student American Medical Association, 
Mr. Barry M. Manuel of Boston University School of 
Medicine, and Mr. Carl B. Younger of the University 
of California at Los Angeles School of Medicine. 

Mr. Manuel spoke as follows: 

Mr. Speaker, Members of the American Medical 
Association: I would like to take this opportunity to 
thank you most sincerely for your hospitality, for the 
privilege of meeting so many fine physicians from all 
parts of the. United States, and for the opportunity to 
observe organized medicine in practice. Suffice it to 
say, we have been most impressed. 

With your permission, I would just like to bring to 
you a few progress notes of the Student AMA. Our 
organization was begun some six years ago and has 
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Recommendation No. S: That the public be informed 
at exactly what point the doctor can be expected to 
subordinate his normal self interest in order to safe¬ 
guard the patients’ vital interest. 

Implementation: (A) An effort has been made to 
earn’ out this directive in much of the writing emanat¬ 
ing from the Department of Public Relations. How¬ 
ever, it must be admitted that “exactly what point” is 
extremely difficult to determine and will vary depend¬ 
ing on the dedication of tire physician involved. 

(B) It is constantly reiterated and explained that 
a physician must earn a living for his family, has an 
average 40% business expense on gross income, and 
finally is worthy of his hire. 

The Department of Public Relations expects to con¬ 
tinue its efforts to implement the above recommenda¬ 
tions during the coming year, and, since the problem 
of creating a favorable climate for acceptance of any 
change in medical practice values involves the pro¬ 
fession primarily, the Public Relations Department is 
extending its program of public education on the 
“value of diagnostic and medical services” to include 
the medical profession. 

“Public* education” is a function of the Public Rela¬ 
tions Department and Bureau of Health Education. 
Therefore, rather than develop a parallel public rela¬ 
tions project within this Committee, it is recommended 
that these divisions of the American Medical Associa¬ 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with the 
Directors of these Departments and offer such guid¬ 
ance and assistance as may be helpful in carrying out 
the second instruction. 

3. The third and fourth directives were “that this 
Committee be directed to utilize all possible means to 
stimulate the formation of a department of general 
practice in each medical school” and “that the Ameri¬ 
can Medical Association approve of the medical school 
teaching programs that afford the medical student op¬ 
portunity for experience in the general practice of 
medicine.” 

The Committee heard statements from a number of 
persons qualified to speak on this subject and con¬ 
ducted an extended discussion on the pros and cons 
as well as alternatives. We are in agreement that it is 
desirable for medical schools to offer the kind of edu¬ 
cational programs designed to aid the student in de¬ 
veloping the basic knowledge essential to any and all 
aspects of medical practice. They should include the 
opportunity' to gain a concept of the challenges and 
responsibilities of the family physician or general 
practitioner as well as those inherent in tire specialty 
fields. We are also agreed that students should be 
encouraged to consider seriously general practice as 
their objective. 

It is evident to tire Committee that much yet needs 
to be done toward developing a satisfactory' definition 
of general practice in keeping with current knowledge 
and needs so that it may be possible to determine more 
adequately the avenues of approach to tire best indoc¬ 
trination today for individuals who plan to enter the 
field of general practice. At tire present time many' 
different approaches are being utilized in both under¬ 
graduate and graduate medical education. Some medi¬ 
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cal schools offer preceptorships in general practice- 
other schools include family care programs, compre¬ 
hensive medical care clinics, general medical clinics or 
general practice departments. There is probably more 
genuine concern today than ever before in regard to 
the patient as a person in a given environmental situa¬ 
tion on tire part of those concerned with medical edu¬ 
cation. However, in view of the variation of the pro¬ 
grams, the different experimental approaches utilized 
and the absence of any one outstandingly successful 
and universally applicable approach, the Committee 
believes that there is need for a long-term cooperative 
study on the part of the Council on Medical Education 
and Hospitals, the Association of American Medical 
Colleges, the American Academy of General Practice, 
and representatives of the specialty areas to analyze 
objectively and make recommendations for considera¬ 
tion as to the best background preparations today for 
general practice. It is therefore recommended that such 
a study group be formed and assigned this task. 

4. The fifth directive was “that this Committee use its 
full influence to discourage any arbitrary restrictions 
by' hospitals against general practitioners as a group or 
as individuals.” 

It is the accepted policy of the American Medical 
Association that a physician should be considered for 
staff privileges on the basis of his professional qualifi¬ 
cations. It has never been intended that any specific 
group of physicians be excluded whether specialists 
or general practitioners. 

At the Chicago meeting in June, 1956, the report of 
the Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals was ap¬ 
proved as amended by the Reference Committee on 
Medical Education and Hospitals, and included the 
following statement: 

The Committee calls attention to the fact that in some 
areas staff appointments are based on board accreditation or 
membership in specialty societies. The Committee strongly 
believes that these appointments should be based solely up o a 
the physician’s professional ability and ethical conduct without 
regard to his classification as a general practitioner or a 
specialist. 

The Committee recommends that the commissioners to the 
Joint Commission on Accreditation of Hospitals appointed by 
the Board of Trustees of the American Medical Association 
urge that Commission to study. 

1. The problems of the exclusion from hospitals and arbi¬ 
trary limitation of the hospital privileges of the general prac¬ 
titioner; and 

2. Methods whereby the following stated principles may be 
achieved: 

The privileges of each member of the medical staff shall be 
“determined on the basis of professional qualifications and 
demonstrated ability." , 

Personnel of each service or department shall be qualified 
by training and demonstrated competence, and shall be granted 
privileges commensurate with their individual abilities.. 

For over 10 years the Council on Medical Education 
and Hospitals of tire American Medical Association has 
been stressing tin's point. The primary problem would 
appear to be one of informing physicians, hospital ad¬ 
ministrators, hospital trustees, and medical societies ot 
this policy. In addition, specialty groups should also 
be informed. 

This Committee will continue to work on this prob¬ 
lem and recommends that tire Department of Public 
Relations, the Council on Medical Education and 
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Hospitals, the American Hospital Association, and the 
Joint Commission on Accreditation of Hospitals be re¬ 
quested to cooperate in publicizing the statement 
adopted in June, 1956, to all parties vitally concerned. 

5. The final directive was, “subject to review by 
counsel of the American Medical Association, the rep¬ 
resentatives of the Association on the Joint Commission 
on Accreditation of Hospitals be instructed to stimu¬ 
late action by that body leading to the warning, pro¬ 
visional accreditation, or removal of accreditation of 
community or general hospitals that exclude or arbi¬ 
trarily restrict hospital privileges for generalists as a 
class regardless of their individual professional compe¬ 
tence, after appeal to the Commission by the county 
medical society concerned.” 

Your Committee has had the benefit of counsel from 
the American Medical Association Law Department 
and from representatives of the Council on Medical 
Education and Hospitals, American Academy of Gen¬ 
eral Practice, American Hospital Association,’and Joint 
Commission on Accreditation of Hospitals in consider¬ 
ing this directive from the House. In view of sugges¬ 
tions made by these groups, the Committee recom¬ 
mends' that this directive be amended to read as 
follows: 

The American Medical Association representatives on the 
Joint Commission on Accreditation of Hospitals be instructed 
to stimulate action by that body leading to the warning, pro¬ 
visional accreditation, or removal of accreditation of community 
or general hospitals which exclude or arbitrarily restrict hos¬ 
pital privileges for generalists as a class regardless of their 
individual professional competence where such policies adversely 
affect the quality of patient care rendered. Any action taken 
should be only after appeal to the Commission by the county 
medical society concerned. 

This revision maintains the sense of the statement 
and now is free from legal objection. 

Conclusion 

The meetings of the Committee on Medical Prac¬ 
tices have clearly demonstrated that grave differences 
of opinion are more apparent than real. It has been 
pointed up vividly that conferences can bring diver¬ 
gent views sharply into focus and clarify them to 
everyone’s mutual satisfaction. It is to be deplored 
that various individuals and segments of the medical 
profession make sweeping and inaccurate statements 
for public consumption without prior consultation with 
other interested and informed groups. Such incidents 
can give rise to poor public relations and create a false 
impression of friction within the medical profession. 
It would be well if each one of us read and adopted 
as a slogan the first sentence of the Secretary’s Letter 
of Oct. 15, 1956, namely, “Coming together is a be¬ 
ginning; keeping together is progress; working together 
is success.” 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, sub¬ 
mitted the following report, which was adopted: 

Progress Report of the Committee on Medical Prac¬ 
tices: Your reference committee appreciates the vast 
amount of work covered by Dr. Warde B. Allan and 


his committee. The reference committee agrees with 
the findings on the first instruction that the relative- 
value scale is not feasible on a national level. 

On the second instruction your committee notes the 
progress that has been made and concurs with the last 
paragraph under Recommendation No. 3, which reads, 
“'Public education’ is a function of the Public Rela¬ 
tions Department and Bureau of Health Education. 
Therefore, rather than develop a parallel public rela¬ 
tions project within this Committee, it is recommended 
that these divisions of the American Medical Associa¬ 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with 
the Directors of these Departments and offer such 
guidance and assistance as may be helpful in carrying 
out the second instruction.” 

On the third and fourth instructions your reference 
committee notes that a study group has been recom¬ 
mended to consider the best background preparations 
for general practice. It is therefore recommended that 
such a study group be formed and assigned this task, 
and your committee suggests that such action be im¬ 
plemented as soon as practicable. 

Referring to the fifth instruction, your committee 
agrees that a physician should be considered for a staff 
appointment on the basis of character and personal 
ability and urges the continuation of work on this 
problem as outlined in the report. 

With reference to the final directive to Dr. Warde B. 
Allan’s committee, your reference committee concurs 
in the recommendation that the resolution adopted at 
the June, 1956, meeting be amended to read as follows: 

“The American Medical Association representatives' 
on the Joint Commission on Accreditation of Hospitals 
be instructed to stimulate action by that body leading 
to the warning, provisional accreditation, or removal 
of accreditation of community or general hospitals that 
exclude or arbitrarily restrict hospital privileges for 
generalists as a class regardless of their individual pro¬ 
fessional competence where such policies adversely 
affect the quality of patient care rendered. Any action 
taken should be only after appeal to the Commission 
by the county medical society concerned.” 

Presentation and Remarks of Student American 
Medical Association Delegates 

The Speaker presented to die House the two dele¬ 
gates from the Student American Medical Association, 
Mr. Barry M. Manuel of Boston University School of 
Medicine, and Mr. Carl B. Younger of the University 
of California at Los Angeles School of Medicine. 

Mr. Manuel spoke as follows: 

Mr. Speaker, Members of the American M~ J ' 1 
Association: I would like to take this opr. j, ' 
thank you most sincerely for y> 
privilege of meeting so many 
parts of the United States, . 

observe organized ■ ’’ *. 

say, we have been nr. 

With your r . •' •' 
you a few progre«' - 
organization was 
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grown to the point where we now have in our mem¬ 
bership over 30,000 medical students and interns. We 
produce a journal with which I am sure you are all 
familiar and that has a circulation of over 50,000. In 
the very near future we plan to increase our member¬ 
ship to include residents, so that they, too, will be 
receiving our journal and all of the benefits. We have 
an insurance policy which was formulated with the 
students in mind and with their problems in mind, and 
it is carried by most of our members. We also hope to 
begin a Student Loan Foundation that you will hear 
of subsequently. 

We, too, have a convention that, although smaller 
in scale, is very similar to your own. Our convention 
this year is going to be held in Philadelphia, and I 
would sincerely like to invite you all to drop in so that 
we can repay just a bit of the hospitality that you have 
extended to us. 

Finally, and I think of paramount importance, is the 
attempt by the Student AMA to stimulate interest in 
organized medicine so that when we do matriculate 
we shall be better able to assume our full obligations 
in society as physicians. Thank you very much! 

Mr. Younger offered the following remarks: 

Mr. Speaker: I think Barry expressed very well 
the pleasure that we both have in being here today, 

| and I would just like to say a few words to you about 
our Foundation. I am sure that many of you are aware 
of the SAMA Foundation and what it is. It was or¬ 
ganized to provide loans to medical students through¬ 
out the United States. We have sincerely hoped for 
favorable action by your Board of Trustees on a siz¬ 
able one-time grant to die Foundation. A partial survey 
• that we have recently conducted indicates that at die 
present time diere are at least 1,500 students whose 
needs are such that they would immediately borrow 
$1,000 from such a Foundation. This would make a 
total of $1,500,000. We are aware that diere are un¬ 
used loan funds in various medical schools, but I am 
sure that I need not elaborate on die reasons for their 
nonuse. On January 1, we begin a full-scale campaign 
for Foundation contributions. We hope you will sup¬ 
port it as individuals and as an organization. 

One of the purposes, as Barry said, of our organiza¬ 
tion is to familiarize our members with the purposes 
and ideals of organized medicine. These purposes and 
ideals, I feel, have been very specifically and definitely 
stated by Dr. Murray this morning. I tiiink that they 
are personified in your General Practitioner of the 
Year, Dr. Gans. 

We, as organized medical students, are aware of 
many of the problems that you are discussing, and 
it is our hope that we can better equip ourselves to 
participate actively in die preservation and extension 
of American free enterprise medicine when we gradu¬ 
ate from medical school. Thank you again for your 
hospitality and for the privilege of sharing your 
enthusiasm and spirit. 

Introduction of Resolutions 

The Speaker called for the introduction of resolu¬ 
tions as numbered. 
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No. 1. Resolution on Change in Bylaws Affecting 
Election of Officers 

Dr. Eustace A. Allen, on behalf of die Medical 
Association of Georgia, introduced the following reso¬ 
lution, which was referred to the Reference Commit¬ 
tee on Amendments to the Constitution and Bylaws: 

Whereas, The present Bylaws with respect to the election 
of officers specifies that the time of election shall be the after¬ 
noon of the fourth day of the annual session; and 

Whereas, Frequently all business of the House of Delegates 
has been completed prior to the afternoon of the fourth day; and 

Whereas, Many delegates make reservations to leave for 
home the afternoon of the fourth day and often leave before 
the completion of election; and 

Whereas, It is difficult to ascertain the. exact time of com¬ 
pletion of business 24 hours before the fourth day; therefore 
be It 

Resolved, That Chapter XIV, Section 2, “Election of Officers, 
(A) Time,” which now reads "Officers of the Association shall 
be elected by the House on the afternoon of the fourth day of 
the annual .session immediately following the final supplemen¬ 
tary reports of the Board of Trustees and committees,” be 
amended to read as follows: “Officers of the Association shall 
be elected by the House on the fourth day of the annual ses¬ 
sion immediately following the final supplementary reports of 
the Board of Trustees and committees," thus eliminating the 
words “the afternoon of.” 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws concern¬ 
ing Resolution No. 1 will be found following the 
Remarks of the Speaker. 

No. 2. Resolutions on Support of a People-to-People 
Friendship Program 

Dr. Malcom E. Phelps, for the Oklahoma State 
Medical Association, introduced die following resolu¬ 
tions, which were referred to the Reference Commit¬ 
tee on Miscellaneous Business: 

Whereas, The national security of the United States depends 
in large part upon how well we earn the understanding and 
trust of other peoples; and 

Whereas, There is no problem before the American people 
or the people of the world as important as the problem of pre¬ 
serving peace by spreading such international understanding; 
and 

Whereas, This pressing problem is made even more urgent 
by a communist world propaganda campaign that continues to 
picture the United States and its objectives in deliberately 
distorted terms; and 

Whereas, We subscribe to the statement of the President of 
die United States that “if our American ideology is eventually 
to win out in the great struggle being waged between the two 
opposing ways of life, it must have the active support of 
thousands of independent private groups and institutions and 
of millions of individual Americans acting through person-to- 
person communication in foreign lands”; now therefore be it 

Resolved, That we pledge the full support of our initiative 
and energy to a people-to-people program as a means of pro¬ 
moting understanding, peace, and progress; and be it further 

Resolved, That we individually and as an organization join 
wholeheartedly in an outpouring of neighborliness to make 
America’s peaceful intentions and our democratic ideals under¬ 
stood, and to gain sympathetic understanding of tire thoughts 
and feelings of other peoples that we may work for a true 
partnership with them in a happier, friendlier, and more peace¬ 
ful world. 

(to be continued) 
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MEDICAL NEWS 


ARKANSAS 

Society News.—The Arkansas Radiological Society has 
appointed an advisory committee on radiologic instal¬ 
lations whose services will be available to any hospital 
in the state on written request. The society invites 
inquiries, directed to the committee (607 Donaghey 
Building, Little Rock). 

CALIFORNIA 

Appoint Director of Cardiovascular Laboratory.—Wil- 
fried F. H. M. Mommaerts, Ph.D., associate professor 
of biochemistry at Western Reserve University School 
of Medicine, Cleveland, has been appointed professor 
of medicine (experimental cardiovascular research) 
and director of the Los Angeles County Heart Associa¬ 
tion Cardiovascular Research Laboratory at the Uni¬ 
versity’ of California School of Medicine at Los Angeles, 
where the heart association has established a chair of 
cardiovascular research. Dr. Mommaerts was recently 
named a career investigator by the American Heart 
Association. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society’, in cooperation with 
Yale University School of Medicine, New Haven, de¬ 
partment of public health, is sponsoring a course on 
“The Economics and Relationships of Medical Prac¬ 
tice” at the Brady auditorium, 310 Cedar St., New 
Haven. At 4 p. m., Jan. 24, “Military Service” will be 
discussed by Rear Admiral Bartholomew W. Hogan, 
M. C„ U. S. N., Surgeon General, U. S. Navy. 

Personal.—Ira. V. Hiscock, Sc.D., professor of public 
health, Yale University' School of Medicine, New 
Haven, has been elected an honorary fellow of the 
Royal Society’ for Health (England). The scroll was 
presented to Dr. Hiscock by Albert Parker, D.Sc., the 
deputy’ chairman of the Council of the Royal Society’, 
during the annual meeting of the American Public 
Health Association.—Dr. Barnett Greenhouse, New 
Haven, was recently elected the first honorary chair¬ 
man of the joint conference committee of die Con¬ 
necticut State Medical Society’, the Connecticut State 
Dental Association, and the Connecticut Pharmaceuti¬ 
cal Association. The election marked the retirement of 
Dr. Greenhouse as chairman after eight consecutive 
years of service. He is succeeded as chairman by Dr. 
Bradford S. Colwell, New Haven. 

ILLINOIS 

Chicago 

Lectures on tire History of Surgery.—On Jan. 29 at 
8 p. m. the International College of Surgeons will 
present “Surgeons and the Rise of Anatomy” by Ilza 

Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before tire date of meeting. 


Veith, Ph.D., professor of the history of medicine, 
University of Chicago, and president of tire Chicago 
Society of Medical History. All physicians are wel¬ 
come to attend the lecture, which will be given at 
1524 Lake Shore Dr. 

Dr. and Mrs. Gibbs Honored.—Dr. and Mrs. Frederic 
A. Gibbs were recently chosen to receive the annual 
Distinguished Service award of the Illinois Inter- 
Professional Council. Dr. Gibbs, professor of neurol¬ 
ogy, and his wife, Erna, research assistant in 
electroencephalography, have been affiliated with the 
University of Illinois College of Medicine since 1944. 
They helped organize and staff the Consultation 
Clinic for Epilepsy at the college of medicine. In an¬ 
nouncing the award, Dr. Edward A. Piszczek, presi¬ 
dent of the council, said that Dr. and Mrs. Gibbs were 
being recognized “for their dedicated efforts for the 
betterment of the health and welfare of the people 
of Illinois through their work.” 

MAINE 

Society News.—Officers of the Maine Society of Anes¬ 
thesiologists include: president, Dr. Kenneth J. Cuneo, 
Kennebunk; vice-president, Dr. Francis L. X. Mack, 
Portland; and secretary-treasurer. Dr. Clement S. 
Dwyer, Bangor. 

MASSACHUSETTS 

Medical Alumni Lecture.—The annual Tufts Medical 
Alumni Lecture will be given at Tufts University 
School of Medicine, Boston, Jan. 29, 1 p. m., by Dr. 
Roger C. Baker, professor of urology, Georgetown 
University School of Medicine, Washington, D. C. 
Physicians and students are invited to attend his lec¬ 
ture on “Urology: Rats, Dogs, Students and Professors.” 

Dr. Zamecnik Named Huntington Professor.—Dr. Paul 
C. M. Zamecnik, associate professor of medicine. 
Harvard Medical School, Boston, has been appointed 
Collis P. Huntington Professor of Oncologic Medicine 
in the faculty of medicine of Harvard University and 
director of the J. Collins Warren Laboratories of the 
Huntington Memorial Hospital at the Massachusetts 
General Hospital, Boston. He will also serve as chair¬ 
man of the executive committee of the departments 
of medicine. Harvard Medical School. Dr. Zamecnik 
succeeds Dr. Joseph C. Aub, professor of research 
medicine, emeritus, who retired last summer from the 
university and hospital posts. Dr. Zamecnik has served 
as a Moseley Travelling Fellow from Harvard Medical 
School and Visiting Investigator at the Carlsberg Lab¬ 
oratory, Copenhagen, Denmark, and as a Finney 
Howell Research Fellow at the Rockefeller Institute 
for Medical Research in New York. He joined the 
staffs of the Harvard Medical School and the Massa¬ 
chusetts General Hospital in 1942. From 1951 to 1954 
he was also an associate physician at the Homberg 
Memorial Infirmary, Massachusetts Institute of 
Technology. 
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MICHIGAN 

Society News.—The seventh annual Commissioner’s 
Conference of local health department directors will 
be held in Lansing, Feb. 6-S, to consider problems 
of food sanitation, school health, home care for the 
chronically ill, and the future role of the health depart¬ 
ment in treating mental illness. Dr. Albert E. Heustis is 
state health commissioner. 

Personal.—Dr. L. Fernald Foster, Bay City, secretary, 
Michigan State Medical Society, was recently elected 
president of the Michigan Medical Sendee (Blue 
Shield) to succeed Dr. Wilfrid Haughey of Battle 
Creek. Dr. Haughey was elected to the newly created 
post of chairman of the board of directors of the 
Michigan Medical Sendee.—Dr. Henry S. Brown, 
Detroit, has retired as medical consultant for the 
Michigan Bell Telephone Company. He served the 
company as medical director for the medical depart¬ 
ment from 1930 to 1955, when he assumed the posi¬ 
tion he left Oct. 1. Dr. Brown is a past-president of the 
Industrial Medical Association. 

MISSISSIPPI 

Cancer Seminar Series.—With the co-sponsorship of 
the Mississippi State Medical Association, the Univer¬ 
ity of Mississippi School of Medicine, University, and 
the state’s five tumor clinics, the American Cancer 
Society is presenting a series of cancer seminars. Sem¬ 
inars have been held in Oxford, Greenwood, Columbus, 
Meridian, Natchez, and Vicksburg, and will be offered 
in Gulfport, Jan. 30, and Hattiesburg, Feb. 21. 

NEW YORK 

University News.—The State University of New York 
recently inaugurated at its Downstate Medical Center 
(450 Clarkson Ave., Brooklyn 3) a graduate educa¬ 
tional program leading to the Ph.D. degree in the 
biological sciences basic to medicine. The new pro¬ 
gram, which this year admitted candidates to the study 
of anatomy, biochemistry, pharmacology, and physiol¬ 
ogy, will complement the center’s four-year program 
leading to the M.D. degree. Carlyle Jacobsen, Ph.D., 
executive vice-chairman of the medical grants advisory 
committee of the Ford Foundation, presided at the 
inaugural exercises. Dr. Vernon W. Lippard, dean, 
Yale University School of Medicine, New Haven, 
spoke on “The Responsibilities of American Univer¬ 
sities for the Advancement of Knowledge in the Medi¬ 
cal Sciences,” and Richard H. Shryock, Ph.D., director 
of the Institute of the History of Medicine at Johns 
Hopkins University, Baltimore, discussed “The Begin¬ 
nings and Growth of Medical Research Enterprise in 
the United States.” Concluding remarks were made by 
Dr. Howard W. Potter, dean of the College of Medi¬ 
cine at the Downstate Medical Center. 

Personal.—Dr. Hobart A. Reimann, Binghamton, 
as the guest of the Medical Association of Puerto 
Rico, gave a series of lectures in San Juan, Ponce, and 
San Germain, Oct. 1-7.—Dr. Herbert L. Smith has re¬ 
tired as health officer of Watertown after 22 years of 
sendee. He will be succeeded by Dr. William Saunders. 
_Dr. Frank X. Giustra, clinical assistant professor 
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of pediatrics at the New York State University Col¬ 
lege of Medicine at New York City, Brooklyn, has 
been elected president- of the alumni association of 
the college of medicine for the year 1956-1957. Dr. 
Giustra served as secretary of the alumni association 
in 1954 and as vice-president in 1955.—Dr. Clarence 
Dennis, chairman of the department of surgery, State 
University of New York College of Medicine at New 
York City, has been appointed director of surgery at St. 
John’s Episcopal Hospital, Brooklyn. Dr. Dennis, who 
is also chief of surgery at Kings County Hospital, 
Brooklyn, succeeds Dr. Merrill N. Foote.—Dr. Isaac 
N. Wolfson, director of Newark State School since 
1950, has been, appointed senior director of Letch- 
worth Village at Thiells, to succeed Dr. Harry C. 
Storrs, who-retired June 30. Dr. Wolfson, who has 
been in state service for 25 years, was formerly affil¬ 
iated with Hudson River State Hospital, Poughkeepsie, 
and Manhattan State Hospital, New York City.—Dr. 
William T. Shields Jr., consulting surgeon, Samaritan 
and Leonard hospitals in Troy, and Dr. Maurice L. 
Tainter, director of the Sterling-Winthrop Research 
Institute and vice-president of the Sterling Drug Co., 
have been elected to the board of trustees of tire 
Albany Medical College of Union University. Dr. 
Shields will be the board’s alumni representative, suc¬ 
ceeding Dr. Daniel S. Cunning of New York City, 
whose term expired. Dr. Tainter will be a regular 
member of the board and will serve an indefinite, 
term.—Dr. Harry A. Feldman, professor of pre¬ 
ventive medicine, State University of New York Col¬ 
lege of Medicine in Syracuse, recently participated 
in the eighth International Congress on Pediatrics, 
Copenhagen, Denmark, for which he had been 
awarded a traveling fellowship. Dr. Feldman gave 
tire opening address, “The Epidemiology of Congenital 
and Acquired Toxoplasmosis.” He planned also to lec¬ 
ture at the State Serum Institute, Copenhagen, on 
streptococcic diseases and rheumatic fever; to visit 
a rheumatic fever project at the University of Paris; 

and to lecture in Switzerland.-Dr. I. Jay Brightman, 

Albany, of the state department of health, has been 
appointed executive director of the Interdepartmental 
Health Resources Board, established last April. Since 
April, 1952, at the request of the commissioner of social 
welfare, Dr. Brightman has been assigned to the de¬ 
partment of social welfare as director of welfare 
medical services. The Interdepartmental Health Re¬ 
sources Board has assumed a number of functions 
previously carried out by tire mental health commis¬ 
sion, involving research and treatment centers, pilot 
studies, and experimental projects. A new project in¬ 
itiated by the board under a special $150,000 appropri- 
tion will provide pilot diagnostic and parent-counseling 
centers for the retarded. The board, a successor to the 
Interdepartmental Health Council, makes special 
studies in health fields with which more than one 
state department is concerned. 

New York City 

Jubilee Hospital Bulletin.—The October issue of the 
Bulletin of the Hospital for Joint Diseases (New York 
City) is a 421-page volume commemorating the hos¬ 
pital’s 50th anniversary (Nov. 4, 1906-Nov. 4, 1956). 
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“The First Fifty Years: A Brief History of the Hospital 
for Joint Diseases” by Dr. Abraham Rosenberg, execu¬ 
tive director of the hospital, precedes the 24 articles 
that compose the anniversary issue. 

Million Dollar Grant to Hospital.—Lenox Hill Hos¬ 
pital, which in 1957 will celebrate its 100th anniversary, 
has received a grant of 1 million dollars from a foun¬ 
dation that wishes to remain anonymous. The grant 
will be applied to the Second Century Development 
Program, a 10-million-dollar plan for making new 
additions to the hospital’s facilities and initiating “a 
broad range of services directed at lifting community 
health standards.” 

PENNSYLVANIA 

Philadelphia 

Professor of Pharmacology.—Dr. Roger W. Sevy, for¬ 
merly instructor in physiology at the University of 
Illinois College of Medicine, Chicago, has been pro¬ 
moted from assistant professor to professor of pharma¬ 
cology at Temple University School of Medicine. 

Cobalt Unit Dedicated.—A new cobalt treatment unit 
for cancer therapy was recently dedicated at the 
Temple University Medical Center in ceremonies 
honoring the Cancer League of Philadelphia, a service 
organization of some 400 women, which donated 
$15,000 toward the new unit. The Cancer League, 
organized in 1946, has given over $100,000 to Phila¬ 
delphia area hospitals for the purchase of equipment 
for cancer treatment and detection. 

SOUTH DAKOTA 

Medicolegal Conference At Huron.—The South Da¬ 
kota State Medical Association and the South Dakota 
State Bar Association will sponsor a medicolegal con¬ 
ference in the Marvin Hughitt Hotel, Huron, Jan. 
26-27. “Professional Liability” will be discussed by Mr. 
C. F. Branton, St. Paul, and “Medical Examiners Law” 
by Dr. Wayne A. Geib, Rapid City. Mr. C. Joseph 
Stetler, Chicago, Director, Law Department, American 
Medical Association, will open the afternoon session 
with “The Medical Witness,” which will be followed 
by “The Medical Expert Witness,” a demonstration in 
which he will take the part of the judge and Dr. 
Ralph E. DeForest, Chicago, Secretary, A, M. A. Coun¬ 
cil on Medical Physics, that of the physician. Direct 
examination will be conducted by Mr. R. G. Van Bus- 
kirk and cross examination by Mr. Edwin G. Holman, 
of the A. M. A. Law Department. The session will end 
with “Pet Peeves,” a discussion designed to air differ¬ 
ences between the two professions. At dinner ($2.50 
per person) the speaker will be Governor Foss and the 
toastmaster, Dr. Newton E. Wessman, Sioux Falls. 
The Sunday morning session will include “Relation¬ 
ship of Trauma to Neurosis” by Dr. Cecil G. Baker, 
superintendent, Yankton State Hospital, and “Problem 
Injuries of the Extremities” by Dr. Robert E. Van De¬ 
mark, Sioux Falls. The afternoon session will open with 
a consideration of medicolegal problems by Mr. Stetler 
and close with the “Interprofessional Code” by Mr, 
Ellsworth Evans, Sioux Falls. 


GENERAL 

Symposium on Iron in Clinical Medicine.—An “Inter¬ 
national Symposium on Iron in Clinical Medicine” will 
be presented Jan. 28-29 by the University of California 
Medical Center and Medical Extension together with 
the Children’s Hospital of San Francisco. Topics for 
discussion will include: “Iron Metabolism—Basic Prin¬ 
ciples”; “Iron in Pediatrics”; “Iron Deficiency Anemia”; 
and “Abnormal Iron Metabolism.” Applications may 
be obtained from Dr. Seymour M. Farber, University 
of California Medical Center, San Francisco. 

Course on Electrocardiographic Interpretation.—“The 
Fundamentals of Clinical Electrocardiographic Inter¬ 
pretation” will be offered by the New York Post-Grad¬ 
uate Medical School from 7 to 9 p. m., Wednesdays, 
Feb. 6-May 22, under the direction of Dr. J. Marion 
Bryant. Designed for the general practitioner and in¬ 
ternist, the course will emphasize Wilson’s logical 
approach to electrocardiographic interpretation rather 
than the pattern analysis method. For information, 
write The Dean, New York University-Bellevue Medi¬ 
cal Center, 550 First Ave., New York 16. 

Conference of Ex-Residents.—The ninth annual clinical 
conference of the staff and Society of Ex-Residents of 
Wills Eye Hospital in Philadelphia, Feb. 8-9, will be 
a feature of the program commemorating the 125th 
anniversary of the founding of the hospital. The Bedell 
Lecture, “Management of the Primary Glaucomas,” 
will be delivered by Dr. John M. McLean of New 
York City. On Friday evening there will be an informal 
reception and supper for the ophthalmologists and 
their wives. The Wills Eye Hospital Society will hold 
its annual meeting and dinner at the Union League, 
Philadelphia, at 6:30 p. m., Saturday. The ophthal- 
mological section of the College of Physicians will hold 
its meeting and dinner on Thursday, with Dr. James 
H. Allen of New Orleans as guest speaker. All ophthal¬ 
mologists are invited. 

Meeting on Surgery of the Hand.—The American So¬ 
ciety for Surgery of the Hand will hold its 12th annual 
meeting at the Palmer House, Chicago, Jan. 25, under 
the presidency of Dr. Lot D. Howard Jr. Members of 
the medical profession are invited. A registration fee 
of $5 will be charged. Residents, interns, and members 
of the armed forces will be admitted free. The follow¬ 
ing presentations have been scheduled: 

The Extensor Mechanism (Motion Picture), loseph E. Markee, 
Ph.D., Durham, N. C. 

The Problem of Collagen Diseases, William E. Ehrich, Phila¬ 
delphia. 

Restoration of Finger Function by Tenodesis in the Hand 
Paralyzed by Poliomyelitis, C. Edwin Irwin and lames B. 
Wray Jr., Atlanta, Ga. 

Flexor Tendon Injuries of the Fingers and Thumb, Albert 
Van’t Hof, Grand Rapids, Mich. 

Tendon Grafts in Children, Lee W. Milford Jr., Memphis, Tenn. 
Electrical Bums of the Upper Extremity, G. Kenneth Lewis, 
Chicago. 

The Principles of Reconstruction of the Upper Extremity 
Paralyzed by Poliomyelitis, Edwin R. Schottstaedt, Loren j. 
Larsen, and Frederic C. Bost, San Francisco. 

Mallet Finger-Classification and Methods of Treatment, Donald 
R. Pratt, San Francisco. 
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Fingernails—Infection, Diseases and Pathology, Cleveland J. 

White, Chicago. 

Sporotrichosis: Report of 37 Cases in the Upper Extremity, 

Markham B. Coventry and Robert J. Duran, Rochester, Minn. 
Recent Developments in Hand and Forearm Prostheses, Rufus 

H. Alldredge, New Orleans. 

A clinical program for members only and invited 
guests has been scheduled for Saturday morning. 

LATIN AMERICA 

Latin American Zoonoses Center Established.—Under 
an agreement recently signed in Buenos Aires between 
the government of Argentina and the Pan American 
Sanitary Bureau, Regional Office of the World Health 
Organization, a Pan-American Zoonoses Center—the 
first to be devoted to the study and control of the 
zoonoses on the international level—has been estab¬ 
lished in Azul, Argentina, about 180 miles south of 
Buenos Aires. The functions of the center include the 
training of personnel to diagnose and control these 
diseases, and to provide field and laboratory consulta¬ 
tive services when so requested by a participating 
government. The center will (1) provide special diag¬ 
nostic services, (2) test biologies, and (3) conduct 
applied research for the improvement of diagnosis and 
control. All the governments in the Americas may con¬ 
tribute to the work of the center and receive its serv¬ 
ices. Some countries have taken steps to facilitate their 
cooperation with, and use of, the center’s services by 
creating in their national health services a division of 
zoonoses control or a division of veterinary public 
health. The agreement also makes provision for partici¬ 
pation by other interested organizations, such as the 
Food and Agriculture Organization of the United Na¬ 
tions (FAO) and the Inter-American Institute of 
Agricultural Sciences of the Organization of American 
States. Fellowships will be awarded to government- 
sponsored candidates to enable them to take advantage 
of the training offered by the center and thus help 
disseminate advanced control techniques in all par¬ 
ticipating countries. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 18-20. Sec., Dr. 

D. G. Gill, State Office Bldg., Montgomery' 4. 

Arkansas: 0 Examination. Little Rock, June. Sec., Dr. Joe Ver- 
ser, Harrisburg. 

California: Written Examination. Los Angeles, Feb. 25-28; San 
Francisco, June 17-20; Los Angeles, Aug. 19-22; Sacramento, 
Oct. 21-24. Oral Examination. San Francisco, Jan. 19; Los 
Angeles, Feb. 23; San Francisco, June 15; Los Angeles, August 
17; San Francisco, Nov. 16. Oral and Clinical for Foreign 
Graduates. Los Angeles, Feb. 24; San Francisco, June 16; Los 
Angeles, Aug. 18; San Francisco, Nov. 17. Sec., Dr. Louis E. 
Jones, 1020 N St., Sacramento 14. 

Connecticut: 0 Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
District of Columbia: 0 Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 


Florida: 0 Examination. Miami, June 23-25. Sec., Dr. Homer L 
Pearson, 901 N.W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Augusta and Atlanta 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3 '. 
Illinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 

of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 
Maine: Examination and Reciprocity. Portland, March 12-14. 

Sec., Dr. Adam P. Leighton, 192 State St., Portland. 
Michigan: 0 Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Mich¬ 
igan Ave., Lansing 8. 

Minnesota: 0 Examination. Minneapolis, Jan. 22-24. Reciprocity. 
St. Paul, Feb. 12-13. Sec., Dr. F. H. Magney, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June. Asst. Sec., Dr. R. N. 

Whitfield, Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

Nebraska: 0 Examination. Omaha, June 17-19. Director, Mr. 

Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampshire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 
New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat¬ 
rick H. Corrigan, 28 West State St., Trenton. 

New York: Examination. Albany, Buffalo, New York and Syra¬ 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 
Albany. 

Oklahoma: 0 Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 
South Dakota: 0 Examination. Sioux Falls, Jan. 15-16. Ex. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

Texas: 0 Examination and Reciprocity. Fort Worth, June 24-26. 

Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 
Utah; Examination. Salt Lake City, July 11-13. Director, Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Vermont: Examination and Reciprocity. Burlington, Jan. 30, 
Feb. 1. Sec., Dr. F. J. Lawliss, Richford. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 4. 

Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 
Alaska: 0 On application in Anchorage, Fairbanks, Juneau and 
other towns. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 
Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. Jo¬ 
seph Mercado Cruz, Box 9156, Santurce. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 
District of Columbia: Reciprocity. Washington, March II. 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 
Florida: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

Michigan: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., 
Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansing. 
New Mexico: Examination. Santa Fe, Jan. 20. Reciprocity. 
Santa Fe, Jan. 6. Sec., Mrs. Marguerite Cantrell, Box 1522, 
Santa Fe. 

Oklahoma: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 
Alaska: Examination and Reciprocity. Anchorage and Juneau, 
first xveek of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 

°Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Opportunities for Specially Training.—Since July 1, 
1956, a total of 181 Air Force medical officers have 
entered residency training in the various medical spe¬ 
cialties. Of these, 155 physicians are undergoing resi¬ 
dency training in civilian hospitals while 26 are 
pursuing training in military hospitals. Training op¬ 
portunities are available in nearly all medical fields; 
however, the Air Force has a particular need for physi¬ 
cians to train in the specialties of internal medicine, 
obstetrics and gynecology, otolaryngology, pathology, 
neurolog)', pediatrics, psychiatry, cardiology, gas¬ 
troenterology, allergy, and general practice. Training 
opportunities also exist in preventive medicine and 
public health, radiology, biophysics, and occupational 
medicine. 

ARMY 

Preventive Medicine Residency Program.—The sur¬ 
geon general’s office announces that the Army’s first 
formal residency training program in preventive medi¬ 
cine will begin July 1, 1957. This three-year residency 
program provides both civilian and military training. 
The first year of training will be an 11-month course 
in military preventive medicine at the Walter Reed 
Army Institute of Research in Washington, D. C., or 
an equivalent graduate course in preventive medicine 
or public health at a civilian university. The second 
year will be in an approved civilian residency training 
program in a city, county, district, or state health de¬ 
partment. The third year will consist of formal military 
residency training at a large Army post with a small 
portion of the time at a nearby Army headquarters. 
This training is followed by three years of practice in 
the specialty to establish eligibility for board exami¬ 
nation. The military phase of residency training may 
be omitted for certain individuals with previous mili¬ 
tary experience. 

Regular Army Medical Corps officers or qualified 
civilian physicians who accept commissions in the 
regular Army are eligible to participate in this pro¬ 
gram. Interested civilian physicians may apply to the 
Surgeon General, Department of the Army, Washing¬ 
ton 25, D. G., Attention: Chief, Personnel Division. 
Military personnel should apply through appropriate 
channels. 

Personal.—Brig. Gen. Harold W. Glattly, M. C., will 
retire Jan. 31, 1957, after more than 30 years of mili¬ 
tary service. 

NAVY 

Reserve Companies Commended.—Four Naval Re¬ 
serve medical companies were selected as outstanding 
by their respective naval district commandants for 
the fiscal year 1956. Vice Adm. J. L. Holloway Jr., chief 
of naval personnel, commended each commanding 
officer by letter, and the surgeon general added his 


appreciation for the achievements by these unpaid 
reserve units. The four reserve companies, their com¬ 
manding officers, and addresses were Res. Medical 
Co. 9-4, Capt. Richard B. Shutz, M. C., U. S. N. R., 
3913 W. 57th Terrace, Mission, Kan.; Res. Medical 
Co. 3-4, Capt. Raymond J. Sippel, M. C., U. S. N. R., 
202-15 Murdock Ave., St. Albans, L. I., N. Y.; Res. 
Medical Co. 1-1, Capt. Richard C. Eley, M. C., 
U. S. N. R., 300 Longwood Ave., Boston; Res. Medical 
Co. 6-7, Rear Adm. M. J. Tendler, M. C., U. S. N. R., 
899 Madison Ave., Memphis, Tenn. Naval Reserve 
Medical Company 9-4 has received this outstanding 
evaluation for the third consecutive year. 

VETERANS ADMINISTRATION 
Psychiatric Residencies in New Jersey.—The Veterans 
Administration Hospital, Lyons, N. J., has available 
residencies in psychiatry for a one-to-three-year period 
that are fully accredited by the American Board of 
Psychiatry and Neurology. The training program con¬ 
sists of lectures, conferences, and seminars under the 
direction of the department of psychiatry, New York 
Medical College, and offers intensive training, both 
intramurally and through rotation in special hospitals 
and clinics in the adjacent area. There is, in addition, 
a series of extensive guest lectures as well as an annual 
institute at the hospital. Training may commence at 
any time. Applicants may write to M. P. Rosenblum, 
M.D., Director, Professional Education. 

Personal.—Dr. Albert T. Hume, director, professional 
services, VA Center, Temple, Texas, has been ap¬ 
pointed manager of the VA tuberculosis hospital at 
Outwood, Ky., succeeding Dr. Otis N. Shelton, who 
will be transferred to the VA tuberculosis hospital at 
Kerrville, Texas, as manager. The position at Kerrville 
has been vacant since September, 1956, due to the 
death of Dr. Judd H. Kirkham. 

PUBLIC HEALTH SERVICE 

Grants for Research Facilities.—The surgeon general 
announced Dec. 13 the approval of 73 grants, totaling 
$24,460,467, to help institutions in various states and 
the District of Columbia build additional health re¬ 
search facilities. The awards were approved on recom¬ 
mendations of the national advisory council on health 
research facilities. The current awards reflect wide 
national distribution. The surgeon general said: “The 
Council is considering further requests at hand which 
it deems meritorious, and it will be receiving still 
others. The applications show that the institutions can 
secure the equal matching funds required by law. 
State and local resources will thus be provided, the 
Council points out, if complementary Federal funds 
are available.” 

The new grants come under a new program author¬ 
izing 30 million dollars a year for three years that was 
enacted by Congress late in its last session. The next 
meeting of the health research facilities council is 
scheduled for March at the National Institutes of 
Health in Bethesda, Md., when the group will again 
review application for health research facilities grants. 
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DEATHS 


Riscli, Otto Carl * New York City; bom in Syracuse, 
June 21,1893; Syracuse University College of Medicine, 
1920; specialist certified by the American Board of 
Otolaryngology; veteran of World War I; member of 
the American Academy of Ophthalmology and Oto¬ 
laryngology, American Laryngological, Rhinological 
and Otological Society, American Otological Society, 
American College of Chest Physicians, and the Ameri¬ 
can Trudeau Society; fellow of the American College 
of Surgeons; consultant at the Lutheran Hospital in 
Brooklyn, Flushing Hospital and Dispensary in Flush¬ 
ing, and the Queens Speech and Hearing Center; on 
the staffs of the New York City Hospital and the 
French Hospital, where he died Nov. 11, aged 63, of 
multiple myeloma and uremia. 

Berle, Charles Kettig ® Colonel, U. S. Army, retired, 
San Francisco; born in Louisville, Ky., Oct. 21, 1890; 
University of Louisville (Ky.) School of Medicine, 
1914; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of 
Physicians; saw service on the Mexican border; during 
World War I served in the U.S. Army Ambulance 
Service with the French Army; during World War II 
commanding officer of Barnes General Hospital, Van¬ 
couver, Wash., and of O’Reilly General Hospital at 
Springfield, Mo.; entered the Medical Corps of the 
regular Army in 1917 and retired Oct. 31, 1947; died 
in die Letterman Army Hospital Sept. 13, aged 65, 
of encephalomalacia. 

Evans, William A. ® Detroit; born in Bellaire, Mich., 
Jan. 14, 1907; Johns Hopkins University School of 
Medicine, Baltimore, 1930; clinical assistant professor 
of radiology at the Wayne University College of 
Medicine; for two years on the faculty of Harvard 
Medical School in Boston; specialist certified by the 
American Board of Radiolog}'; member of the Amer¬ 
ican Roentgen Ray Society, Radiological Society of 
North America, and the American College of Radi¬ 
olog}'; veteran of World War II; chief of staff and 
chief radiologist at the Children’s Hospital; on the 
staff of the Harper Hospital; died Oct. 17, aged 49, of 
a coronary attack. 

Taylor, Marianna ® Boston; born in Burlington, N. J., 
Aug. 27, 1881; Woman’s Medical College of Pennsyl¬ 
vania, Philadelphia, 1908; fellow in psychiatry at 
Harvard for many years; specialist certified by the 
American Board of Psychiatry and Neurology; member 
of the American Psychiatric Association; past-president 
of die Massachusetts Psychiatric Society; served with 
the. Red Cross in World War I; for many years on the 
staffs of the New England Hospital for Women and 
Children and the Massachusetts General Hospital; con¬ 
sulting psychiatrist at the Massachusetts Eye and Ear 
Infirmary; died Oct. 25, aged 75, of rupture of the 
aorta and arteriosclerosis. 


@ Indicates Member of tbe American Medical Association. 


Fike, Rupert Howard, Moultrie, Ga.; Lincoln Memo¬ 
rial University Medical Department, Knoxville, Tenn., 
1912; member of the Medical Association of Georgia; 
for many years a director of the American Society for 
the Control of Cancer; while in Atlanta he taught at 
Emory University School of Medicine, was in charge 
of the Steiner Clinic, and was staff radiologist at St. 
Joseph’s Infirmary; awarded an honorary doctor of 
science degree by Clemson Agricultural College in 
Clemson, S. C., in 1952; on the staff of the Vereen 
Memorial Hospital, where he died Oct. 30, aged 68. 

Le Tellier, Forrest Shetterly ® Knoxville, Tenn.; born 
in Knoxville Aug. 25, 1893; University of Tennessee 
College of Medicine, Memphis, 1917; specialist cer¬ 
tified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American College 
of Surgeons; past-president of the Tennessee Valley 
Postgraduate Medical Assembly; served in France dur¬ 
ing World War I; on the staffs of St. Mary’s Memorial, 
Fort Sanders Presbyterian, and Knoxville General hos¬ 
pitals; died Oct. 15, aged 63, of melanocareinoma of 
the conjunctiva with metastasis. 

Mason, Clifford Verne, Santa Cruz, Calif.; born in 
Valley City, N. D., Aug. 21, 1893; University of Cali¬ 
fornia School of Medicine, San Francisco, 1926; an asso¬ 
ciate member of the American Medical Association; 
member of the American Trudeau Society; served as 
health officer of San Leandro and of Alameda County; 
formerly assistant superintendent of the Fairmont Hos¬ 
pital of Alameda County in San Leandro and the Ar¬ 
royo Del-Valle Sanatorium in Livermore; veteran of 
World War I; formerly member of the state board of 
medical examiners; died Sept. 27, aged 63, of heart 
disease. 

Mouser, Harold Karl ® Coral Gables, Fla.; Indiana 
Medical College, School of Medicine of Purdue Uni¬ 
versity, Indianapolis, 1907; member of the Ohio State 
Medical Association and the American Academy of 
General Practice; past-president of the Marion County 
(Ohio) Academy of Medicine, of which he was a life 
member, and the Northwestern Medical Association; 
veteran of World War I; formerly practiced in Marion, 
Ohio, where he served as chief of staff at the Marion 
General Hospital; died in the Ohio State University 
Hospital, Columbus, Ohio, Oct. 18, aged 72, of ulcer 
of the stomach with abscess. 

Slagle, Charles Eyster, Alliance, Neb.; born in 1870; 
Keokuk (Iowa) Medical College, College of Physicians 
and Surgeons, 1903; St. Louis University School of 
Medicine, 1906; an associate member of the American 
Medical Association; formerly a dentist; fellow of the 
American College of Surgeons; on the staff of St. 
Joseph’s Hospital; at one time president of the Guard¬ 
ian State Bank, a director of the First National Bank, 



Vol. 10:1, No. :? 


DEATHS 


205 


ami at the time of his death was vice-president of the 
Alliance Building and Loan Association; died Oct. 29, 
aged 8G, of coronary occlusion. 

Willcutt, George Ilayes, San Rafael, Calif.; Cooper 
Medical College, San Francisco, 1912; specialist certi¬ 
fied by the American Board of Otolaryngology; mem¬ 
ber of the American Olologic.nl Society and the Ameri. 
can Laryngological, Rhinologie.nl and Otological So¬ 
ciety, of which he was past vice-president; served as 
health officer of the town of Ross, where he was on 
the staff of the Ross General Hospital; at one time on 
the staff of Southern Pacific General Hospital, San 
Francisco; died in the San Rafael General Hospital 
Oct. 2S, aged GS. of acute myocarditis. 

Cyrus, Elbert Munscy, Jr.. Fort Worth, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 1939; 
served on the faculties of his alma mater and the Uni¬ 
versity of Buffalo (N. Y.) School of Medicine; fellow 
of the American College of Surgeons; specialist certi¬ 
fied by the American Board of Surgery; veteran of 
World War II; on the staffs of the City-County, All 
Saints, Harris, and St. Joseph’s hospitals and the W. I. 
Cook Memorial Hospital Center for Children; died 
Sept. 10, aged 42, of coronary occlusion. 

Fitzgerald, Dennis Laurence ® Kansas City, Mo.; 
Kansas City (Mo.) Medical College, 1900; John A. 
Creighton Medical College. Omaha, 1903; member of 
the Colorado State Medical Society; past-president of 
the Prowers County (Colo.) Medical Society; served 
as a city councilman in Hartman, Colo., where be was 
mayor for several terms; served on the staff of the 
Lamar (Colo.) General Hospital; died in the Inde¬ 
pendence (Mo.) Sanitarium and Hospital Oct. 30, 
aged 84, of coronary thrombosis. 

Frazer, Thomas Atchison ® Marion, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1894; 
past-president of the Southwestern Kentucky Medical 
Association; in 1943 was chosen “outstanding general 
practitioner of Kentucky”; once president of the Ken¬ 
tucky Ornithological Society; instrumental in the for¬ 
mation of the Crittenden health department; formerly 
county health officer; helped establish the Kentucky 
Crippled Children’s Society; founder of the Crittenden 
County Hospital, where lie died Oct. 22, aged 86, 
of arteriosclerotic heart disease. 

Lechner, Sidney Israel ® Yonkers, N. Y.; University of 
Maryland School of Medicine and College of Physi¬ 
cians and Surgeons, Baltimore, 1932; specialist certified 
by the American Board of Internal Medicine; mem¬ 
ber of the American College of Gastroenterology; vet¬ 
eran of World War II; on the staffs of the Jewish 
Memorial and Fordham hospitals in New York City; 
died in the University Hospital, New York City, Oct. 
-3 aged 50, of acute myocardial infarction and pe¬ 
ripheral vascular disease. 

Abrams, Samuel Doughty, Inwood, N. Y.; Columbia 
niversity College of Physicians and Surgeons, New 
ork City, 1906; member of the Medical Society of 
the State of New York; died July 8, aged 71. 

Alexander, Henry Scott Anderson, Santa Fe, N. Mex., 
University of Edinburgh Faculty of Medicine, Scot¬ 
land, 1914; veteran of World War I; during World 


War II served on the State Selective Service Board and 
as a member of the Appeal Board for Selective Serv¬ 
ice; past-president of the New Mexico State Tuber¬ 
culosis Association; on the honorary medical staff of 
St. Vincent Hospital, where he died Nov. 3, aged 63, 
of ruptured arteriosclerotic aneurysm of the aorta. 

Amendola, Alfred Alfonso, Newton, Mass.; Libera 
University degli Studi di Camerino. Facolta di Medi- 
cina e Chirurgia, Italy, 1908; died Oct. 10, aged 70. 

Anderson, Carl Edwin, Moose Lake, Minn.; University 
of Minnesota Medical School, Minneapolis, 1923; an 
associate member of the American Medical Associa¬ 
tion; member of the Montana Medical Association; 
formerly on the staff of the Veterans Administration 
Hospital in Miles City, Mont.; for a short period em¬ 
ployed at the Minnesota State Prison Hospital in Still¬ 
water; on the staff of the Moose Lake State Hospital; 
died Oct. 22, aged 63, of coronary occlusion. 

Barton, Edwin Ginn ® Ottumwa, Iowa; Chicago 
Homeopathic Medical College, Chicago, 1900; died 
Oct. 10, aged 82, of coronary occlusion. 

Beldon, Miriam Ruth ® Fort Defiance, Ariz.; Indiana 
University School of Medicine, Indianapolis, 1952; in¬ 
terned at the University Hospitals in Iowa City; for¬ 
merly a resident in pediatrics at the Children’s 
Hospital in Los Angeles and the Orange County Gen¬ 
eral Hospital in Orange, Calif.; associated with the 
Indian Service; died Aug. 30, aged 29, when she fell 
from the top of a 150-ft. cliff into Canyon de Chelly 
in Arizona. 

Levek, Joseph Arthur ® Lawrence, Mass.; Tufts Col¬ 
lege Medical School, Boston, 1913; member of tire 
American Academy of General Practice; veteran of 
World War I; formerly city physician and member of 
the city board of health; on the staffs of the Bon 
Secours Hospital in Methuen, die Clover Hill Hospital, 
and die Lawrence General Hospital, where he died 
Oct. 18, aged 66, of cerebral dirombosis. 

Lloyd, Oliver Shaffer ® Baltimore; College of Physi¬ 
cians and Surgeons, Baldmore, 1909; member of the 
Soudieastern Surgical Congress; fellow of the Inter¬ 
national College of Surgeons and the American Col¬ 
lege of Surgeons; for many years fire department 
surgeon; on die staffs of the Mercy Hospital, Lutheran 
Hospital, and South Baltimore General Hospital, where 
he died Oct. 27, aged 71, of acute coronary disease. 

Madden, John James, Brooklyn, N. Y.; Tufts College 
Medical School, Boston, 1913; specialist certified by 
die American Board of Obstetrics and Gynecology; 
veteran of World War I; past-president of die Brooklyn 
Gynecological Society; on the staff of the Brooklyn 
Hospital; died Oct. 31, aged 66. 

Manasco, Titus ® Carbon Hill, Ala.; Memphis Hospital 
Medical College, Memphis, Tenn., 1897; died in Birm¬ 
ingham Oct. 28, aged 83, of a ruptured appendix. 

Mason, Alvin Scott ® Salem, N. J.; Howard University 
College of Medicine, Washington, D. C., 1911; on the 
staff of the Salem County Memorial Hospital; died in 
the Sydenham Hospital, New York City, Oct. 25, aged 
72, of arteriosclerosis. 
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SWITZERLAND 

Painless Childbirth.—In the the obstetric departments 
of some hospitals pregnant women are conditioned to 
connect the perception of uterine contractions with the 
idea of an easy deliver)' in the course of seven or eight 
lectures given between the 30th and 38th weeks of 
pregnancy. The patient must attain a relaxation of her 
limbs by a psychic effort and concentrate on a par¬ 
ticular type of respiration in the moment of uterine 
contraction. At first glance it seems surprising that a 
few lectures during pregnancy, improvement of the 
surroundings of the delivery room, a kind and en¬ 
couraging attitude in the attending staff, and the 
administration of oxygen could be sufficient to suppress 
labor pains. H. de Watteville reported on the results 
obtained in a series of 706 women who had been so 
conditioned. The results were excellent in 25% and 
fair in 50%. This method has its limitations, and it fails 
in about 25% of the patients. In these patients anal¬ 
gesics should be given at once. Rochat also reported 
satisfactory results in 75% of a series of 400 women. 

Cystic Fibrosis of the Pancreas.—Fanconi ( Schweiz. 
med. Wchnschr. 86:1187,1956) stated that cystic fibro¬ 
sis of the pancreas has become an important disease 
of children in recent years. The disease in the newborn 
infant is characterized by meconium ileus. In older 
children with this disease bronchopneumonia is a 
common manifestation. Since duodenal intubation is 
difficult in children, and particularly in infants, it is 
important to determine the tryptic action of the stools, 
the amino acid level of the blood, the quantity of fat 
in die stools, the iodine rate in the urine after the 
administration of iodized oil, and the electrolytic 
changes of the perspiration and saliva. The roentgeno¬ 
gram of the chest shows atelectasis, caused by second¬ 
ary infections, such as bronchitis and bronchopneu¬ 
monia, or by a pneumothorax following the rupture 
of an emphysematous bulla. The electrocardiogram, 
showing the characteristics of cor pulmonale, gives 
valuable indications of the prognosis. The disease 
involves not only the pancreas and bronchial tree but 
also all the glands of mucous secretion and the sudori¬ 
parous and salivary glands. Celiac disease must be 
ruled out. A low-fat diet supplemented with protein 
hydroysates and pancreatic extract should be given. 
Since the gastric juice in very young children is too 
weak to destroy the pancreatic enxymes, pancreatic 
extract may be given in powder form instead of in 
capsules, which are not well utilized because their 
coating resists gastric digestion. These children should 
be kept continuously under treatment with small doses 
of antibiotics, sulfonamides, or both. 

Hematopoietic Action of Antirheumatic Corticoste- 
roids.-E. Cecchi and co-workers studied the action 
of cortisone, prednisone, and prednisolone on the bone 

The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


marrow of guinea pigs. Cortisone, like all synthetic 
corticosteroids, administered to the guinea pigs over 
a seven-day period caused a decrease in the number 
of erythrocytes in the marrow. This decrease was 
remarkable after treatment with cortisone and rela¬ 
tively low after treatment with prednisone and pred¬ 
nisolone. The number of tire cells in the marrow 
greatly increased after 14 days of therapy with pred¬ 
nisone and prednisolone. A smaller increase was 
effected after treatment with cortisone. This increase 
was most pronounced in the erythrocytes and less pro¬ 
nounced in the myeloid series. The lymphoid series 
subsequently showed a decrease below normal with 
the administration of any of the three hormones. 
Treatment with prednisone and prednisolone had more 
evident stimulating effect on erythrogranulopoiesis and 
caused a more marked lymphopenia than treatment 
with cortisone. 


UNITED KINGDOM 

Obstetrics in General Practice.—The Council of the 
College of General Practitioners regards the family 
physician as the one who should arrange for the care 
of the mother through her pregnancy, confinement, 
and puerperium and through the early period of in¬ 
fant care. Even if he does not attend her during preg¬ 
nancy or at the confinement, he should be informed of 
her condition throughout the period, for he may be 
called in for emergency treatment and will ultimately 
be responsible for the general care of mother and 
child. The council would like to see general practi¬ 
tioners on the staff of antenatal clinics, where phy¬ 
sician, midwife, and health visitor could collaborate. 
Half the babies in England and Wales are born at 
home, although the tendency is for more to be bom 
in hospitals. The council draws attention to a plan 
whereby the mother is attended during childbirth by 
her family physician in a ward attached to an obstetric 
unit and then goes home under his care one to two 
days later. Physicians undertaking obstetric work 
should have access to beds in well-equipped and 
well-staffed hospitals or units, with the services of 
general practitioners experienced in the administra¬ 
tion of anesthetics in obstetric cases. Another sug¬ 
gestion made by the council is the establishment of a 
base hospital in each area, with small general-practi¬ 
tioner maternity units around it. This arrangement 
would work best with group practice, so that a phy¬ 
sician could safely leave his other patients to attend 
a hospital obstetric case. Another suggestion is that 
in each area one general practitioner should specialize 
in abnormal obstetric cases, which could be referred 
to him by local colleagues. 

Treatment of the Reticuloses.—Leonard and co-work¬ 
ers (Lancet 2:1017, 1956) gave triethylene thiophos- 
phoramide (Thio-TEPA) to 54 patients with various 
diseases of the hemopoietic and reticuloendothelial 
systems (polycythemia vera, chronic lymphocytic leu- 
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kemia, lymphoid reticulosis, follicular lymphoreticu- 
losis, Hodgkin’s disease, reticulum cell reticulosis, and 
reticulum cell sarcoma). The Thio-TEPA was dis¬ 
solved in saline solution in a concentration of 10 mg. 
per milliliter and given intramuscularly in doses of 
25 to 50 mg. on alternate days. The total dosage varied 
from 75 to 250 mg., depending on the condition 
treated. Most of the patients were outpatients, and 
treatment was controlled by routine blood cell counts. 
Nausea, vomiting, and anorexia occurred in 13%, 7.4%, 
and 31.5% of the patients respectively. These disorders 
passed when treatment was stopped. The preliminary 
results suggest that Thio-TEPA may have a place in 
the management of polycythemia vera. In all the 14 
patients with this disease the drug caused symp¬ 
tomatic improvement, reduction in hepatosplenome- 
galy, and satisfactory control of the red blood cells 
without need for venesection for up to 14 months. 
When further treatment was needed and received, 
further remissions were produced. Thio-TEPA was 
also effective in some patients with Hodgkin’s disease, 
lymphoid reticulosis, and follicular lymphoreticulosis 
"in whom the disease was detectable mainly in peri¬ 
pheral lymph nodes; however, it was not so effective 
when the mediastinal lymph nodes, liver, and spleen 
were involved. The drug was found to be capable of 
diminishing the hyperplasia and leukocyte count in 
patients with chronic lymphocytic leukemia. It had no 
effect on the clinical course of myeloid reticulosis, 
reticulum cell reticulosis, and reticulum cell sarcoma. 
It was easy to administer and relatively easy to control, 
except in patients with initial low platelet counts. 

Undiagnosed Broken Ribs.—Tire Birmingham city 
coroner, at a recent inquest, suggested that all pa¬ 
tients admitted to casualty departments of hospitals 
after falls or similar injuries should be examined for 
broken ribs. This suggestion arose from the inquiry 
into the cause of death of a 70-year-old woman who 
died from pneumonia after fractures to eight ribs oc¬ 
curring as a result of a fall. She was taken to the 
hospital after the fall, and a broken ankle was diag¬ 
nosed. Two examinations were made, but neither re¬ 
vealed any fractures to the ribs. The patient was al¬ 
lowed to go home. Since she did not complain of pain, 
the ribs were not examined. The physician who per¬ 
formed the autopsy said that he thought that the 
broken ribs would have shown up on radiologic ex¬ 
amination, but they were in such a position that the 
fractures might not be obvious. 

Fellowship for Freedom in Medicine.—At the annual 
meeting of the Fellowship for Freedom in Medicine, 
Dr. R. Hale-White, the chairman, criticized the gov¬ 
ernment for not standing by the conditions under 
^which the medical profession agreed to enter the 
National Health Service. The Minister of Health had 
been badly advised by his officials, who appeared to 
be under the impression that physicians were just 
units to be employed in running a health service. If 
the country could not afford a health service as run 
at present, it should be modified in such a way that 
the country could afford it. During the meeting the 
following resolutions were passed: 1. There is a de¬ 


cline in the standards of the National Health Service, 
and the Fellowship for Freedom in Medicine would 
do what it could to reverse this trend, for medicine 
should be a vocation as well as an occupation. 2. 
There is keen disappointment that the Guillebaud 
Committee has been incapable of suggesting any real 
improvements or economies in the National Health 
Service. 3. Some form of financial assistance should 
be given to patients who choose to make their own 
arrangements for private medical and surgical treat¬ 
ment, such as providing a tax deduction on insurance 
against illness. 4. There is condemnation of discrimi¬ 
nating against those who choose to pay for treatment 
privately by denying them drugs on the same terms 
as those given to National Health Service patients. 
5. The fellowship wishes to see medicine freed from 
political control. 

Insulin Zinc Suspensions.—Jersild, of Copenhagen, 
where the use of insulin zinc suspensions (lente insu¬ 
lins) originated, has summarized the experience of 
four years’ work with such suspensions on 1,000 pa¬ 
tients (Lancet 2:1009, 1956). No selection was made 
of the patients, and the sex distribution was about 
equal. Ninety per cent were admitted to the hospital 
for the initial adjustment. During the first six days of 
hospitalization, an average of 30 blood sugar tests 
were done. The quality of the control was estimated 
by the percentage distribution of the blood sugar val¬ 
ues at four different levels, with the optimal level 
considered to be within the range of 75 to 200 mg. per 
100 ml. In addition to the blood sugar tests, the urine 
was tested for glucose four times a day. The disease 
was controlled by one injection (average 40 units) daily 
in 97% of the patients above 10 years of age. Of the 
children under 10 years, with an average daily re¬ 
quirement of 29 units, one injection daily controlled 
the disease in 88%. Although a special effort was made 
to test the new preparations by giving one injection a 
day, this was not done at the expense of good control 
of the diabetes. Most of the patients needing two injec¬ 
tions a day had “brittle” diabetes. In the group re¬ 
ceiving one daily injection, insulin zinc suspension 
(I.Z.S.) was given alone in 74%, I.Z.S. plus amorphous 
I.Z.S. in 12%, and I.Z.S. plus crystalline I.Z.S. in 8%. 
Amorphous I.Z.S. or crystalline I.Z.S. alone were only 
used in exceptional cases. The patients who had two 
injections had them at night and in the morning. The 
follow-up study over the four-year period, which av¬ 
eraged 18 months per patient, showed that of the 
patients whose condition was originally controlled by 
one injection daily 82% had been maintained on this 
therapy. Of the group originally receiving two injec¬ 
tions daily, 19% ultimately had their condition con¬ 
trolled by one injection daily. 

Spencer and Morgan also record the results of 
four years’ experience with I.Z.S. in a series of 200 
patients. They obtained satisfactory control in 83% of 
the patients on transfer to a single daily injection. In 
36%, control of glycosuria was better than with the 
treatment previously used. Most of the patients were 
changed to I.Z.S. from other insulin preparations in 
the outpatient clinic. Only 12 of the 200 patients had 
troublesome hypoglycemic attacks, and none of these 
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were hospitalized. The attacks were mostly mild and 
of slow onset and could be managed by the patients 
themselves without medical aid. The dosage of I.Z.S. 
was the same as before the change-over in 56% of the 
patients, 10 to 50% more in 28%, and 50 to 100% more 
in 8%. During the four-year period, 4 of the 200 pa¬ 
tients were in ketosis when the new treatment was 
started. The incidence of erythema, itching, nodule 
formation, and fat necrosis was less than it had been 
with other insulin preparations. 

Treatment of Pneumonia.—The effectiveness of chlor- 
tetracycline hydrochloride in the treatment of pneu¬ 
monia is established; however, a number of patients 
develop unpleasant side-effects, particularly affecting 
the gastrointestinal tract. A comparison of the clinical 
result obtained with this drug with those obtained 
with tetracycline was, therefore, arranged at the City 
General Hospital, Sheffield ( Brit. M.J. 2:1146, 1956). 
Fifty-six adult patients were admitted to the trial, and 
each was given, at random, one of the antibiotics. 
Patients over 70 years of age, convalescent patients, 
those with heart failure, and those who had received 
treatment with another antibiotic or sulfonamide were 
excluded from the trial. Both drugs were given in a 
dose of 0,5 gm. orally every six hours for three days 
and then 0.25 gm. every six hours until it was consid¬ 
ered safe to stop treatment. A thorough bacteriological 
examination was done on the sputum or nasopharyn¬ 
geal swab of each patient, and all pneumococci iso¬ 
lated were typed. Paired serums were tested for cold 
agglutinins and antibodies to influenza A and B 
viruses, the psittacosis-lymphogranuloma venereum 
viruses, Coxiella burnetti, and Streptococcus MG. 
Some of the serums were also examined for antibodies 
to influenza C virus and to the adenoviruses. Roent¬ 
genograms of the chest were also taken. The two 
groups treated were comparable. The commonest 
pathogenic organism was the pneumococcus. Using 
the number of deaths, temperature reduction, clearing 
of physical signs and roentgenograms, and day of dis¬ 
charge as indexes of effectiveness of treatment, there 
was no difference in the effectiveness of tetracycline 
and chlortetracycline. Most of the side-effects were 
mild, and their incidence was about 30% in the two 
groups. The only serious complications followed the 
use of tetracycline; there was one case each of micro- 
coccic enteritis, pulmonary moniliasis, and aspergillo¬ 
sis. The last-mentioned was fatal. It was concluded 
that tetracycline has the same disadvantages as other 
broad-spectrum antibiotics and should therefore be 
used with appropriate care and consideration. 

Corticotropin and Aldosterone Excretion.—Muller and 
co-workers ( Lancet 2:1021, 1956) showed that corti¬ 
cotropin stimulates the secretion of aldosterone in 
both patients and normal subjects on a controlled but 
low-sodium intake. The effect is diurnal, with larger 
amounts being excreted during the morning. This daily 
rhythm of urinary excretion of aldosterone was only 
detectable under strictly constant metabolic conditions, 
because the slightest change in either diet or activity 
altered it. This is in definite contradistinction to the 
fixed and constant urinary excretion of the 17-hydroxy- 
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corticoids. The fact that corticotropin stimulates the 
adrenal cortex to secrete aldosterone is not surprising, 
as it is known that corticotropin intervenes in the 
transformation of the side chain of cholesterol, thus 
acting on a common precursor of hydrocortisone and 
aldosterone. 

A New Analgesic.—Gillhespy and co-workers .(Brit. 
M.J. 2:1094, 1956) gave a new analgesic, dipipanone 
hydrochloride, which is chemically allied to metha¬ 
done hydrochloride, to a series of 100 consecutive 
patients who suffered from pain that could only be 
relieved by' a potent analgesic and to a series of 100 
patients who had just undergone a major gynecologic 
operation. At intervals after the administration of di¬ 
pipanone the degree of pain relief was classified as 
complete, moderate, slight, or nil. The degree of hyp¬ 
nosis and the presence of side-effects were also noted. 
The medical patients were given 20 mg. intramuscu¬ 
larly, and the patients operated on were given 25 mg. 
postoperatively. In the 100 medical patients the degree 
of pain relief was complete in 67, moderate in 27, 
slight in 3, and nil in 3. The corresponding figures for 
the 100 patients who were operated on were 95, 4,1, 
and 0. Relief from pain occurred within 10 minutes 
after the injection of dipipanone and was maximal in 
20 minutes. An adequate level of analgesia was 
achieved for about five hours in most patients. Side- 
effects included sweating, giddiness, nausea, and 
vomiting, but their incidence was only 4 to 5% in rela¬ 
tion to the total number of doses of the drug given. 
There was no clinically obvious depression of respira¬ 
tion, no change in blood pressure, and no tendency to 
hypnosis. No withdrawal symptoms were noted in pa¬ 
tients who had received up to 80 effective doses of the 
analgesic. No long-term studies were made on the 
possibility of habituation. The authors conclude that 
dipipanone in doses of 25 mg. is more effective post¬ 
operatively as an analgesic than meperidine hydro¬ 
chloride, morphine, or Pantopon in the doses in which 
these drugs are normally given every six hours. 

N-Acetyl-p-AminophenoI as an Analgesic.—It has been 
shown that in the body acetanilid and acetophenetidin 
are metabolized to N-acetyl-p-aminophenol (panadol). 
As this also has analgesic activity and does not cause 
methemoglobinemia, as do acetanilid and acetophene¬ 
tidin, panadol has been issued in Britain as a safe 
analgesic. Newton and Tanner (Brit. M.J. 2:1096,1956) 
compared its analgesic action with that of compound 
codeine tablets (aspirin 0.26 gm., acetophenetidin 0.26 
gm., and codeine 8 mg.), using patients suffering from 
rheumatoid arthritis and other painful musculoskeletal 
disorders as test subjects. The two preparations were 
tested in the same patient, by the use of a double¬ 
blind random test, with the patient taking each prepa¬ 
ration for two weeks. Each patient was asked which 
preparation was preferred for the relief of pain, and 
only those patients whose preferences were consistent 
from one fortnight to the next were included in the 
final result. After 42 patients had been tested, it was 
concluded that two compound codeine tablets taken 
three times a day were superior to the same number 
of tablets of panadol. 
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INTERNAL MEDICINE 

Quinidine Treatment of Auriciilar Fibrillation. R. 
Friedberg and B. Sjoestroem. Acta med. scandinav. 
155:293-305 (No. 4) 1956 (In English) [Stockholm, 
Sweden]. 

Eiglity-nine women and 44 men between the ages 
of 41 and 87 years with chronic auricular fibrillation 
were treated with quinidine sulfate at the Sundby 
Hospital in Copenhagen. The duration of the treat¬ 
ment varied from 1 to 25 days, and the total dose of 
die drug varied from 1 to 29 gm., with an average 
daily dose of 1.5 gm. The maximum daily dose was 2 
gm. Quinidine treatment was considered effective 
when the pulse rate became regularized and the elec¬ 
trocardiogram showed sinus rhythm during the rest 
of the patient’s stay in the hospital. This was achieved 
in 46 ( 35%) of the 133 patients. No relation was ob¬ 
served between successful treatment and age and 
weight of the patients, preceding rheumatic fever or 
diphtheria, causation of the heart disease, blood pres¬ 
sure, pulse rate, and degree of congestion. 

Undesirable side-effects and/or complications such 
as dyspeptic symptoms, conduction defects, and em- 
.bolic manifestations were observed in 60 patients, 30 
of whom had received a total dose of quinidine sulfate 
varying between 1 and 10 gm., 19 a total dose of from 
11 to 20 gm., and 11 more than 20 gm. Thus the 
amount of quinidine given was not responsible for the 
side-effects or complications. Sixteen patients died in 
the course of or shortly after the treatment with quini¬ 
dine, and 9 of these deaths were probably caused by 
quinidine. 

Quinidine treatment should be practiced only in the 
hospital, and rather large amounts of the drug should 
be given every 3 or 4 hours during the day. Thus, 0.2 
gm. 6 times daily increased by 0.6 gm. daily up to a 
maximum dose of 0.5 gm. 6 times daily in the course 
of about 5 days would be sufficient to regularize the 
pulse in most of the patients who tolerate the drug 
well. Better results are not obtainable by a further 
increase of dosage. Side-effects such as dyspepsia 
should be counteracted by administration of adequate 
drugs rather than by decreasing the dose of quinidine. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States, or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can'be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


Patients with oversized hearts are more susceptible 
to side-effects and complications than patients with 
normal-sized hearts. Quinidine treatment is dangerous 
in patients with many ventricular extrasystoles, pro¬ 
nounced arborization block, or recent embolic mani¬ 
festations. Auricular fibrillation should be treated with 
a maximum dose of about 3 gm. of quinidine daily 
divided into 6 equal doses given every 4 hours. 

Glutamic-Oxalacctic Transaminase in the Diagnosis of 
Myocardial Infarction: I. Serum Transaminase Activity 
in Relation to the Clinical Picture. T. Biorck and A. 
Hanson. Acta. med. scandinav. 155:317-324 (No. 4) 
1956 (In English) [Stockholm, Sweden]. 

Serum glutamic-oxalacetic aminopherase (transa¬ 
minase) levels were determined with the aid of a 
modified spectrophotometric method, originally de¬ 
vised by Karmen and associates, in 59 men and 27 
women with clinically or electrocardiographically sus¬ 
pected myocardial infarction and in 3 patients with 
diseases involving the skeletal muscles. An increase of 
the serum aminopherase activity above 40 units in the 
course of 12 to 36 hours was considered as a positive 
reaction, a rise to between 35 and 40 units was re¬ 
garded as questionable, and values not exceeding 35 
units were considered as negative. Forty-six of the 86 
patients with suspected myocardial infarction had 
positive results, 5 had questionable results, and 35 had 
negative results. Positive results were obtained in all 
patients with a proved fresh myocardial infarction. 
Serum aminopherase activity thus was found to give a 
very specific response in patients with fresh myocardial 
infarction. It definitely helped to establish the diagno¬ 
sis in patients in whom the diagnosis was otherwise 
somewhat debatable. Determinations of serum amino¬ 
pherase (transaminase) levels should be included in 
the diagnostic routine of departments to which cardiac 
emergency patients are admitted. 

Treatment of Addison’s Disease. R. N. Beck and 
D. A. D. Montgomery. Brit. M. J. 2:921-923 (Oct. 20) 
1956 [London, England]. 

Two men aged 43 and 46 years and two women 
aged 39 and 53 years with adrenal cortical hypofunc- 
tion (Addison’s disease) were given initial combined 
treatment with desoxycorticosterone acetate, sodium 
chloride, and cortisone for periods ranging from 9 to 
21 months, and after that they received maintenance 
treatment with cortisone alone for a period of from 
6 to 10 months. The entire period of treatment thus 
varied from 18 to 27 months. Fifty milligrams of de¬ 
oxycortone trimethylacetate microsuspension was 
given ever}' 6 to 8 weeks; 4 or 6 gm. of sodium chloride 
and 12.5 or 25 mg. of cortisone were given daily. Each 
patient was examined carefully before the institution 
of treatment, when desoxycorticosterone acetate and 
sodium chloride were withdrawn, and at the end of 
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the maintenance treatment with cortisone. Blood pres¬ 
sure and weight were recorded monthly. Energy and 
capacity for work were restored to normal, as were 
sense of well-being and emotional and mental tone. 
Libido was depressed before treatment in 2 patients, 
and it improved with therapy. Incidence of infections 
and severity of crises were reduced. There was gain 
in weight, and a satisfactory blood pressure level was 
maintained. Pigmentation was favorably influenced. 
All patients felt as well on cortisone alone as they did 
on tire combined therapy. Most patients with adrenal 
cortical hypofunction can be maintained in good health 
on cortisone alone given orally in doses of 12.5 or 25 
mg. daily, without additional desoxycorticosterone 
acetate or sodium chloride. One of the patients, a 
farmer, noticed some weakness and nausea during 
vigorous haymaking in exceptionally hot weather that 
caused profuse sweating. He had to take 6 gnp of 
sodium chloride daily in addition to cortisone. This 
may be required in other patients in whom sweating 
is profuse. 

Tuberculous Pathology of People Vaccinated with 
Killed Koch Bacilli. S. Taronna. Lotta contro tuberc. 
26:417-426 (July) 1956 (In Italian) [Rome, Italy]. 

The author studied the immediate and late effect 
of a vaccine prepared from killed Koch bacilli and 
hyaluronidase and compared the results with those 
obtained with BCG. The vaccine prepared from killed 
Koch bacilli was used in inoculating 3,852 persons, 
2,742 of whom came from contagious families. Tuber¬ 
culosis in its primary phase was noted in 14 persons 
(0.36%). A special study was made of 100 family 
groups with ascertained contagion; there were 390 
nonvaccinated children. The status of these children 
was compared with that of tire 2,742 vaccinated per¬ 
sons who came from 703 contagious family groups. 
Tuberculosis was present in 51.79% of the nonvacci¬ 
nated persons and in 0.51% of tire persons vaccinated 
with killed Koch bacilli. At least 10 persons of tire 
latter group, however, received the vaccine in the anti¬ 
allergic period. 

The vaccine prepared from killed Koch bacilli ren¬ 
ders people who do not live in a contagious environ¬ 
ment completely immune to accidental tuberculous 
contagion. The vaccine does not cause untoward side- 
effects. Tuberculous infection beyond the primary 
phase was not present in people who contracted the 
tuberculosis after the vaccination. 

Circulation in the Hands in Hypertension. R. S. Duff. 
Brit. M. J. 2:974-976 (Oct. 27) 1956 [London, Eng¬ 
land]. 

Despite its great importance, the peripheral circula¬ 
tion in chronic arterial hypertension has not yet been 
adequately investigated in man. A good indication of 
the cutaneous circulation may be obtained by study¬ 
ing the blood flow in the hands, feet, and digits. Some 
quantitative observations on the volume of blood flow¬ 
ing through the hands are described. The resting levels 
of blood flow in the hands of 36 healthy and 25 hyper¬ 
tensive subjects were measured by venous occlusion 
plethysmography under - standard conditions. In the 


healthy subjects, the blood flow varied widely between 
different individuals but averaged 10.5 ml. per 100 ml. 
of hand volume per minute for die entire group. In 
the hypertensive patients the level of hand blood flow 
tended to be inversely related to tire height of tire 
diastolic arterial pressure; in those with mild hyper¬ 
tension die flow was on the average higher than in the 
healthy subjects, while in those with severe hyper¬ 
tension the hand flow was much below normal. The 
results are interpreted as evidence that in hypertension 
a functional abnormality of the vessels themselves is 
probably more important than excessive activity of 
the vasomotor nerves. 

Clinico-Pathologic Study of 261 Surgical Cases of So- 
Called “Thyroiditis.” W. A. Harland and V. K. Frantz. 
J. Clin. Endocrinol. 16:1433-1437 (Nov.) 1956 [Spring- 
field, Ill.]. ' " 

A diagnosis of thyroiditis was made in 261 (3.5%) 
of 7,448 patients who were subjected to operations on 
the thyroid at the Presbyterian Hospital in New York 
City between 1919 and 1953. Acute infectious or sup¬ 
purative thyroiditis was observed in 3 patients and 
irradiation dryroiditis in 7 who had undergone ex¬ 
ternal irradiation for hyperthyroidism or carcinoma. 
Twenty-seven patients had granulomatous thyroiditis 
and 8 had invasive fibrous thyroiditis or Riedel’s 
struma. One hundred sixteen patients had struma 
lymphomatosa, associated with a diffuse oxyphilic 
change in the epithelium in 70 patients and with little 
or no oxyphilia in 46. In the remaining 100 patients 
lymphocytic thyroditis was associated with other thy¬ 
roid disorders such as nontoxic nodular goiter, diffuse 
and nodular toxic goiter, carcinoma, and lymphosar¬ 
coma. 

More than half of the patients with granulomatous 
thyroiditis undergoing surgical treatment did not have 
tire typical picture of subacute thyroiditis, namely, 
migrating pain and tenderness in the thyroid. Riedel’s 
struma is a very rare disease, and its chief character¬ 
istic is the invasive fibrosis that surrounds and obliter¬ 
ates the thyroid. Tire pathologist, therefore, must he 
given an operative report before reaching this diag¬ 
nosis. Operative and clinical reports are essential in 
assessing struma lymphomatosa. The whole thyroid 
gland is involved, and there are no capsular adhesions. 
There are two histological types, distinguished by the 
epithelial changes. The first, with small round follicles 
and little or no colloid, occurs in older women, and the 
second, with small and as a rule empty follicles that 
have a star-shaped outline and a collection of epithelial 
cells in clumps at points of dense lymphoid infiltra¬ 
tion, occurs in adolescents and younger adults. Fi¬ 
brosis was described by Hashimoto as one of the 
features of the disease bearing his name. This fibrosis 
can be pronounced at times, but it does not extend 
beyond the capsule of the thyroid and thus differs 
from invasive fibrous thyroiditis. There was no evi¬ 
dence to suggest a relationship between struma lym- 
phomatosa and other diseases of the thyroid in which 
lymphocyte infiltrations occur. The term “Hashimoto s 
disease” should be restricted to those cases in which 
both lobes of the thyroid are involved diffusely. 
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The Hypersecretion of Aldosterone in Cushing’s Syn¬ 
drome and Cushing’s Disease. J.-P. Doret. Semaine 
h6p. Paris. 32:2921-2928, (Sept. 30) 1956 (In French) 
[Paris, France]. 

A 52-vear-old woman exhibited the moon-face, 
flushed appearance, telangiectases, hypertrichosis, 
obesity, and other symptoms, signs, and laboratory 
findings of Cushing’s disease. She died soon after the 
onset of a bronchopneumonia without fever or tachy¬ 
cardia, and autopsy revealed a benign chromophobe 
adenoma with complete absence of normal hypo¬ 
physial tissue. A man whose symptoms began with 
headache and disturbances of vision at age 47 similarly 
developed the features of Cushing’s disease; this pro¬ 
gressed- despite surgery and radiotherapy to a fatal 
termination. Autopsy revealed a malignant mixed 
adenoma of the hypophysis. 

Extensive laboratory studies were made in both 
cases with reference to hormones of hypophysial and 
adrenal origin in blood and urine, in the hope of ex¬ 
plaining the alkalosis, hypopotassemia, and retention 
of water and sodium. The data from the first case were 
incomplete, but the following values for formalde- 
hydogenic corticosteroids from the second case are 
significant: 24-hour output in urine, 50 mg. (normally 
S mg.); 24-hour output in urine after administration 
of 40 units of corticotropin, 69 mg.; concentration in 
plasma by method of Nelson and Samuels, 31 meg. per 
100 cc.; concentration in plasma by method of Silber 
and Porter, 38 meg. per 100 cc. This agrees with the 
hypothesis that in these patients some of the symp¬ 
toms, especially those of water and electrolye im¬ 
balance, were caused by excessive secretion of aldo¬ 
sterone. 

Some New Observations on Subacute Thyroiditis. P. G. 
Skillern, H. E. Nelson and G. Crile Jr. J. Clin. En¬ 
docrinol. 16:1422-1432 (Nov.) 1956 [Springfield, Ill.]. 

The authors describe the atypical clinical features 
that either complicated the clinical diagnosis or re¬ 
sulted in failure to make the correct clinical diagnosis 
in some of 66 patients with subacute (granulomatous) 
thyroiditis. A significant normochromic normocytic 
anemia was observed in 11 (16.7%) of these patients. 
Frequently the observation of hemoglobin values as 
low as 8 or 10 gm. per 100 cc. resulted in a fruitless 
search for other causes of the anemia; gastrointestinal 
roentgen studies and additional blood studies were 
made because it was not appreciated that the anemia 
could be caused by the effects of tire subacute thy¬ 
roiditis itself. There may be depression of the bone 
marrow and interference with iron metabolism. The 
occurrence of minimal or no febrile symptoms in two 
patients with asymptomatic goiter, and the concur¬ 
rence of anemia in one of them, obscured the diagnosis 
of subacute thyroiditis that was established by needle 
biopsy. 

Thyroid-stimulating hormone tests were performed 
on 12 patients with subacute thyroiditis, with use of 
4 units of thyrotropin according to the method of Jef¬ 
feries and associates with minor modifications. Twelve 
euthyroid patients served as controls. Basal metabolic 
rates were determined in the patients tested and in 


the controls. The thyrotropin test dose failed to in¬ 
crease the low or low-normal radioactive iodine up¬ 
take by the thyroid significantly in 10 of the 12 patients 
with subacute thyroiditis, in contrast to the significant 
increase noted in all control euthyroid patients. This 
failure to respond to a small dose of thyroid-stimulat¬ 
ing hormone may be an additional aid in the diagnosis 
of atypical subacute thyroiditis. Determination of 
electrophoretic protein patterns was carried out in 6 
patients with subacute thyroiditis and showed a mod¬ 
erate decrease in albumin in 5, a slight increase in 
gamma globulin in 2, and an increase in alpha and 
beta globulins in 1. The nonspecific changes in the 
electrophoretic protein patterns are of little diagnostic 
help. 

Six patients were treated with prednisone. One 
tablet of 5 mg, was given 4 times daily for the first 
week until all the symptoms were controlled. Then 
the dose was reduced to 1 tablet given 3 times daily 
for a week and then to 1 tablet given twice a day for 
the next 2 weeks. The drug was then withdrawn. If 
the disease flared up, the treatment was continued 
for another month. A dose of 5 mg. given twice a day 
seemed sufficient to control the symptoms of subacute 
thyroiditis in most patients. Edema did not occur in any 
of the patients. Prednisone is as effective as cortisone 
in controlling the symptoms and signs of subacute 
thyroiditis and has the advantage of not causing edema. 

SURGERY 

Transplantation of the Spinal Cord for the Relief of 
Paraplegia. J. G. Love. A. M. A. Arch. Surg. 73:757- 
763 (Nov.) 1956 [Chicago]. 

Transplantation of the spinal cord in the sense of 
moving it to a new position was performed in the de¬ 
partment of neurological surgery of the Mayo Clinic 
on 6 patients with paraplegia secondary to Pott’s dis¬ 
ease of the spinal column and on 5 patients with 
paraplegia of varying degrees caused by kyphosis or 
kyphoscoliosis in whom the basic causative factor 
varied. One of the 5 patients, a 65-year-old man, had 
kyphoscoliosis secondary to a back injury he had sus¬ 
tained at the age of 4 years. A second patient, a 53- 
year-old man, had kyphoscoliosis that was thought to 
have been caused by tuberculosis, although the 
presence of this disease could not be confirmed 
by bacteriological methods. A 17-year-old boy had 
kyphoscoliosis secondary to a congenital fifth thoracic 
hemivertebra. A 22-year-old man had kyphoscoliosis 
secondary to von Recklinghausen’s neurofibromatosis 
without intraspinal neoplasm. The fifth patient was a 
13-year-old boy with kyphoscoliosis of the paralytic 
type. History suggested a birth injury with superim¬ 
position of anterior poliomyelitis at the age of 2 years. 

The results of transplantation of the spinal cord 
were excellent in 3 of the 6 patients with paraplegia 
caused by Pott’s disease; they were able to return to 
gainful occupations and to get around without handi¬ 
cap. The results in the other 3 were less encouraging. 
One had little or no change from his preoperative 
status; the paraplegia was aggravated in the second; 
and the third patient first had marked improvement, 
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but paraplegia recurred later because of reactivation 
of his tuberculous lesion. No change occurred in tire 
65-year-old man; the 53-year-old man first became 
worse and then improved; the 17-year-old boy made 
a complete recover)’; the 22-vear-old man obtained 
marked improvement and was able to walk without 
aid. Marked improvement also occurred in the 13-year- 
old boy. There were no postoperative deaths, and 
there have been no deaths since. 

Transplantation of the spinal cord is a useful pro¬ 
cedure in a small number of carefully selected pa¬ 
tients. The spinal cord should be transplanted before 
it has been irreparably damaged. If the patients 
neurological signs fail to show improvement on ade¬ 
quate conservative treatment or if they progress while 
the patient is under observation and treatment, a de¬ 
cision should be made regarding tire risks of not oper¬ 
ating and the definite risks that attend surgical 
procedures for such lesions. The patients whose para¬ 
plegia has been present for a relatively short time 
show better recuperative powers than those who have 
been paralyzed for years. Youth seems to be in the 
patient’s favor. 

Experience with Corticotropin and Corticosteroids in 
Severe Peritonitis. G. C. Henegar, A. J. Hunnicutt and 
L. W. Kinsell. A. M. A. Arch. Surg. 73:804-812 (Nov.) 
1956 [Chicago], 

Thirty-one of 50 severely ill patients with peritonitis 
who were admitted to the department of surgery of 
the Highland Alameda County Hospital in California 
between 1952 and 1954 received combined hormone, 
antibiotic, and surgical therapy, and the remaining 19 
patients received the conventional therapy without 
steroids. Combined therapy was practiced as follows: 
The patients were given 100 mg. of hydrocortisone 
intravenously in 500 cc. of 5% dextrose in water, ad¬ 
ministered at the rate of 250 cc. per hour. At the same 
time 40 units of corticotropin were placed in tire same 
intravenous solution. Infants and elderly patients, in 
whom fluids might have created a problem, were given 
hydrocortisone hemisuccinate directly into tire vein in 
2 cc. of aqueous solution. At the same time the pa¬ 
tients were also given intramuscularly 300 mg. of 
cortisone acetate daily in divided doses, which were 
reduced gradually. Corticotropin was also given intra¬ 
muscularly in gradually reduced doses. Administration 
of corticotropin continued for at least 2 days longer 
than that of cortisone. Antibiotics were given for at 
least 1 week after the discontinuation of the hormone 
therapy. Surgery’ was carried out as soon as tire clinical 
condition warranted. Tire cortical steroid drugs and 
the corticotropin were given for 4 or 7 days to combat 
the systemic toxic effect and to permit one to “buy 
time” while the antibiotic drugs were producing their 
effect. Tire use of the short or the long course of thera¬ 
py depended on the severity' of the illness. The short 
course was usually sufficient. 

Only 3 of the 19 patients given conventional therapy 
survived, and they had a stormy postoperative conva¬ 
lescence. Five of those who did not survive died before 
they could be restored to a condition in which surgical 
intervention could be earned out. The remainder of 


this group lived for varying time intervals after opera¬ 
tion, succumbing to tire various complications of their 
disease. Twelve of tire 31 patients who received the 
corticoid therapy survived. Nineteen patients did not 
survive, and 4 of these survived less than 24 hours 
after therapy was started. Two were newborn infants 
who had a perforated viscus diagnosed shortly after 
birth. They died within 2 and 4 hours after the opera¬ 
tion. It was felt that in these 4 patients there was in¬ 
sufficient time for any form of therapy to be effective. 

Adrenocorticotropin and adrenocortical steroid hor¬ 
mones seemed effective in preparing patients who 
would otherwise be too ill to withstand operation. 
Definitive surgical treatment should not be delayed 
because of the appearance of clinical improvement. 
With the use of these hormones, administration of 
the antibiotics must be continued for at least 1 week 
after tire termination of the hormone treatment. 

Lethal Midline Granuloma of the Face. M. T. Edger- 
ton and J. D. DesPrez. Brit. J. Plast. Surg. 9:200-211 
(Oct.) 1956 [Edinburgh, Scotland]. 

Although less than 50 cases of lethal midline granu¬ 
loma of the face have been reported, the condition 
seems more common than is realized. The 4 patients 
described were treated by the authors in the course of 
the past 8 years. Lethal nridline granuloma is charac¬ 
terized by a prodromal period of months to years of 
nasal congestion, obstruction, and rhinorrhea. Tin's is 
followed by an active stage of progressively spreading 
inflammation and ulceration, beginning within the 
nose and extending to involve all the structures of the 
midface. Moderate fever, pain, and generalized debil¬ 
ity develop. The final phase may terminate by hemor¬ 
rhage, meningitis, or inanition. It is still an unsolved 
question whether lethal midline granuloma represents 
a tumor unlike all other tumors, an infection unlike 
other infections, or a defect in the immune mechanism. 
In the four patients presented the lesion began as a 
swelling under the mucosa of the nasal septum or 
along the nasolabial angle with ulceration developing 
along the alar base and extending into the region of 
the lacrimal apparatus. Initially the mucosa shows 
edema and often a bluish discoloration. The involved 
area may then become coated with a membrane of 
necrotic material, leukocytes, and mucus. Ulceration 
continues until bone is exposed and sequestration fol¬ 
lows. The nasal bones, septum, palate, and maxilla 
are eventually destroyed. 

The process varies from one area to another and 
shows acute inflammation and necrosis, chronic in¬ 
flammation, and granuloma formation, healing, and 
scarring. Once secondary infection has developed, the 
infiltrative cell type becomes variable. Leukocytes, 
eosinophils, lymphocytes, and plasma cells may pre¬ 
dominate in different microscopic fields. In all cases _ 
there are large pleomorphic cells with varying amounts 
of cytoplasm and large nuclei. Some of the nuclei are 
lobular, and mitoses are not infrequent. These have 
been considered similar to so-called reticular stem 
cells, but the origin of these cells is unknown. Fibro¬ 
blasts are prominent in the scarred areas, and massive 
necrosis with arterial thromboses and periarterial in- 
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filtration may be seen in most sections. Three of the 
4 patients showed separate ulcerations on the larynx, 
but, with the possible exception of 1, none of the pa¬ 
tients showed lesions in the lymph nodes, bone, liver, 
or lungs that might be construed to be metastases. The 
peripheral blood cell count and smears were always 
normal. Although these patients bad frequent episodes 
of hyperpyrexia, at no time did they show the ex¬ 
pected leukocytosis. The bone marrow in the one pa¬ 
tient in whom autopsy was done was essentially normal. 

The diagnosis is difficult. The first of the 4 cases 
reported was not correctly diagnosed until after the 
second patient had been studied, but in the third and 
fourth cases the diagnosis was made after osteomye¬ 
litis, carcinoma, and lymphosarcoma had been ruled 
out. Lethal midline granuloma of the face is a chronic 
process, and there may be long latent periods. Treat¬ 
ment should be operative, supportive, and medical. 
Irradiation has little or nothing to offer these patients. 
Surgical debridement of necrotic bone and soft tissue 
hastens the process of sequestration and slough, con¬ 
trols the spread, reduces drainage, odor and fever, 
-lessens pain, and obtains biopsy material. This de¬ 
bridement must be sufficiently extensive to include 
all necrotic tissue. Radical excision proved to be no 
more helpful than the more conservative debridement. 
Cortisone has produced encouraging results, but in 2 
of the 4 patients the improvement was only temporary. 

Neurilemmomas of the Vagus Nerve in the Neck. F. E. 
Altany and K. L. Pickrell. A. M. A. Arch. Surg. 73: 
793-S00 (Nov.) 1956 [Chicago], 

The authors describe 3 cases of neurilemmoma of 
the vagus nerve in die neck in men between the ages 
of 22 and 39 years. The diagnosis of a benign nerve 
sheatii tumor was made at die time of operation or 
from previous biopsy before definitive surgery was 
performed. All the lesions were asymptomatic except 
for a slight gradual increase in size. A surgical excision 
of the tumor was performed in all 3 patients. Micro¬ 
scopic examination of the specimen revealed Antoni 
type A Hssue, i. e., dense elongated fibers with nuclear 
palisading and arterial dirombosis, in 2 patients. An¬ 
toni type B tissue with loose texture, no definite 
cellular arrangement, and presence of microeystic de¬ 
generation was observed in the specimen obtained 
from the third patient. There has been no evidence 
of recurrence after the excision. Slight hoarseness of 
voice caused by paralysis of the vocal cord occurred 
postoperatively in 2 patients and Horner syndrome 
and hoarseness of voice in 1. The Horner syndrome 
subsided, but hoarseness of voice, aldiough it im¬ 
proved somewhat, was persistent in all 3 patients. 

The long duration of the tumor, with slow progres¬ 
sion, the absence of any intraoral or pharyngeal lesion 
- that might produce cervical metastasis, and the dis¬ 
crete soft movable character of the mass, should lead 
the astute examiner to a tentative diagnosis of a 
benign primary neoplasm in the neck, but no one can 
ascertain further the exact type of the tumor from 
the presenting clinical manifestation. Consequently 
the diagnosis is rarely made preoperatively. Neurilem¬ 
momas of the cervical vagus nerve are benign and 


produce no characteristic signs or symptoms. They 
are best treated by local excision, with care taken to 
preserve the nerve trunk when possible. Section of the 
nerve results in unilateral paralysis of the vocal cord 
without effect on gastric motility and secretion. Sur¬ 
gical removal of these tumors results in complete cure. 

Carcinoma of the Sigmoid Arising from a Polyp First 
Visualized 15 Years Previously: Report of Case. C. W. 
Mayo and C. A. de Castro. Proc. Staff Meet. Mayo 
Clin. 31:597-598 (Oct. 31) 1956 [Rochester, Minn.]. 

A 55-year-old man was first observed at the Mayo 
Clinic at the age of 40 in 1941, when proctosigmoido- 
scopic examination revealed 5 rectal polyps and an¬ 
other polyp at a distance of 24 cm. from the anal 
margin. Transabdominal removal of a sigmoidal polyp 
visualized roentgenologically at the junction of the 
descending colon was recommended, but the patient 
refused. The 6 polyps seen by the proctologist were 
fulgurated. In January, 1956, or 15 years from the time 
the sigmoidal polyp was first seen, this patient re¬ 
turned complaining of low abdominal cramps of 6 
weeks’ duration and the urge to defecate but inability 
to do so. On February 2, 1956, resection of a portion 
of the descending colon and a portion of sigmoid and 
end-to-end colosigmoklostomy were performed for an 
annular, ulcerative, partially obstructing, grade 2, 
mucous adenocarcinoma. The time needed for what 
one may consider a benign polyp to assume malignant 
characteristics is variable and difficult to determine. 
Polyps or adenomas of the large intestine, if given 
sufficient time, develop into carcinomas. Adenomas are 
precursors of malignant lesions in the colon and rec¬ 
tum. If adequate proctoscopic removal of a colonic 
polyp is not possible, then transabdominal removal is 
mandatory. The consulting physician and surgeon 
should strongly advise the patient to have colonic 
polyps removed. 

Effect of Antrum Exclusion on Gastric Secretion. 
W. R. Waddell, J. Appl. Physiol. 9:222-226 (Sept.) 
1956 [Washington, D. C.]. 

During the past 2 years a clinical evaluation of a 
new operative procedure for duodenal ulcer has been 
in progress in the Massachusetts General Hospital. 
This operation consists of vagotomy combined with 
transection of the stomach in its midportion, exclusion 
of the distal half of the stomach, and construction of 
a gastrojejunostomy. To date, 80 patients have had 
this operation. As part of the evaluation, gastric acid 
secretory tests have been carried out preoperatively 
and 6 to 12 months postoperatively. Preoperative 
studies were made on 74 patients, all of whom had 
active duodenal ulcers at the time. The data are sum¬ 
marized in this report and compared with the results 
of the same studies done on 35 patients after operation. 
Transection of the stomach caused decrease in acid 
output during basal periods and after stimulation 
with histamine and insulin. This results from interrup¬ 
tion of intrinsic postganglionic parasympathetic inner¬ 
vation, which normally passes from tire antrum to the 
parietal cell area in the gastric wall. 
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NEUROLOGY & PSYCHIATRY 

Takayashu’s Syndrome, Pulseless Disease, or Brachio¬ 
cephalic Arteritis. P.-J. Rasch and H. H. Jacobsen. 
Nord. med. 56:132S-1331 (Sept. 13) 1956 (In Danish) 
[Stockholm, Sweden], 

A case of primary arteritis in the aortic arch and its 
main branches is described. Takayashu’s syndrome 
occurs almost exclusively in women and often after a 
pregnancy. It is manifested by obliteration of brachio¬ 
cephalic vessels coming from the aortic arch and the 
development of minor vessels acting as more-or-less 
sufficient substitutes. The etiology is unknown. There 
are ischemic and atrophic symptoms of cerebral origin; 
carotid-sinus syndrome; fatigue and pain in the arms, 
especially when working with the arms raised; cardiac 
symptoms; and general symptoms. The prognosis is 
unfavorable. Death usually occurs after a few years, 
but cases lasting up to 20 years have been reported. 
In the case here described (the 91st to be reported) 
the disease had apparently existed for about 24 years 
in a woman aged 52. Vertebral angiography showed 
filling of the internal carotid artery and its branches. 
The syndrome should be borne in mind in otherwise 
unexplained hemiparetic attacks in young women. 

Cervical Nerve Root Compression and “The Shoulder- 
Hand Syndrome.” D. Miller and K. F. Bleasel. M. J. 
Australia 2:448-450 (Sept. 22) 1956 [Sydney, Australia], 

The association of a stiff and painful shoulder with 
brachialgia has been recognized for a number of years. 
It is commonly supposed that in cases of this type the 
stiff shoulder is the cause of pain, and treatment is 
directed toward the shoulder even though there may 
be no evidence of disease or any good theory as to 
etiology. The clinical picture involving a wider spread 
of brachial pain as far as the hand, associated with a 
stiff and painful shoulder and sometimes with stiff and 
swollen finger joints, has come to be known as the 
"shoulder-hand” syndrome and has become further 
complicated by being recognized as an occasional 
sequel to coronary occlusion. Cervical disk lesions and 
degenerative spondylosis have come to be recognized 
as a frequent cause of brachial neuralgia, which is 
typically characterized by pain or paresthesia of der- 
matomic distribution. This type of brachial neuralgia is 
usually recognizable on its symptomatology basis 
and may be confirmed by typical x-ray findings in the 
cervical vertebrae. The malady responds to treatment 
either by neck immobilization or traction or sometimes 
necessarily by decompression of the nerve roots. When 
neck traction is applied to relieve the brachial pain, 
one of its first effects is usually ease of shoulder pain 
and a loosening of joint movement. 

The authors cite case histories to illustrate that the 
restriction of shoulder-joint movement is primarily 
muscular in origin and not, as is so often assumed, the 
result of periarticular adhesions. Only thus is it pos¬ 
sible to explain increase of movement after neck trac¬ 
tion. If the immobility of the shoulder has existed for 
a long time, the early relief obtained by neck traction 


may not be complete, and physiotherapeutic aid may 
be required to increase the range of movement. How¬ 
ever, primary manipulative treatment of the shouldei 
joint is usually illogical. The basis of this muscle 
spasm and rigidity would appear to be neurogenic 
The stiff shoulder and the stiff peripheral joints seer 
in brachial neuralgia are almost certainly the expres¬ 
sion of similar neuromuscular discharges due to strong 
stimulation of the nerve roots. The recognition of a 
similar symptom complex after coronary occlusion i; 
probably dependent on a similar mechanism. It i< 
possible that during the long and sustained throes ol 
pain and disability following coronary occlusion the 
neck has assumed a faulty attitude and has broughl 
about a true cervical root brachialgia in no way dif¬ 
ferent from that occurring without coronary disease 
If this is so, neck traction would be likely to overcome 
the clinical disability. Two case histories are cited tc 
illustrate this connection. The term shoulder-hand 
syndrome may be misleading. It would be better tc 
regard the condition as merely an aspect of cervical 
nerve root irritation. 


GYNECOLOGY & OBSTETRICS 

The Influence of Multiple Births on Perinatal Loss. 
M. M. Donnelly. Am. J. Obst. & Gynec. 72:998-1003 
(Nov.) 1956 [St. Louis]. 

A review of the statistics on childbirth in Iowa dur¬ 
ing the years 1953 and 1954 revealed two significant 
facts about multiple births that indicated the need for 
a more detailed study of twinning. First, almost 20% 
of all infants born who were premature by birth 
weight or by weeks of gestation were products of 
multiple births. Second, the neonatal death rate for 
multiple infants was 6 times and the fetal death rate 
almost 3 times that for single infants. During the 2 
years studied there were 128,817 births, which in¬ 
cluded 1,399 pairs of twins. The ratio of one pair of 
twins for every 92 births is a little lower than that 
quoted in other studies; however, it is the same as 
reported in 1954 by the National Office of Vital Sta¬ 
tistics. It was found that the incidence of multiple 
births increased with the age and parity of the mother. 
Less than one-half of the multiple pregnancies reached 
40 weeks of gestation. Multiple infants were delivered 
more frequently by methods considered hazardous 
than were single infants. 

Although there can be no control over the concep¬ 
tion of multiple infants, doctors should become “twin 
conscious,” so as to facilitate earlier diagnosis. Once 
a twin pregnancy has been diagnosed the mother 
should be counseled wisely as to the problems in¬ 
volved. Unfortunately, the older multiparous woman, 
-who is more apt to have twins, is the one who does 
not seek early prenatal care. Because many complica¬ 
tions other than multiple pregnancy are likely to be 
more frequent in older multiparas, an educational 
program is indicated to teach all mothers the im¬ 
portance of adequate prenatal care. Once a multiple 
pregnancy is diagnosed, every effort should be ex- 
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pended to see that the pregnancy reaches term. As 
regards the obstetric management of twin pregnancies, 
the author says that the method of delivery of the 
second twin has become routine version and extrac¬ 
tion. If this method of delivery is contributing to poor 
fetal salvage, obstetricians should reevaluate its use. 
This should be especially stressed in training centers. 
Improvement of obstetric management should reduce 
the hazards of twin infants and give them a better 
chance of survival. 

An Evaluation of the Saliva Prenatal Sex Test. R. I. 
Ellin and W. J. MacDonald. Am. J. Obst. fie Gynec. 
72:1021-1024 (Nov.) 1956 [St. Louis]. 

The authors first comment on Richardson’s biochem¬ 
ical test for pregnancy (procedure 1), in which a brown 
color persisting for 2 minutes or more was indicative 
of pregnancy or a male child, whereas fading of the 
brown color to a clear amber, pale tan, or to colorless 
indicated a negative test for pregnancy or a female 
child. Procedure 2 is Rapp’s modification of Richard¬ 
son’s test. It had been noted by Rapp and Richardson 
that all the urine samples from women in the sixth 
and seventh months of pregnancy gave a positive 
Richardson test, but saliva from these women gave a 
positive test in only some of the cases. In nearly all 
cases, mothers of boys had shown a positive saliva 
test, while most mothers of girls had a negative test. 
The authors performed both procedures on the saliva 
of 78 pregnant women. Forty-two males and 36 fe¬ 
males were predicted. In the first category, 33 males 
and 9 females were born, an accuracy of 79%. In the 
latter tests, 30 were females while 6 were males, giv¬ 
ing an accuracy of 83%. The total number of errors 
was 15; thus, an over-all accuracy of 81% was ob¬ 
tained. The Rapp-Richardson saliva test is a rather 
sensitive one, in that the color formation at the end 
of the test is not always a pronounced brown. At times 
it was quite difficult to decide whether the test was 
positive or negative. It is suggested that a spectro¬ 
photometer be employed to read the color at a se¬ 
lected wave length, so that a positive or negative 
result might be indicated with greater accuracy. Fur¬ 
ther refinement in the test is needed to make it ac¬ 
curate enough to be clinically practical. 

Perinatal Infection and Perinatal Death. J. A. McC. 
Smith, R. F. Jennison and F. A. Langley. Lancet 
2:903-906 (Nov.) 1956 [London, England]. 

Experience suggests that infection plays a consider¬ 
able part in the causation of perinatal mortality and 
morbidity. An investigation was therefore designed to 
assess the significance of infection as a cause of death 
by determining if any clinical sign or combination of 
signs in the mother or in the fetus would give an indi¬ 
cation of infection in the fetus in utero. The following 
two groups of women, who were either in labor or 
whose membranes had ruptured, were selected from 
those admitted to hospital: (1) those thought to have 
an intrapartum infection and (2) controls in whom no 
intrapartum infection was suspected, consisting of 


every fifth patient admitted in labor. If, however, a 
patient in this group had signs suggestive of an intra¬ 
partum infection, she was transferred to the infected 
group. A diagnosis of intrapartum infection was based 
on two criteria: elevation of temperature in the moth¬ 
er, and fetal tachycardia. The presence of either of 
these criteria was taken to indicate intrapartum in¬ 
fection. Bacteriological examinations were made in 
those in whom infection was assumed and in un¬ 
infected controls. The following specimens were sub¬ 
jected to bacteriological studies: two high vaginal 
swabs; a catheter specimen of urine on admission to 
the labor room; a sample of fetal blood from the pla¬ 
centa; and, if the fetus was stillborn or the baby died, 
specimens from the heart blood, bronchus, and lung. 

Alternate women of the group believed to have an 
intrapartum infection were given antibiotics, namely, 
streptomycin by intramuscular injection and oxytetra- 
cycline by mouth. The results of the studies suggest 
that maternal pyrexia and fetal tachycardia indicate 
the possibility of perinatal death. This is shown for 
the patients in the untreated infected group. Where 
there was maternal pyrexia without fetal tachycardia, 
6 (11.5%) of 52 infants died in the perinatal period. 
In 4 cases fetal tachycardia alone was noted, but none 
of the infants concerned died. Where maternal pyrexia 
and fetal tachycardia were both recorded, 4 (33%) 
of 12 infants died. In the absence of maternal pyrexia 
and fetal tachycardia none of 99 babies died. Intra¬ 
partum pyrexia is associated with an increased inci¬ 
dence of pathogenic organisms in the genital tract. 
Pneumonia in the fetus is commonly associated with 
evidence of intrapartum infection lasting more than 48 
hours in the mother. Because tire organisms are of low 
virulence for the mother, the signs are not very con¬ 
spicuous. The treatment of patients .with intrapartum 
infection with combined streptomycin and oxytetra- 
cycline seems to reduce perinatal death by preventing 
infection of the fetus. This reduction in death can be 
shown to be significant only if it has been possible to 
treat the mother for at least 48 hours before delivery. 

UROLOGY 

Resistant Trichomoniasis in the Female. L. W. Riba. 
A. M. A. Arch. Surg. 73:833-838 (Nov.) 1956 [Chicago]. 

Thirty-eight of 40 women between the ages of 19 
and 76 years with chronic urinary and vaginal tricho¬ 
moniasis were hospitalized and 2 were treated in. the 
author’s office. After preliminary excretory pyelograms 
had been made, combined urethrocystoscopic examina¬ 
tion and urethral surgery was routinely carried out in 
the 38 patients. Urethral fulgurations were performed 
in 19 patients (including fulguration of the trigone in 
11); urethral fulgurations with transurethral removal 
of deep urethral and vesical neck tissues were carried 
out in 11 patients; and transurethral resection was car¬ 
ried out in 8 patients only. Skene’s ducts were cathe- 
terized with an illuminated speculum and a blunt 
probe in 34 patients. Electrosurgical incision into the 
lumen of the urethra destroyed these ducts as a focus 
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of infection. One or more supernumerary ducts were 
found in 11 urethras; one patient had 7. A meatotomy 
incision was made when the meatus was small or con¬ 
tracted. Meatal polyps and caruncles were removed. 
All caruncle tissue was biopsied. A Malecot or Foley 
catheter was left in situ for a period of from 48 to 72 
hours after the operation. Dihydrostreptomycin and 
penicillin were given intramuscularly twice daily while 
the catheter was in place. Oral medication was substi¬ 
tuted on the third and fourth days. After the removal 
of the catheter the patients were made ambulatory 
and allowed to take sitz baths once or twice daily. 
It took about 4 to 6 weeks for the urethra to heal. The 
healing was expedited by the use of antibiotics. After 
the healing was complete and the urine was clear, the 
urethra was calibrated and dilated once or twice if 
necessary. Previously prescribed vaginal treatments 1 
were resumed at home and continued while the 
urethra was treated. 

The results of treatment were surprisingly good. 
The trichomonas organisms seemed to disappear after 
30 to 90 days, along with the pus and red blood cells 
in the urine. Thirty-two of the 40 patients (80%) 
seemingly were cleared of urinary and vaginal tricho¬ 
moniasis. Four patients (10%) had temporary recur¬ 
rences after 1 or 2 years. They were cleared again 
after a short course of urinary and vaginal re-treat- 
ments. The 2 patients who were treated in the office 
for 1 year were therapeutic failures and should have 
received hospital treatment. Six hospital patients (15%) 
had insufficient office follow-up to record the end- 
results, but 2 (5%) appeared to have been cleared. 
No patient became permanently worse after the de¬ 
scribed urethral treatment. Postoperative complica¬ 
tions were few and not troublesome. Eradication of all 
urethral and vaginal foci is necessary for the perma¬ 
nent clearance of resistant trichomoniasis in the fe¬ 
male. 


INDUSTRIAL MEDICINE 

Carcinoma of the Lung in Workmen in the Bichro- 
mates-Producing Industry in Great Britain. P. L. Bid- 
strup and R. A. M. Case. Brit. J. Indust. Med. 13:260- 
264 (Oct.) 1956 [London, England]. 

A follow-up over 6 years of the mortality of workers 
in the chromates-producing industry at 3 factories in 
Great Britain shows a statistically significant increase 
in the mortality from carcinoma of the lung. Twelve 
deaths were recorded in the series used for statistical 
analysis and only 3.3 expected. In addition to these 12 
patients, 3 more with pulmonary cancer, 1 of whom 
is dead and 2 still alive, were reported from the same 
factories. This increased mortality is in accord with 
the findings of authors who have studied hazards to 
health in the chromates-producing industry in Ger¬ 
many and in the United States of America. The possi¬ 
bility that the increase found in the present survey 
could be due to a nonoccupational cause such as diag¬ 
nostic bias, place of residence, social class, or smoking 
habits has been examined, discussed, and discarded, 
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and the authors conclude that carcinoma of the lung 
must be considered as an occupational hazard in the 
chromates-producing industry in Great Britain. The 
data examined do not indicate the nature of the car¬ 
cinogenic occupational factor. The mortality experi¬ 
ence of the chromates workers taking part in this in¬ 
vestigation from neoplasms at other sites and from 
deaths from other causes does not seem to be altered 
from the mortality expected in a comparable section 
of the general population of England and Wales. 


THERAPEUTICS 

On the Ulcerogenic Effect of the New Synthetic 
Steroids: Experimental Study and Comparison with 
Other Antirheumatic Drugs. T. Lucherini and A. 
Gospodinoff. Minerva med. 47:867-874 (Sept. 29) 1956 
(In Italian) [Turin, Italy]. 

The authors studied the ulcerogenic effect of predni¬ 
sone and prednisolone in the gastroduodenal and ileal 
mucosa of 9 groups of guinea pigs. Each group con¬ 
tained 10 animals of the same age and of an average 
weight of 250 gm.; each of the animals received either 
0.7 mg. of prednisone, 0.3 mg. of prednisolone, 1 mg. 
of cortisone by mouth, 1 mg. of cortisone by injection, 
0.8 mg. of hydrocortisone by mouth, 0.8 mg. of hydro¬ 
cortisone by injection, 12 mg. of aminopyrine (pyrami- 
don), 25 mg. of aspirin, or 70 mg. of sodium salicylate. 
A tenth group of animals treated with glucose and 
calcium was kept as a control group. All the animals 
were kept in the same environment and were fed 
plenty of vegetables, fruits, bread, and bran. Fifteen 
days after the beginning of the experiment blood was 
found in the feces of some of the animals of the groups 
treated with cortisone by mouth or by injection (1 in 
each group), with hydrocortisone by mouth (1), pred¬ 
nisone (3), prednisolone (2), and aspirin (1). All the 
guinea pigs were killed after 30 days by injecting air 
into their lungs. Ulcers were found in 40% of the ani¬ 
mals treated with prednisone, in 30% of those treated 
with prednisolone, in 20% and 10%, respectively, of 
those treated with cortisone and hydrocortisone by 
mouth, and in 10% and 0%, respectively, of those 
treated with cortisone and hydrocortisone by injection. 
Prednisone had an ulcerogenic effect not only on the 
gastric mucosa but also on that of the duodenum and 
the ileum. Aspirin caused small superficial erosions 
in the gastric mucosa. The authors believe that alka¬ 
line substances should be given to limit the irritating 
and ulcerogenic effect of the new synthetic steroids. 

Clinical and Therapeutic Considerations on 32 Patients 
with Tetanus. F. Marconi and M. Scatasta. Clin, terap. 
11:229-237 (Sept.) 1956 (In Italian) [Rome, Italy]. 

The authors report on 32 patients with tetanus. Sev¬ 
enty-two per cent of the patients were from rural 
areas. Symptoms were marked and typical in very few 
patients; in most patients the disease was latent for 
some time or the symptoms were attenuated and 
atypical. Seven patients who suffered typical tetanic 
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crises received special symptomatic treatment. Anti- 
tetanic serum was injected intramuscularly in all pa¬ 
tients. A daily dose of from 80,000 to 100,000 units 
was divided into 8 equal parts given every 3 hours. 
Patients with mild forms of tetanus received from 
40,000 to 60,000 units of serum per day. Serum was 
also innoculated directly into the wound. Antibiotics 
were given; they were discontinued when the patients 
showed definite improvement. Side-effects produced 
by the serum were easily checked. Serum sickness 
followed in 13 patients, but it was always controlled 
and treatment could be continued. Bronchopneumonia 
developed in 5 patients and nephritis in 3. The 7 
patients with typical tetanic crises received intraven¬ 
ous injections of orthotoloxylglycerol. Twenty patients 
(62.5%) recovered; 5 (15.5%) died in the hospital after 
a very short period; and 7 (22%), dismissed from the 
hospital in very poor condition, died at home. 

Studies on the Allergic Terrain: Trial of Treatment 
with Normal Human Scrum. J.-L. Parrot and C. La- 
borde. Presse med. 64:1765-1768 (Oct. 27) 1956 (In 
French) [Paris, France], 

In vitro studies showed that normal human serum 
is capable of fixing a part of the histamine that is 
added to it. This histaminopexic power, which can be 
measured and expressed in terms of percentage, is lack¬ 
ing in the serum of patients with allergic manifesta¬ 
tions (asthma, urticaria, Quincke’s edema, eczema, 
migraine, active gastroduodenal ulcers, acute rheu¬ 
matic fever, chronic evolutive polyarthritis, and tuber¬ 
culosis in its predominantly allergic forms). The high 
plasma histamine levels constantly found in all allergic 
patients are entirely distinct from the increased plasma 
histamine levels resulting from an antibody-antigen 
reaction: allergic hyperhistaminemia is a basic condi¬ 
tion characterizing a particular terrain. 

Tests showed that, when patients with asthma were 
given injections of normal human serum, the hista¬ 
minopexic power of their own serum gradually in¬ 
creased and tlie allergic attacks became milder, 
disappearing completely when the power of the serum 
reached a normal level (30%). The effect of a subcu¬ 
taneous injection of normal human serum on patients 
with allergic manifestations of various kinds was there¬ 
fore investigated in 8 patients with asthma, 8 with 
urticaria, 5 with migraine, 4 with eczema, and 2 with 
gastric or duodenal ulcer. These conditions, which 
had resisted the usual forms of treatment, were often 
of several years’ duration when the patient was first 
seen. Almost all the patients either had concurrently 
or had had allergic manifestations of some other kind, 
e. g., asthma and eczema, asthma and gastroduodenal, 
ulcer, urticaria and migraine, eczema and acute rheu¬ 
matic fever. Allergic disease was also found on inquiry 
to have been present in other members of the family 
in 60% of the cases. Relief was complete, at least for 
a time, in 23 of the patients; 2 were partially im¬ 
proved; and 2 (both with asthma) were not improved. 
Later trials showed, however, that it was always poss¬ 
ible to find a normal human serum that would be 
efficacious in a given patient, even though the first 


ones used proved ineffective. Clinical improvement 
usually appeared 2 or 3 weeks after the injection, and 
the disappearance of the allergic symptoms lasted at 
least 4 months and persisted in some patients for more 
than 3 years. The treatment, which was on the whole 
equally efficacious regardless of the source of the 
serum, the nature of the allergic condition, or the age 
of the patient, was successfully repeated in 8 patients 
who had relapses. \ 

The fact that acquired histaminopexic power, un¬ 
like normal histaminopexic power, disappears when 
the serum is heated to 56 C for 15 minutes provides a 
simple test by which the 2 may be differentiated. It 
also makes it possible to determine when an injection 
of normal human serum is indicated in a patient with 
an allergic condition and when such an injection 
should be repeated after a relapse. 

Blood Disorders Caused by Drug Sensitivity. M. M. 
Wintrobe and G. E. Cartwright. A.M.A. Arch. Int. 
Med. 98:559-566 (Nov.) 1956 [Chicago]. 

A review of the literature revealed a number of 
agents occasionally associated with the development 
of blood dyscrasias. Mechlorethamine hydrochloride, 
triethylene melamine, urethan, benzene, busulfan 
(Myleran), demedesacetyl-methylcolchicine (Demecol- 
cine), antimetabolites, and phenylhydrazine were list¬ 
ed among the agents associated with the predictable 
development of hematopoietic disorders. Aminopyrine, 
thiouracil, propylthiouracil, methylthiouracil, and sul¬ 
fadiazine were some of the agents associated occasion¬ 
ally with the occurrence of leukopenia and granulo¬ 
cytopenia. Aminopyrine, phenylbutazone, thiouracil, 
carbimazole, trimethadione, sulfathiazole, sulfisoxa- 
zole (Gan Lisin), tripelennamine (Pyribenzamine), 
chloramphenicol, organic arsenicals, chlorpromazine, 
and dinitrophenol were some of the agents associ¬ 
ated with the development of thrombocytopenia and 
purpura. Sulfonamides, allylisopropylacetlcarbamide 
(Sedormid), quinidine, quinine, gold salts, organic 
arsenicals, and possibly oxytetracycline (Terramycin), 
aminosalicylic acid, phenylbutazone, and trimethadi¬ 
one were some of the agents associated with the 
occurrence of pancytopenia, or aplastic anemia. 
Arsenobenzols, chloramphenicol, 3-methyl-5, 5-phenyl- 
ethylhydantoin (Mesantoin), gold compounds, and 
trinitrotoluene were some of the agents associated 
with tire development of hemolytic anemia. 

There appear to be several mechanisms whereby 
such dyscrasias may develop. As yet no means has 
been devised whereby the potential toxicity of an 
agent or the sensitivity of an occasional person may 
be detected. It is therefore all the more necessary that 
therapeutic agents be used with discrimination and 
that the public avoid self-medication. A subcommittee 
of the A.M.A. Council on Pharmacy and Chemistry’s 
Committee on Research is now attempting to devise a 
system for prompt reporting of observed untoward 
effects and rapid warning of physicians, which may 
help to avoid some of the unhappy results that have 
hitherto been observed with the use of various thera¬ 
peutic agents. 
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BOOK REVIEWS 


Manual of Recover)' Room Care. By members of Department 
of Surgery', New York Hospital-Comell Medical Center. Edited 
by Jolin M. Beal, M.D. Clotb. $3.75. Pp. Ill, with 24 illustra¬ 
tions. The Macmillan Company, 60 Fifth Ave., New York 11; 
Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 2, Canada, 
1956. 

The preface and foreword of this small volume re¬ 
veal that both tliis collection of information dealing 
with the immediate postoperative management of pa¬ 
tients and the present recovery room at the New York 
Hospital-Cornell Medical Center have been dedicated 
to the memory of Dr. Eugene H. Pool, who was instru¬ 
mental in tlie development of the first recovery room 
at that hospital in 1907. This manual consists of 14 
chapters written by 15 members of the department of 
surgery at the center. These chapters deal with general 
considerations; administrative considerations; nursing 
in the recovery-room; respiration, circulation, and pain; 
giving of fluids intravenously; care of the gen¬ 
eral surgical, thoracic, neurosurgical, ophthalmological, 
plastic surgery, urologic, otolaryngologic, and ortho¬ 
pedic patients; and the management of cardiac ar¬ 
rest. A limited number of references, grouped accord¬ 
ing to chapters, appear at the end of the volume. 
There is a good index. Since the great value of recov¬ 
ery rooms has now been amply demonstrated, the 
publication of this manual covering the development 
and maintenance of such a hospital unit is indeed 
timely. Although in some areas this book describes 
the practice in only one institution, the essential factors 
inherent in the construction and management of any 
recovery room are considered. The value of this man¬ 
ual might be enhanced by the addition of a few more 
references, such as those to other recovery-room rec¬ 
ords or to the physical setup in other institutions. The 
inclusion of discussion on more safeguards for the ad¬ 
ministration of oxygen therapy would be advisable. 
The illustrations are good and are well selected. 
The arrangement and format of this book are excellent. 
The editor is to be commended for this timely pub¬ 
lication that so well illustrates the essential need for 
teamwork and understanding between surgeon, anes¬ 
thesiologist, and nurse. This manual is highly recom¬ 
mended to anyone concerned with the care of surgical 
patients. 

Clinical Urology for General Practice. By Justin J. Cordonnier, 
M.D., F.A.C.S., Professor of Urology, Washington University 
School of Medicine, St. Louis, Missouri. Cloth. $6.75. Pp. 252, 
with 47 illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3,1956. 

This much-needed manual for the general physician 
is compact and divided into appropriate sections for 
easy reference. The text is accurate and is based on the 
author’s personal experiences. References to detailed 


articles are made where indicated. A brief concept of 
pathophysiology introduces each section. The more 
commonly encountered urologic disturbances are con¬ 
cisely described, with excellent, current therapeutic ap¬ 
proaches. Although there are but few diagrams and 
illustrations, excellent x-ray reproductions illustrate 
many diagnostic features. The book is recommended 
for the libraries of all physicians. 

Cole’s Practical Physiological Chemistry. Revised and re¬ 
written by Ernest Baldwin, Ph.D., Professor of Biochemistry at 
University College in University of London, and David James 
Bell, Sc.D., F.R.S.E., Senior Biochemist, Agricultural Research 
Council Poultry Research Centre, Edinburgh. 10th edition. Cloth. 
$ 6 . Pp. 263, with 24 illustrations. W. Heffer & Sons, Ltd., 3-4 
Petty Cury, Cambridge, England; Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1955. 

This book is the 10th edition of a textbook in bio¬ 
chemistry that first appeared in 1904. The ninth 
edition was published about 20 years ago and bio¬ 
chemistry has made huge strides since that time. 
Descriptions of over 200 experiments are interspersed 
throughout the text. Most of these experiments are 
rather simple, require a minimum amount of time to 
perform, and usually give fairly satisfactory results. 
The textual material is fairly brief, and the subject- 
matter covered is less complete than that in many 
standard biochemical textbooks. The book contains 
13 chapters, 6 of which are devoted mostly to qualita¬ 
tive and quantitative analyses of blood and .urine. 
Other chapters cover such subjects as hydrogen ion 
concentration; physical properties of solutions; re¬ 
actions of carbohydrates, proteins, and lipids; the 
chemistry of some foods; and digestion and digestive 
enzymes. The volume contains a general index. 

Medicinal Chemistry'. Volufne III. By T. P. Carney et al. 
Editors: F. F. Blicke and R. H. Cox. Associate editor: L. A. 
Woods. Assistant editor: Harriet Geer. Series of reviews pre¬ 
pared under auspices of Division of Medicinal Chemistry of 
American Chemical Society. Cloth. $10.50. Pp. 346, with illus¬ 
trations. John Wiley & Sons, Inc., 440 Fourth Ave., New York 
16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, 
W.C.2, England, 1956. 

This third volume of the “Medicinal Chemistry” 
series contains reviews on methadone and related 
compounds, quaternary ammonium germicides, non¬ 
mercurial diuretics, and synthetic analogues of physo- 
stigmine. The subject matter is treated in much the 
same manner as in previous volumes. Most of the 
material is contained in tables, but there is generally 
some discussion of the chemistry of the compounds, 
the relation between structure and activity, the mode 
and measurement of physiological action, and the 
clinical applications. Each chapter contains numerous 
references to the literature, and the book also includes 
a general index. 
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EXAMINATION FOR TAXI DRIVERS 

To the Editor:— Please comment on the examination 
that should he made on an applicant who plans to 
drive a taxicab. m.D., Kentucky. 

Answer.— According to the Municipal Code of 
Chicago, a public chauffeur must be of sound physi¬ 
que, have good sight, and not be subject to epilepsy, 
vertigo, heart trouble, or other infirmity of body or 
mind. Therefore, a complete physical examination 
including a chest x-ray and laboratory tests, such as 
urinalysis and blood cell count, should be made on an 
applicant for license to drive a taxicab. 

HEADACHE 

To the Editor:— A physician, 57 years of age, has had 
a dull, nonthrobbing, almost continuous frontotem¬ 
poral headache for eight and a half months. The 
headache is worse on the left side and is often asso¬ 
ciated with tinnitus. Neurological tests, reflexes, eye- 
grounds, spinal fluid, electroencephalogram, cere¬ 
bral angiogram, and blood cell count have all been 
normal. His blood pressure is 130/S0 mm. Hg. There 
has been no glycosuria at any time and the electro¬ 
cardiogram is normal. The 11-ketosteroid and the 
17-kctosteroid levels have been within normal limits. 
The glucose-tolerance test shows the blood sugar 
level to be 161 mg. per 100 cc. after fasting and 269 
mg. one-half hour, 20S mg. two Iwurs, and 19S mg. 
three Iwurs after injection of glucose. A previous 
test was similar except that the fasting blood sugar 
level was 106 mg. per 100 cc. The headache is sub¬ 
ject to some variation in intensity and at times has 
shown lessening for several days. It does not respond 
to aspirin. Hay fever and asthma have been present 
at times for years. Refraction of the eyes is satis¬ 
factory. The situtses are uninvolved, and x-rays of 
the cranium are normal except for slight osteoporo¬ 
sis circumscripta. Please supply suggestions for diag¬ 
nosis. M.D., California. 

Answer.— Classification of the type of headache that 
is present in an individual case is based on the site, 
source, and character of the pain, on the frequency 
and duration of the attacks and on the nature of any 
associated manifestations. Pain in the head may origi¬ 
nate in one of the following anatomic structures: (1) 
the tissues covering the cranium, (2) the cranial peri¬ 
osteum and endosteum, and (3) certain intracranial 
structures. The great venous sinuses and their venous 
tributaries from the surface of the brain, parts of the 
dura at the base of the brain, the dural and cerebral 
arteries, the trigeminal nerve, the glossopharyngeal 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


nerve, the vagus nerve, and the first three cervical 
nerves are sensitive to pain. The cranium, the brain 
itself, most of the dura, the piarachnoid, the choroid 
plexus, and the ependymal lining of the ventricles are 
insensitive to pain. The glucose-tolerance test should 
be repeated. The patient may have diabetes mellitus. 
Temporal arteritis as a cause of the headache should 
be considered if the sedimentation rate is markedly 
elevated; however, on the basis of die information 
available, it would appear diat the headache is func¬ 
tional in origin and does not have an organic basis. 

POTENTIAL INJURY FROM 
FOAMGLASS PARTICLES 

To the Editor:—/ should like to inquire about any 
respiratory danger to art students working on blocks 
of “foamglass.” It is being cut and sanded as marble 
would be sculptured. The teacher wishes to learn 
whether the dust is injurious and whether the stu¬ 
dents should wear nose masks. 

L. M. Corliss, M.D., Denver. 

Answer— Foamglass will give rise to no dust con¬ 
ducive to any significant pulmonary tract disease. 
Some small injury may arise from mechanical injury 
by glass particles spraying into the eyes or on the skin. 

It is advisable that students wear simple goggles of 
plain glass. The application of any emollient cream 
to the hands and forearms may facilitate skin clean¬ 
ing, thus avoiding the abrasive action of larger glass 
particles. If the work leads to a substantial dustiness, 
it may be desirable but not necessary to wear inex¬ 
pensive filter masks of the Martindale type. 

MEASURING CAPILLARY PRESSURE 
To the Editor:—Is there a simple technique for check¬ 
ing capillary pressureP 

Morgan E. Scott, M.D., Williamsburg, Va. 

Answer.— Capillary pressures may be measured by 
either of two types of procedure: (a) direct measure¬ 
ment of capillary pressures by insertion of a micropipet 
filled with saline solution into a capillary under micro¬ 
scopic control, the pressures being read at the point 
where blood corpuscles first appear in the micropipet, 
and ( b ) indirect measurement of the external pressure 
necessary to cause the collapse of die capillaries of the - 
skin. This can be done by placing a cover glass on the 
surface of die skin and adding weights until the skin 
begins to blanch, or else pressure may be applied in 
the region of the nail bed and a low-power micro¬ 
scopic view obtained of the collapse of individual 
capillaries. By means of cedar-wood oil the surface 
layers of the epidermis can be made transparent and 
the capillaries readily seen. These indirect methods 
are not accurate because of the many variables that 
determine the end-point. The direct method and the 
equipment needed have been described by Landis , 
(Heart 15:209, 1930). The apparatus necessary for I 
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this type of measurement would have to be assembled 
by the investigator using parts obtained by commer¬ 
cial suppliers of scientific equipment. It is difficult 
and unsuitable for routine clinical work. 

TORTTCOLLIS AT BERTH 

To the Editor:— A baby had torticollis at birth. Now 
she is 9 years old, and the torticollis is a little better 
but her family is very unhappy about the condition. 
Is an operation indicated? 

I. Lutfi Vural, M.D., Y enisehir-Ankara, Turkey. 

Answer.— Torticollis present at birth is most com¬ 
monly due to fibrous contraction of one sternomastoid 
muscle, the cause of which is not certain. The generally 
favored view is that rupture of the unique arterial 
supply to this muscle at birth leads to ischemic necro¬ 
sis. Adequate surgical treatment would require a 
muscle transplant. Other possible causes are the 
Klippel-Feil syndrome (congenital fusion of the bodies 
of two or more cervical vertebrae) or congenital dis¬ 
location of the odontoid process of the axis. It should 
be possible to exclude these by roentgenograms. It 
is highly unlikely that the condition is due to neuro¬ 
logical disorder if it was present at birth. 

ULTRASONIC THERAPY FOR DUPUYTREN’S 
CONTRACTURE 

To the Editor:—I would appreciate information on 
the use of ultrasonic wave and its results in 
Dupuytrens contracture. 

R. W. Poborsky, M.D., Chicago. 

Answer.—A limited number of cases of Dupuytren’s 
contracture have been reported in the American lit¬ 
erature to have been favorably affected by use of 
ultrasound. However, ultrasonic energy and therapy 
should not be considered as a specific treatment for 
any disease. If applied properly and safely, it may be 
a useful adjunct in producing relief from such symp¬ 
toms as pain, soreness, and tenderness associated with 
nonspecific types of bursitis, periarthritis, fibrositis, 
and myofascitis. It would appear that the use of 
ultrasonic energy, as a means of decreasing the con¬ 
tracture present in Dupuytren’s contracture, is yet to 
be established. 

REPEATED X-RAY EXAMINATION OF UPPER 
GASTROINTESTINAL TRACT 
To the Editor:— Would a person who has had x-ray 
examinations of the upper gastrointestinal tract 
every six months for the past 10 years because of a 
precancerous lesion be exposed to enough radiation 
in the years to come to put him in the same category 
as one exposed to excessive ionization, with its possi¬ 
ble sequela? M.D., Michigan. 

Answer—I f the examination of the upper gastro¬ 
intestinal tract consists of a routine fluoroscopic exam¬ 
ination, which should not last more than four or five 
minutes at the outside, and two or three films, this 
type of examination would be quite safe under the 
conditions described. 


CLOTS IN THE MENSTRUAL FLOW 
To the Editor:— Do clots in the menstrual flow haw 
any special significance? . m.D., New Jersey. 

Answer— It is generally believed that menstrual 
blood clots in most instances, but it undergoes liqnefi- 
eation in the uterine cavity because of fibrinolytic 
enzymes. The blood in the vagina is therefore not 
whole blood but serum that no longer contains 
thrombin, prothrombin, or fibrinogen. The presence 
of small clots in the blood that escape from the vagina 
during menstruation is not abnormal. Fluhmann 
(Management of Menstrual Disorders, ed. 2, Phila¬ 
delphia, W. B. Saunders Company, 1956) says that 
the menstrual discharge in over 50% of instances fails 
to clot, which is in marked contrast with normal 
coagulation of blood obtained from stab wounds in 
the cervix or expelled from the uterus in pathological 
conditions. 

PAIN AFTER LIGATION OF VAS DEFERENS 
To the Editor:— A patient had a bilateral ligation of 
the vas deferens six months ago. He now has an al¬ 
most constant aching in the pubic region. Physical 
examination (prostate, barium enema, urinalysis) is 
essentially normal. Could the ligation of the vas 
deferens account for the pain? 

W. H. Mills, M.D., Greensboro, N. C. 

Answer.— The division of the vas deferens should not 
result in any aching pain in the pubic region, especial¬ 
ly if physical examination shows the prostate, urinary 
tract, and lower rectum to be entirely normal. Ligation 
of the vas deferens causes no pain except temporarily 
at the site of division. Occasionally, there is a retro¬ 
grade descent of urine up the cut end of the vas into 
the groin, and this may give a temporary inflammatory 
reaction. 

SPONTANEOUS PNEUMOTHORAX 
To the Editoh:—A 30-year-old plumbers helper ex¬ 
perienced a knife-like pain in the left side of the 
chest and partially blacked out. He had had a cold 
for one week before this. A chest x-ray showed col¬ 
lapse of the left lung to the hilus, with blunting of 
the left costovertebral angle. The latter may have 
dated from an auto accident in 1947, when there 
were fractures of several ribs. Might there be any 
connection between the collapse of the left lung and 
his occupation? The patient repeatedly goes into 
boilers to remove boiler scale from crude oil. He 
thinks that the scale is a yellow or brown sulfur 
product and states that it is so potent that, if moist¬ 
ened with water, it eats holes in his clothes. 

M.D., Alaska. 

Answer.— Nothing in this description suggests direct 
causation from any occupational pursuit. The descrip¬ 
tion of the episode conforms well to the pattern of 
spontaneous pneumothorax in which the role of infec¬ 
tion or previous injury is significant. It is possible that 
scale residues in oil-fired furnaces might possess irri¬ 
tant properties, but dusts therefrom primarily would 
bring about irritation of the mucous membranes of 
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the upper respiratory tract as the initial damage. The 
occurrence of the pneumothorax apart from chemical¬ 
ly caused Upper tract involvement tends to negate all 
opportunity to associate the collapse with any occu¬ 
pational origin. 

USE OF EPHEDRINE IN HYPERTENSIVE 
PATIENTS 

To the Editor:—I s use of ephedrine contra indicted 
in patients with hypertension and pulmonary 
emphysema? 

I. Lutfi Vural, M.D., Yenischir-Ankara, Turkey. 

Answer.— In the ordinary dosage there would seem 
to be little danger from using ephedrine in such 
patients. Hypertensive patients do not seem to be 
more unusually sensative to this drug than do nor- 
motensive patients. 

VITAMINS FOLLOWED BY ALCOHOL 
To the Editor:— If a person takes vitamins followed 
by wine or beer, would that destroy their efficiency? 

Perry B. Preston, M.D., Newark, N. J. 

Answer.— There is no information to suggest that 
the presence of alcohol in the gastrointestinal tract, in 
small quantities, would affect the efficiency of ab¬ 
sorption of die vitamins. 

EXPOSURE TO VIBRATING TOOL 
To the Editor:—O ne year ago, a 35-year-old man 
began to suffer from coldness, blanching, numbness, 
and burning of the fingertips of both hands, more 
marked on the right. These symptoms were more apt 
to occur in the morning and on exposure to cold, 
with general improvement during the summer. Ex¬ 
amination reveals only coldness of both hands and 
paresthesia of the right thumb and first and second 
fingers. Neurological consultation revealed no addi¬ 
tional information. A Venereal Disease Research 
Laboratory test on the spinal fluid was negative and 
the colloidal gold curve was 0001111000. X-rays of 
the chest, cervical spine, right wrist, and right hand 
were normal. In March, 1952, the patient worked as 
a laborer in a limestone mine, at which time his 
preplaccment examination was reported as normal. 
In June, 1952, he became a driller in this mine, and 
has worked in this capacity since. The mine is locat¬ 
ed at a depth of 2,260 ft., with an average tempera¬ 
ture of from 80 to 83 F. The average humidity is 
80%, but the dew point is reached on some drilling 
operations. The operators are subject to vibratory 
contact through their feet via the drill deck, averag¬ 
ing three to four hours per shift, and through their 
hands, averaging 12 to 17 minutes per shift. Is it 
likely that his Raynaud’s phenomenon is idiopathic 
or occupational in origin? If occupational, could it be 
due to vibration? M.D., Ohio. 

Answer.—A t all times die possibility of this condi¬ 
tion existing on an idiopathic basis is recognized. Not¬ 
withstanding, the manifestations described along with 
the work history are quite inconsistent with a variety 


of hand conditions growing out of exposure to vibrat¬ 
ing tools. However, a few features do not conform to 
die usual pattern of such affection. Thus, for example, 
a work point temperature of 83 F is less favorable to 
the appearance of this condition than 33 F or there¬ 
abouts. The query mentions a drilling unit, but it is 
not known whether it is powered by air under pressure 
or by electricity. If air pressured, it is possible that 
escaping air at the vent port may lead to marked 
chilling of the tool. If so, this becomes important as a 
contributory factor. One diagnostic step of importance 
may reside in the determination of the time required 
for the hand temperature to return to normal under 
controlled conditions and after immersion in ice water 
at 35 F for five seconds. The details of this procedure 
are set forth by Dart in his “Effects of High Speed 
Vibrating Tools on Operators Engaged in the Airplane 
Industry” ( Occtip. Med. 1:515, 1946), which will af¬ 
ford sufficient guidance that an exact diagnosis can be 
provided if the described situation is of occupational 
origin. 

REFRACTORY ANEMIA 

To the Editor:— A 65 -year-old man with refractory 
anemia had a red blood cell count of 2,300,000 per 
cubic millimeter and 54% hemoglobin nine months 
ago. A gastric analysis showed no free hydrochloric 
acid and 14 degrees total acidity. Injections of vita¬ 
min Bn were instituted and the patient received 
several blood transfusions, but improvements in 
the blood picture were of short duration. At another 
time the hemoglobin level was 11.1 gm. per 100 cc. 
and there were 24,600 platelets, 3,100,000 red blood 
cells, and 1,200 white blood cells per cubic milliliter. 
The differential count showed 3% eosinophils, 1% 
basophils, 2% staff cells, 12% segmented cells, 81% 
lymphocytes, and 1% monocytes. The lymphocytes 
were of normal morphology, and there was no evi¬ 
dence of leukemia. The reticulocyte count was 0.8%, 
the hematocrit 33%, the mean corpuscular volume 
110 cu. n, the mean corpuscular concentration 36.9%, 
and the mean corpuscular hemoglobin concentration 
33.5%. What type of anemia would this be and what 
specific therapy would be helpful? M.D., Texas. 

Answer— There are a number of diagnostic possibil¬ 
ities that are not ruled out from the data given. Hema¬ 
tological changes similar to those described can be 
found whenever the spleen is enlarged, as in cirrhosis 
of the liver with congestive splenomegaly and granu¬ 
lomatous diseases involving the liver and spleen. One 
must assume, therefore, that the patient has no signifi¬ 
cant hepatic disease, splenomegaly, lymph node en¬ 
largement, or fever. Even with this assumption, one 
cannot make a definitive statement about diagnosis or 
therapy until a bone-marrow examination is done. Ev¬ 
idences of subleukemic leukemia, multiple myeloma, 
carcinomatous metastases, and myelofibrosis are found 
not infrequently under these circumstances. On the 
other hand, if megaloblasts are present, one would 
suspect that the patient had a folic acid deficiency and 
treat him accordingly. But if the anemia is truly a re¬ 
fractory anemia as a manifestation of bone-marrow 
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failure, the marrow will be normally cellular to hypo- 
cellular and show no abnormal forms. The cytopenia 
under these circumstances may be due to a failure of 
production of cells, to an increased rate of their de¬ 
struction, or to a combination of the two factors. At 
times, the rate of destruction is so great that the mar¬ 
row, even though it might be making cells at a rate 
greater than normal, cannot keep up—bringing about a 
state of relative hypoplasia or marrow failure. It would 
be distinctly worthwhile, if possible, to detect a hemo¬ 
lytic component to the anemia (as by tagging the red 
blood cells with radiochromium and measuring their 
life span within the circulation and also by performing 
a Coombs test for the detection of red blood cell anti¬ 
bodies. 

Transfusions with fresh, whole blood remain the 
core of any treatment program for refractory anemias. 
It is good practice to give enough blood to keep 
the hemoglobin level, if possible, at 9 gm. per 100 cc. 
or above. Cross match procedures should include an in¬ 
direct Coombs test. A few patients with refractory 
anemia show improvement when they are given mod¬ 
erately large doses of Meticorten (10 mg. four times 
daily). If a good response is obtained, the dose should 
be slowly decreased to the minimum level capable of 
maintaining the improvement. If Meticorten is ineffec¬ 
tive, one might try giving cobalt (50 to 100 mg. of co- 
baltous chloride per day), but this substance is only 
rarely helpful, and many patients find it difficult to 
tolerate these doses. Lastly, a thorough search for ex¬ 
posure to possible bone-marrow toxins should be 
made. Organic solvents, aniline dyes, heavy metals, and 
drugs must all be suspect. 

AGENESIS OF THE BREAST 
To the Editor.—W/ iat is the treatment for a 13-year- 
old girl with a left breast that is not developing? 
She began menstruating at 11, and her right breast 
has developed normally in line with her adolescent 
changes. She is normal in other respects. Her left 
pectoral muscles are normal, and the nipple of the 
left breast is present. Are there any other causes of 
this . condition . besides a congenital anomaly? Can 
the breast be stimulated to grow? Is plastic surgery 
indicated to correct the appearance of this condi¬ 
tion? Is cancer more apt to develop in this kind of 
breast? Is a biopsy recommended? I would like to 
avoid making the girl too self-conscious or too can¬ 
cer-conscious. M.D., Michigan. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer— This girl probably has an anomaly of de¬ 
velopment. The nipple and the gland tissue develop 
normally without close dependence of one on the oth¬ 
er, and therefore the presence of the left nipple is not 
an argument against the hypothesis of failure of devel¬ 
opment of the gland tissue. No other causes of this 
condition are known. Since the girls own hormones 
have acted successfully on the right side, endocrine 
treatment could not be expected to be helpful. If the 
patient is reassured, wears an artificial breast, and has 


a good psychological consultation, this would be ade¬ 
quate treatment. Plastic operation would be of no 
value and might be harmful. 

Answer.— The condition described can only be 
called agenesis of the breast, which is to be consid¬ 
ered a congenital anomaly for which there is no indi¬ 
cated treatment. Plastic surgery should not be tried 
in a girl of this age nor considered until the left breast 
has achieved full maturity, at a much later date. It is 
barely possible that by the time the left breast is fully 
matured, plastic surgery will have arrived at such a 
point that serial implants of fatty tissue may be able 
to compensate for the absence of the breast. There is 
no reason to suppose that cancer is more likely to de¬ 
velop in this breast, and it is more likely not to. There 
seems to be no indication for a biopsy. An attempt 
should be made to find a plastic breast that can be 
used by this girl for cosmetic purposes. 

PREGNANCY AT 49 YEARS OF AGE 

To the Editor:— Is it unusual for a woman 49 years 

of age to have a child after nine years of childless 

marriage? m.D., Maine. 

Answer.— Pregnancy after 46 years of age is very 
unusual. Davis and Seski (Surg. Gynec. 6- Obst. 
87:145, 1948) say that at the Chicago Lying-in Hospi¬ 
tal only two women of 46 and two of 48 gave birth to 
children in over 50,000 deliveries. Eastman (Williams 
Obstetrics, ed. 10, New York, Appleton-Century- 
Crofts, Inc., 1950, p. 200) says that pregnancy after 
the age of 47 is rare. In 65,000 deliveries at the Johns 
Hopkins Hospital only one such case was recorded and 
that in a feeble-minded colored woman who stated 
she was 49 but may not have known her correct age. 
Greenhill (Obstetrics, ed. 11, Philadelphia, W. B. 
Saunders Company, 1955, p. 102) delivered a woman 
52 years of age, but she had had two previous chil¬ 
dren. While it would be an extreme rarity for a 
woman of 49 who had been married for nine years 
without a pregnancy to conceive, it is not impossible, 
especially if she were still menstruating regularly at 
the age of 49. 

STORAGE OF IRON IN THE BODY 

To the Editor:— What is the average storage in the 

adult body of metallic iron, expressed in grams? 

How much iron can be safely given at one time 

intravenously? M.D., New York. 

Answer .— 1 The average store of metallic iron in a 
healthy adult body is 3 to 5 gm., about 55% of which 
is in the circulating hemoglobin. The amount of iron 
that can be given safely at a single dose intravenously 
is related to the total number of doses given and the 
patient’s condition in relation to his iron metabolism. 
Iron in high concentration is cytotoxic. Frequent 
transfusions may lead to transfusion hemosiderosis. 
Each pint of blood contains 0.2 to 0.25 gm. of iron. In 
hemochromatosis there is an iron overload frequently 
associated -with "fibrosis of the liver, diabetes, and 
evidence of myocardial damage, although it is not 
clear how much of this syndrome is due to the toxic 
effects of the iron. 
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permanent removal of excess hair 

To the Enrron:— Please discuss the techniques of per¬ 
manently removing excess hair for cosmetic reasons, 
and supply information regarding the type of short¬ 
wave apparatus apparently being used in beauty 
salons. 

Russell O. Settle, M.D., Leavenworth, Kan. 

Answer.— Two methods or techniques used for the 
removal of hair are electrolysis and surgical diathermy. 
The former seems to be more commonly used by 
dermatologists than the latter. In electrolysis, a direct 
current is applied by means of a needle (the active 
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electode connected to the negative pole of the source 
of direct current), which is inserted into the hair 
follicle, and a dispersive inactive electrode. High- 
frequency short-wave currents from surgical diathermy 
units, whose currents can be adjusted to a fine degree, 
are used for the removal of hair. A discussion of 
electrolysis can be found in the article by Cipollaro 
entitled Electrolysis in “Handbook of Physical Medi¬ 
cine and Rehabilitation,” selections authorized for 
publication by the Council on Physical Medicine and 
Rehabilitation, American Medical Association (New 
York, Rlakiston Company, 1950). 


RESEARCH REVIEWS 


From time to time there will be published in this section of The Journal brief but not neces¬ 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for The Journal.—Ed. 


BLOOD COAGULATION 

Some years ago, it was stated in these pages' that 
“in the process of blood coagulation, thromboplastin 
acting on prothrombin in the presence of calcium 
forms thrombin, which in turn causes fibrinogen to 
change to fibrin.” 

Essentially this concept is still accepted today. As 
it was thought then so it is today that there are certain 
factors that accelerate the process of blood coagula¬ 
tion. Many different names have been given to several 
of these factors that have been discovered in recent 
years. A good deal of confusion has been created as 
different investigators refer to one and the same sub¬ 
stance by different names. In some instances it is not 
certain whether they do refer to the same substance. 
Some accept the existence of certain of these acceler¬ 
ators or activators of blood coagulation while others 
deny it. National and international bodies have now 
tried to bring some order into this confusion. 

In Britain, a group met in Oxford in July this year 
and agreed on certain recommendations that were sub¬ 
mitted to the International Committee on Blood Clot¬ 
ting Factors. This committee, under the chairmanship 
of Irving S. Wright, met during the sixth Congress of 
the International Society of Hematology in Boston in 
September. General agreement appears to exist that 
prothrombin is a single substance that is converted 
into thrombin during blood coagulation. According 
to W. H. Seegers, 2 Wayne State University, Detroit, 
prothrombin is a glycoprotein with a molecular weight 
of about 68.000; it contains 18 amino acids and carbo¬ 
hydrate. The view of this worker that prothrombin 
-can slowly change to thrombin in the absence of any 
other substances is at this time not general!}’ accepted. 
Although some do and others do not agree with him 
that pure prothrombin will change slowly to thrombin 
in such concentrated solutions as for instance 25% 
sodium citrate, there is general agreement that in 
normal blood coagulation the presence of certain 
accelerator substances is necessary to convert pro¬ 
thrombin to thrombin at the normal rapid rate. Factors 


that are generally recognized to play an essential part 
in blood coagulation under physiological conditions 
are calcium ions; factor V, which is thought to be 
identical with “accelerator globulin” (Ac-globulin), 
“pro-accelerin,” “prothrombin accelerator,” and “labile 
factor”; factor VII, which is thought to be identical 
with “serum prothrombin conversion accelerator” 
(SPCA), “pro-convertin,” “autoprothrombin I,” and 
“stable factor”; factor VIII, which is thought to be 
identical with “alpha prothromboplastin,” “antihemo¬ 
philic globulin,” “thromboplastinogen A,” and plate¬ 
let co-factor I”; and factor IX, which is thought to be 
identical with "Christmas factor,” “plasma thrombo¬ 
plastin component” (PTC), “beta prothromboplastin,” 
“thromboplastinogen B,” “platelet co-factor II,” and 
“autoprothrombin II.” 

Seegers" believes that during normal blood coagula¬ 
tion some of the prothrombin is converted into “auto¬ 
prothrombin I” and “autoprothrombin II.” He has 
stated that about 8% of prothrombin becomes “auto¬ 
prothrombin I,” and a considerable proportion, as yet 
uncalculated, becomes “autoprothrombin II.” When 
these factors have thus been formed, he believes that 
they play their part in the coagulation process together 
with the other substances that have been known to 
act as activators and catalysts. 

Some of these substances have been linked with 
certain hemorrhagic disorders: “parahemophilia” is 
thought to be a factor V deficiency. “Hypoproconver- 
tinemia” or SPCA deficiency has been related to factor 
VII. Some workers believe 4 that a substance present 
in the plasma or serum in classic hemophilia inhibits 
the action of the antihemophilic factor (factor VIII), 
and that in Christinas disease, or PTC deficiency, there 
is a decrease in the concentration of factor IX (“Christ¬ 
mas factor”). 

It is of interest to observe the variations in the con¬ 
centration of these substances during anticoagulant 
therapy. Anticoagulants appear to act by different 
mechanisms. At Wayne State University, Detroit, a 
study is now in progress to test the effects of 10 differ- 
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ent anticoagulants on the concentration of the various 
factors that normally take part in the process of blood 
coagulation. 

The determination of the prothrombin concentration 
is in general a satisfactory means of controlling anti¬ 
coagulant therapy. A method for die routine determi¬ 
nation of plasma prothrombin has been described 
recently.’ P. M. Arscott, J. L. Koppel, and J. H. Ol- 
win, 8 Presbyterian Hospital, Chicago, claim that the 
TAMe assay is a satisfactory and desirable substitute 
for die presently used one-stage and two-stage tech¬ 
niques and that the method is reliable and clinically 
useful. 

While a good deal of interest has been focused on 
substances that prolong coagulation time, relatively 
little attention has been paid to factors that may be 
important in contributing to the occurrence of 
thromboembolic incidents apart from the state of the 
vessel walls. Certain dietary factors are now suspected 
to influence the coagulability of the blood. 

Impetus to intensive work in this field has come 
from the observation that, at any rate, in the test tube 
human blood clots more quickly after the ingestion of 
fat. Whether this effect may be of clinical importance 
in the etiology and management of coronary thrombo¬ 
sis and thromboembolism following surgical opera¬ 
tions and childbirth is a question as yet to be answered. 
If the ingestion of fat does increase the coagulability 
of blood in vivo, it may also be of interest in the con¬ 
trol of gastrointestinal bleeding and hemorrhage from 
large surfaces. 

At a meeting of the Physiological Society of Phila¬ 
delphia in 1951, 7 it was reported that the ingestion of 
cream by healthy subjects and patients suffering from 
a variety of diseases, with the exception of cancer, 
produced a significant shortening of the coagulation 
time. Blood from cancer patients gave a subnormal 
response. 8 The exacting technique required to insure 
reliable and comparable results in the determination 
of the blood coagulation time makes it unlikely that in 
its present form this test may become a laboratory aid 
in the diagnosis of cancer'. At Temple University, 
Philadelphia, J. M. Waldron and his colleagues are 
now directing their efforts toward determining the 
mechanism that causes the difference in coagulation 
time. 

British 0 and Italian 10 workers have also reported 
that the intake of fat shortens the coagulation time. 
J. R. O’Brien, Portsmouth, England, is now convinced 
that after a meal containing fat there is a significant 
shortening of the coagulation time as measured by in 
vitro methods in the laboratory. The pace of these in¬ 
vestigations has been mounting rapidly on both sides 
of the Atlantic. In a recent study in the United States, 
the effects of meals containing butterfat, com oil, 
coconut oil, and sardine oil emulsified with skim milk 
were compared with those of boiled rice and sugar 
emulsified in a similar amount of skim milk. 11 All the 
fatty meals produced a significant shortening of the 
coagulation time. There appeared to be no correlation 
between visible lipemia and coagulability. Average 
coagulation times were 4 minutes shorter after the fish 
oil and 7.3 to 9.2 minutes shorter after the other fats 
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than after the carbohydrate meal, while visible lipemia 
was marked after butterfat and corn oil, almost nil 
after coconut oil, and variable from individual to indi¬ 
vidual after fish oil. The effect on the coagulation time 
was limited to a few hours after the meal and was not 
cumulative. 

According to the observations of Ancel Keys and his ' 
collaborators at the University of Minnesota, there 
appears to be no statistically significant difference in 
the shortening of the blood coagulation time produced 
by the ingestion of fats of varying degrees of satura¬ 
tion. This contrasts with the effects on the blood 
cholesterol level of unsaturated fatty acids reported 
recently. 12 Several groups of workers have drawn at¬ 
tention to a possible relation between the phospho¬ 
lipids in food, in particular ethanolamine phosphatide, 
and the shortening of coagulation time. 13 

The question of the influence of fat ingestion on 
blood coagulation time in man should be considered 
separately and kept apart from a study of the factors 
that may play a part in the etiology of atherosclerosis. 
Its possible clinical implications are intriguing and, if 
proved to be significant in vivo, of major practical J 
importance. 
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« Washington News » 


New Health-Welfare Budget up 23% • • 

AHA Receives Heart Research Grant • • 

Revised Brickcr Amendment Introduced • • 

Civil Defense Narcotics Procurement • • 

ADMINISTRATION BUDGET REQUESTS 

The Eisenhower administration’s budget for the De¬ 
partment of Health, Education, and Welfare calls for 
a 23% increase over current spending, including 6.5% 
more money for the Public Health Service. Funds re¬ 
quested from Congress are to pay expenses for the 
195S fiscal year, starting next July 1. 

Highlights in the White House requests are a con¬ 
tinuation of the record-high spending for research at 
the Institutes of Health, 15 million dollars for the first 
year of a proposed new program of construction and 
equipment grants to medical and dental schools, a de¬ 
crease in total money for the Hill-Burton hospital 
construction program, a 16.7% boost in money for the 
Office of Vocational Rehabilitation, a 26.3% boost to 
finance the Food and Drug Administration, and a 
sharp increase for work on chronic diseases and health 
of the aged. 

The proposed medical-dental school grants are men¬ 
tioned in connection with a request for another 30 
million dollars to continue construction-equipment aid 
to medical research projects. In its last session Con¬ 
gress failed to pass administration-backed legislation 
to set up a similar program for help to the schools. 

Last year Congress about doubled appropriations 
to support research at the National Institutes of Health. 
For the next fiscal year, the administration is asking 
enough money (3190,200,000) to continue support of 
research projects at approximately the (present) rec¬ 
ord level. 

While some increases are shown for all but one 
institute, the largest increments are requested for 
studies in arthritis and metabolic diseases, from $15,- 
800,000 to $17,800,000; and allergy and infectious 
diseases, $13,200,000 to $17,400,000. Funds requested 
for cancer studies are the exception—a decrease from 
$48,400,000 being spent the current fiscal year to $46,- 
900,000. For general research and services, an increase 
was asked from $12,100,000 to 14 million dollars. 

In the opinion of the administration, not as much 
money will be needed next year for the Hill-Burton 
hospital construction program as the operation is 
spending this year. The total decrease is $4,200,000, or 
a drop from 125 million dollars to $121,200,000. This 
represents a decrease of $12,800,000 in money for the 
“old” program from $102,800,000 to 90 million dollars, 
which more than balances an increase of 9 million 
dollars, from 21 million to 30 million dollars, in the 
new” part of the program. 

To expand scientific research on new problems of 
food and drug protection as well as to step up the 
rate of inspection, the White House is asking $10,- 
500,000 for the Food and Drug Administration, com¬ 
pared with $7,900,000 that the FDA has at its disposal 
for the current year. 


•From the Washington Office of the American Medical Asso¬ 
ciation. 


In an effort to rehabilitate 90,000 disabled persons, 
$50,900,000 is requested for the Office of Vocational 
Rehabilitation, compared with $43,600,000 for this 
year. One of the objectives is “a more comprehensive 
program to demonstrate practical methods of rehabili¬ 
tating the severely disabled.” 

The Public Health Service is embarked on a greatly 
expanded program of work in the problems of the 
aged, and Congress is asked for $2,700,000 in this field, 
compared with the $541,800 current figure. Included 
in the new total would be $1,500,000 for special project 
rants to public or private nonprofit agencies and 
1,200,000 for technical assistance and research. 

For air pollution control, the budget calls for $4,- 
100,000, about double the amount now available in 
this area. This is described as “a problem of growing 
national importance.” The $6,600,000 asked for water 
pollution control likewise would be approximately 
double the present rate of spending. 

To support and stimulate development of better 
local public health programs, 15 million dollars is 
asked, an increase of 3 million dollars. To help in 
training physicians, nurses, engineers, and other spe¬ 
cialists in public health work, 2 million dollars is 
asked, again a 50% increase; for nurse training, the 
increase also is about 50%, from 2 million to 3 million 
dollars. 

The administration is requesting $5,800,000 for hos¬ 
pital and clinic construction for the Indians and is 
renewing a request, turned down last year by Con¬ 
gress, for $800,000 for reservation sanitation facilities. 
The general Indian health appropriation would be 
increased from $5,200,000 to $43,900,000. 


HEART DRUG EVALUATION 

The largest grant of its kind ever approved by the 
Public Health Service, $575,000, goes to the American 
Hospital Association for an evaluation of the effec¬ 
tiveness of drugs in treating heart disease. Specifically, 
the award is to Alan E. Treloar, Ph.D., director of re¬ 
search for the AHA, to coordinate a nationwide pro¬ 
gram in which a number of research teams will be 
involved. The first study will be in hypertension. 

Discussing the grant, Surgeon General Burney said: 
“A large scale clinical study such as this is needed to 
evaluate as rapidly as possible new forms of treatment 
developing in the heart field. The many new drugs for 
high blood pressure, for example, offer great promise 
for control of this condition, which afflicts some 4,500,- 
000 people. The American Hospital Association study 
will provide a testing program for these drugs and 
others as they are developed on a scale not heretofore 
possible. Its result will be of wide interest and will 
help provide information that we do not now have as 
to the most effective drugs or combinations of drugs, 
dosages, and so on.” 

Dr. Treloar and the AHA plan to place responsibility 
for establishing guiding principles for die program in 
the hands of “an advisory board of eminent medical 
research workers and clinicians.” The Public Health 
Service said, “It is expected that the board rail include 
(Continued on next page) 
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Washington News—Continued 

a representative of the committee on research of the 
AMA’s Council of Pharmacy and Chemistry and also 
of the American Heart Association.” 

The AHA has applied to the federal health facilities 
council for a 50-50 matching grant for construction of 
a sixth floor on the new AHA headquarters building in 
Chicago. If this eventually is approved, the new re¬ 
search program will be conducted there. Meanwhile, 
the plan is to rent quarters to provide headquarters 
space for the study. At its last meeting the council 
failed to act on this construction grant application, but 
it still is pending. 

In its application for the $575,000 heart grant, the 
AHA said in part: “Clinicians are bewildered by the 
stream of new drugs being commended to them 
through masses of highly competitive advertising. 
Expository articles in the professional journals, re¬ 
counting regimens of personal choice, do not serve 
well to solve the problem presented because of differ¬ 
ences in opinions expressed. Thus the preferences of 
most physicians for drugs to relieve hypertension are 
based more on accident than on substantial evidence 
such as would appeal to the profession generally. The 
drugs have not yet been adequately evaluated. It has 
been pointedly stated ... by several leaders in die field 
that this area of therapy is in a chaotic state. Recog¬ 
nition is abundant that evaluation of drug tiierapy for 
the management of hypertension is a very important 
problem in health care of the nation, one affecting a 
large portion of die total population and deeply in¬ 
volving a major part of the medical profession. The 
problem should be faced squarely. The American Hos¬ 
pital Association ... is ready to assist in the solution 
of this problem.” 


TREATY PROTECTION 

Senator Bricker, continuing his efforts to protect 
domestic law against encroachment by treaties, has 
offered a new version of his constitutional amendment. 
An earlier version, opposed by President Eisenhower, 
was defeated in the Senate by a one-vote margin in 
1954, a two-diirds majority being necessary. Senator 
Bricker has conferred with die President recently, but 
he has not indicated whedier Mr. Eisenhower has been 
won over to the new words. The text of die new pro¬ 
posal follows: 

“Section 1. A provision of a treaty or odier inter¬ 
national agreement not made in pursuance of diis Con¬ 
stitution shall have no force or effect. This section shall 
not apply to treaties made prior to the effective date 
of this Constitution. 

“Section 2. A treaty or other international agreement 
shall have legislative effect within die United States 
as a law thereof only tiirough legislation, except to die 
extent that die Senate shall provide affirmatively, in h s 
resolution advising and consenting to a treaty, that die 
treaty shall have legislative effect. 

“Section 3. An international agreement other than a 
treaty shall have legislative effect widiin die United 
States as a law tiiereof only through legislation valid in 
the absence of such an international agreement. 

“Section 4. On the question of advising and consent¬ 
ing to a treaty, the vote shall be determined by Yeas 
and Nays, and the names of the Senators voting for 
and against shall be entered on the Journal of the 
Senate.” 
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NARCOTIC STORAGE 

Federal civil defense authorities are taking steps to 
set up a stand-by procedure for procurement of nar¬ 
cotics for medicinal use during a civil defense emer¬ 
gency. The program contemplates the cooperation of 
physicians, druggists, hospitals, and clinics. 

The Federal Civil Defense Administration has never 
stockpiled narcotics locally, because of the potential 
security burden on local civil defense units and the 
U. S. Bureau of Narcotics. Accordingly, the FCDA has 
come up with this plan: 1. All state and local defense 
units should determine those individuals or agencies 
who arc registered under the narcotics laws and obtain 
their cooperation in maintaining an adequate but not 
excessive stock of narcotics under “proper protective 
safeguards.” 2. As many as possible of the doctors and 
other persons and organizations licensed to handle 
drugs should be made a part of the state and local 
civil defense operational structure. The FCDA includes 
manufacturers and wholesalers. 3. From these cate¬ 
gories, selected persons would be designated as civil 
defense narcotics procurement officers. They would 
function only in time of an emergency declared by 
Congress or tbe President. 4. In the emergency, such 
officers using special FCDA forms would have the 
authority to acquire narcotics for civil defense use from 
existing sources of supplies. Stocks taken from these 
sources would be delivered to casualty care stations 
or hospitals in disaster areas. 

In another announcement, the FCDA disclosed plans 
for purchase of another 1,000 emergency hospital as¬ 
semblies. These units are generally of 200 beds. When 
delivery is completed at the end of this June, the total 
units will be 1,932. 


MISCELLANY 

The Food and Drug Administration has ruled that 
it nail not permit ointments and lotions containing 
hydrocortisone and hydrocortisone acetate to be sold 
without prescription. The FDA said there is insufficient 
evidence to show how much hydrocortisone is ab¬ 
sorbed through the skin and the clinical significance 
of such absorption. . . . The Atomic Energy Commis¬ 
sion has awarded 34 life science research contracts in 
the field of medicine. Five of these are new contracts 
totaling $43,014. . . . The Veterans Administration, in 
reviewing 610,000 compensation and pension claims of 
veterans, found 94% required no adjustment. The re¬ 
view, covering 1,708,000 cases, will be completed in 
another three years.... The eighth Annual Symposium 
on Recent Advances in the Study of Venereal Diseases 
will be held at the Department of Health, Education, 
and Welfare in April. The sessions are open to profes¬ 
sional personnel. . . . The United States Air Force has 
assigned two pressurized C-131A Convair “Samaritan” 
aircraft to the Europe Aeromedical Evacuation System. 
These aircraft have a high service ceiling, and military 
patients from the Mediterranean and Middle East can 
new be flown directly over tire Alps to U. S. hospitals 
in Germany.... The National Committee on Radiation 
Protection and Measurement has printed a preliminary 
statement of its new recommendations on permissible 
radiation exposure. The statement sets out tire essential 
changes that will be introduced into a revision of the 
handbooks on radiation protection. . . . Fluoride can 
now be added to city water supplies at the average 
cost of 3 cents per person per year. A new dissolver, 
developed by two Public Health Service scientists, now 
makes possible the use of fluorspar, the least costly 
form of fluoride. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 

3957 Annual Meeting, New York, June 3-7. 

1957 Clinical Meeting, Philadelphia, Dec. 3-8. 

1958 Annual Meeting, San Francisco, June 23-27. 

3958 Clinical Meeting, Minneapolis, Dec. 2-5. 

1959 Annual Meeting, Atlantic City, June 8-12, 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

Annual Congress on Industrial Health, Biltmore Hotel, Los Angeles, 
Feb. 4-6. Dr. B. Dixon Holland, 535 North Dearborn St., Chicago 10, 
Secretary- 

Annual Congress on Medical Education and Licensure, Palmer 
House, Chicago, Feb. 10-12. Dr. Edward L. Turner, 535 North Dear¬ 
born St., Chicago 10, Secretary. 

National Conference on Rural Health, Brown Hotel, Louisville, Ky., 
March 7-9. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 

American Academy of Allergy, Statler Hotel. Los Angeles, Feb. 4-6. 
Mr. James O. Kelley, 208 East Wisconsin Avenue, Milwaukee 2, Execu¬ 
tive Secretary. 

American Academy of Occupational Medicine, Shoreham Hotel, Wash¬ 
ington, D. C., Feb. 13-15. Dr. Leonard J. Goldwater, 600 W. 168th St., 
New York 32, Secretary. 

American Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 26-31. Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3, Execu¬ 
tive Secretary. 

American College of Allergists, Palmer House, Chicago, March 20-22. 

Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., Secretary* 
American College of Radiology, Drake Hotel, Chicago, Feb. 8-9, Mr. 
William C. Stronach, 20 North Wacker Drive, Chicago 6, Executive 
Secretary. 

American Orthopsychiatric Association, Hotel Sherman, Chicago, 
March 7-9. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Secretary. 

American Protestant Hospital Association, Palmer House, Chicago, 
Feb. 27-March 1. Mr. Albert G. Hahn, Protestant Deaconess Hospital, 
Evansville, Ind„ Executive Secretary* 

Atlanta Graduate Medical Assembly', Atlanta, Ga., Feb. 18-20. Mrs. 

Stewart R. Roberts. 15 Peachtree Place N.W., Executive Secretary. 
Central Surgical Association, Drake Hotel, Chicago, Feb. 21-23. Dr. 

Charles D. Branch, 102 North St., Peoria, Ill., Secretary. 

Chicago Medical Society Annual Clinical Conference, Palmer 
House, Chicago, March 5-8. Dr. George C. Turner, 86 E. Randolph St., 
Chicago 1, Secretary* 

Dallas Southern Clinical Society, Dallas, Texas, March 18-20. Miss 
Helga Boyd, Room 433, Medical Arts Bldg., Dallas 1, Texas, Executive 
Secretary, 

Eastern Conference ok Radiologists, Waldorf-Astoria Hotel, New York, 
March 7-9. Dr. Sidney Rubenfeld, Bellevue Hospital Center, New York 
16, Chairman. 

Intermountain Pediatric Society, Hotel Riviera, Las Vegas, Nev., 
March 18-19. Dr. Merritt Egan, 2000 South Ninth East St., Sait Lake 
City, Secretary. 

Michigan Clinical Institute, Sheraton-Cadillac Hotel, Detroit, March 
13-15. Dr. L. Femald Foster, 606 Townsend St., Lansing 15, Secretary. 
New Orleans Graduate Medical Assembly, Municipal Auditorium, 
New Orleans, March 11-14. Dr. Maurice E. St. Martin, Room 103, 1430 
Tulane Ave., New Orleans 12, Secretary. 

New York, Medical Society of the State of, Sesquicentennial Con¬ 
vention, Hotel Statler, New York City, Feb. 18-21. Dr. Walter P. 
Anderton, 386 Fourth Ave., New York City 16, Secretary. 

Nonra Pacific Society of Internal Medicine, Tacoma, Wash., March 
23. Dr. Clarence C. Pearson, 1118 Ninth Ave., Seattle 1, Secretary. 

Regional Meetings: 

American College of Cardiology: 

New York, Waldorf-Astoria Hotel, Feb. 16. Dr. Philip Reichert, 
Empire State Bldg., New York 1, Secretary. 

American College of Obstetricians and Gynecologists: 

District V, Netheriand-Hilton Hotel, Cincinnati, March 2. Dr. Arthur 
G. King, 199 William Howard Taft Road, Cincinnati 19, Chairman. 
American College of Physicians: 

Delaware, Wilmington, Feb. 9. Dr. Ward W. Briggs, 1026 North 
Jackson St., Wilmington 2, Chairman. 

Kansas, Topeka, March 15. Dr. William C. Meninger, 317 West 6th 
Ave., Topeka, Secretary, 

Missouri, St. Louis, Feb. 23. Carl V. Moore, 600 S. Kingshighway 
Blvd., St. Louis 10, Governor. 

Southern California. Santa Barbara, Feb. 23-24. Harry E. Henderson, 
1421 State St., Santa Barbara, Chairman. 

Virginia, Williamsburg, March 2. Dr. Charles M. Caravati, 807 W. 
Franklin St., Richmond 20, Governor. 

American College of Surgeons: 

D. C., Washington, Sheraton-Park Hotel, March 18-20. Dr. W. Ross 
Morris, 1801 Eye St. N.W., Washington, D. C.» Chairman. 

Louisiana, New Orleans, Jung and Roosevelt Hotels, Feb, 4-7. Dr. 
Howard R. Mahorner, 2030 St. Charles Ave., New Orleans 13, 
Chairman. 

Washington, Seattle, Olympic Hotel, Feb. 28-March 2. Dr. Henry N. 
Harkins, University of Washington School of Medicine, Seattle 5, 
Chairman. 
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United States Section, International College of Surceoxs* 
Mid-Atlantic, White Sulphur Springs, W.Va., Greenbrier Hotel* 
10-13. Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va., Chairman 

South Atlantic Association of Obstetricians and Gynecologists 
Francis Marion Hotel, Charleston, S. C., Feb. 6-8. Dr. C. H. Maury 
Bowman Gray School of Medicine, Winston-Salem, N. C., Secretary * 

States’ Medical Postgraduate Association, Palmer House, Chicago 
Feb. 10. Miss Charlotte W. Troutwine, 30 Fenway, Boston *15, Mass. 
Secretary. 

Western Society for Clinical Research, Carmel-by-the-Sea, Calif 
Jan. 31-Feb. 2. Dr. Arthur J. Seaman, 3181 S.W. Sam Jackson Park Ri 
Portland 1, Ore., Secretary. * 

FOREIGN AND INTERNATIONAL 

Assembly of Association of French Speaking Doctors, Great Hall 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France Oct 
16-18, 1957. For information address: General Secretary, Congi^s Fran¬ 
cois de M£decine, Prof. G. Boudin, Paris, France. 

Canadian Medical Association, Edmonton, Alberta, Canada, June 17-21 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Oat., Canada) 
General Secretary. 

College of General Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St, 
Toronto 5, Ont., Canada, Executive Director. 

Congress of French Chapter, International College of Surgeons, Reims, 
France, May 31-June 1, 1957. Dr. Darget, 17 rue Casteja, Bordeaux 
(Gironde) France, Secretary General. 

Congress of French Society of Ophthalmology, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazarc, Paris 9e, France, 
Secretary. 

Congress of International Anesthesia Research Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

Concress of International Association for Study of the Bronchi, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

Congress of International Society for Cell Biology, St. Andrewi, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Cailan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

Congress of International Society of Orthopedic Surgery and 
Traumatology, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, me Montoyer, Bmssels, Belgium. 

Congress of International Society of Surgery, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

French Congress of Otolaryngology, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Paris, 
France. 

Health Congress of Royal Society for the Promotion of Health, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, S.W.l, England, Secretary. 

Inter-American Congress of Pan American Medical Association, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U. S. A., Executive Director. 

Inter-American Medical Convention, Hotel El Panama, Panama City, 
Republic of Panama, April 3-5, 1957. Dr. William T. Bailey, Medical 
Association of the Isthmian Canal Zone, Box "E", Balboa Heights, 
Canal Zone, Chairman, Publicity Committee. 

Interim Congress of Pan American Association of Ophthalmology, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U. S. A., President. 

International Academy of Proctology, The Plaza Hotel, New York, 
N, Y„ U. S. A., April 29-May 2, 1957. Dr. Alfred J. Cantor, 43-55 
Kissena Blvd., Flushing, N. Y., Secretary, 

International Conference on Audiology, Chase Hotel, St. Louis, Mo*. 
U. S. A., May 13-16, 1957. For information address: Dr. S. Richard 
Silverman, Central Institute for the Deaf, 818 South Kingshighway, 
St. Louis, Mo., U. S. A. 

International Conference on the Influence of Living and Working 
Conditions on Health, Cannes, France, Sept. 27-29, 1957. For infor¬ 
mation address: Secretariat, World Congress of Doctors, Vienna 1* 
Wollzeile 29/3, Austria. 

International Congress on the Biology of the Hair Follicle and 
the Growth of Hair, Royal Society of Medicine, London, England, 
Aug. 7-9, 1957. Dr. G. H. Bourne, London Hospital Medical College, 
Whitechapel, London E.l, England, Hon. Secretary. 

International Congress of Clinical Pathology. Brussels, Belgium, 
July 15-20, 1957. Prof. M, Welsch, Service de Bacteriologie et de 
Parasitologic, Universite de Liege, 32 Blvd., de la Constitution, Liege, 
Belgium, Secretary General. 

International Congress of Dermatology, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudklimken, 
Stockholm 60, Sweden, Secretary General. 

International Congress of Electroencephalography and Clinical 
Neurophysiology, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A* ^ 

International Congress of European Society of Haematology,- 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

International Congress of International Society of Anciology# 
Atlantic City, N. J., U. S. A., Oct. 10-13, 1957. Dr. H. Haimovici, 165 
East 90th Street, New York 28, New York, U. S. A., Secretary General. 

International Congress of International Society of Broncho- 
esophagology. Philadelphia, Pennsylvania, U. S. A., May 12-13, 

Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penu- 
sylvania, V. S. A., Secretary. , 

International Congress on Medical and Scientific Film, Palace o 
Expositions at the Valentino, Turin, Italy, June 1-9,1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Itaiy- 

(Contlnued on page 28) 
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GENERAL MEDICAL ASPECTS OF . AUTOMOBILE CRASH INJURIES AND DEATHS 

Fletcher D. Woodward, M.D., Charlottesville, Va. 


In 1925 there were 20 million automobiles and the 
death rate was 19 per 100 million miles. In 1955 there 
were 60 million automobiles, but the death rate had 
been reduced to 6.4. This is a most gratifying improve¬ 
ment, for otherwise the deaths last year would have 
numbered over 100,000 instead of 38,000. The credit 
for tin's result is due to the automobile manufacturers, 
the police, and the many national, state, and local 
safety organizations whose indefatigable work over the 
years made this improvement possible. 

However, the doctors who are called upon to pro¬ 
nounce death or to treat these unfortunate victims 
night and day are concerned with the fact that there 
is also a slow but steady increase in the total number 
of deaths and injuries each year. In 1946, there were 
34,000 deaths; in 1954, 36,000; and in 1955, 38,000. 
These deaths were associated with a comparable in¬ 
crease in injuries, which last year numbered well over 
one and one-quarter million. If this trend is con¬ 
tinued, tire National Safety Council estimates that in 
1966 there will be 53,000 deaths with 83 million cars, 
and a corresponding increase in injuries. In a search 
for the causes of this tragic toll each year, two factors— 
speed and drunken driving—stand out above all the 
rest, so our energies should be directed to curb these 
two outstanding killing factors if we are to halt our 
barbarous progress. 

I first became interested in this problem some eight 
years ago because of the influence of Dr. Claire Straith 
of Detroit and because my department in the Univer¬ 
sity of Virginia Hospital was responsible for the care 
of faciomaxillary and jaw injuries, which were increas¬ 
ing at an alarming rate. In questioning several hun¬ 
dred patients who were able to give a reason for their 
injuries, we found that the great majority of those in 
the front right seat attributed their injury to the head 
and face to impact against the windshield and dash¬ 
board and those who had injury to the pelvis and legs 
to impact against the dashboard; among the drivers, 
the majority of serious injuries were to the chest from 
impact against the steering wheel and post. 


• The increase in the absolute number of fatal auto¬ 
mobile accidents per year in the United States is off¬ 
set somewhat by a decrease in number of deaths per 
million miles of travel. This encourages hopes of 
further success in a program of prevention. Public 
apathy must be overcome by education; traffic laws 
need continued revision; and safer automobiles must 
be provided. The requisite basis of facts for this pro¬ 
gram should be obtained by research. A foundation 
for this purpose should be financed by contributions 
from the many agencies who would benefit by its 
findings. 


These results were impressive enough for me to 
choose them as a subject for a Chairman’s address 
before the Section of Laryngology, Rhinology and 
Otology of the American Medical Association under 
the title “A Medical Criticism of Modern Automotive 
Engineering.” 1 The suggestions made in this address, 
in an effort to reduce the number of casualties regard¬ 
less of the cause, were well received by the public and 
especially by the doctors. Since this article was re¬ 
printed in many other journals in the United States 
and in Canada, England, and New Zealand, many 
favorable letters were received that further convinced 
me that my criticism was fundamentally sound, and 
I am happy to say that the continuing careful and 
extensive research done by Mr. John Moore of Cornell 
and other agencies corroborates these early observa¬ 
tions. 

Prevention 

Design of Safetij Factors in Cars.— The physician’s 
first interest in any medical problem is, of course, pre¬ 
vention, and there is no question but that alteration in 
design will prevent many injuries and deaths. By study 
of how, where, and why these injuries occurred, it 
soon became apparent that prevention was possible in 
many instances and that research should be directed to 
that end. A slow but methodical compilation of statis- 


Chairman, Committee on Medical Aspects of Automobile Crash Injuries and Deaths of the American Medical Association, and 
Clinical Professor of Otolaryngology, University of Virginia Hospital. 

Bead in the Panel on Medical Aspects of Crash Injuries before the General Scientific Meetings at the 105th Annual Meeting of the 

American Medical Association, Chicago, June 15, 1956. 
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tics by individual physicians, universities, and public 
and governmental agencies made it apparent that re¬ 
design of the machine itself was important. 

The use of safety belts and body harnesses would 
help to prevent the high percentage of injuries to the 
head, face, and legs of the passenger; also, the use 
of crash paddings on the dashboard, collapsible 
steering wheels, safety locks on doors, and perhaps 
higher backs to prevent whiplash neck injury as well 
as the eradication of projecting knobs and buttons, the 
firm anchorage of seats, and many other simple and 
sensible suggestions have been offered. 

I am happy to report that many of the manufactur¬ 
ers, led by Ford, are now studying this problem and 
installing safety devices on their cars; if, instead of 
size, horsepower, acceleration, and speed, the installa¬ 
tion of such safety devices can be made the basis of 
competition, the many people and agencies responsi¬ 
ble for this happy event can sit back and applaud. 
Otherwise, a federal agency will be sought to establish 
and require all manufacturers to meet certain minimum 
safety requirements. Two bills to this end were intro¬ 
duced in the last session of Congress, and many state 
legislatures are considering similar legislation. 

At present, the automobile remains a lethal and 
crippling agent, and, since there appears to be little 
likelihood of accomplishing radical changes in human 
nature in general and exuberant youth in particular, 
it would seem the part of wisdom to work for desirable 
alterations in the machine itself rather than to place 
all efforts in the attempt to bludgeon “old Adam” into 
safer driving practices. 

The Drinking Driver .—Among the things that we 
can employ to reduce this carnage, in addition to 
safety features in the car itself, is the control and 
punishment of the drinking driver. In Virginia last 
year the drinking driver was involved in 25% of the 
fatal accidents. To combat this tragic situation, apathy 
oh the part of the public, state legislators, and judges 
must be overcome. 

My county medical society and others in our state 
have appealed to the governor and our legislature to 
provide that in any criminal prosecution for driving 
while under the influence of intoxicating liquor the 
accused or the Commonwealth shall have the right 
to a determination of the amount of alcohol in the 
blood of the accused at the time of the alleged offense 
as shown by a chemical analysis of blood, breath, or 
other bodily substance. Such determinations shall be 
admissible in evidence together with any competent 
evidence bearing upon the question of whether the 
defendant was under the influence of intoxicating 
liquor. 

We also requested that they provide for a manda¬ 
tory jail sentence of at least 24 hours in all cases of 
conviction of driving while under the influence of 
intoxicating liquor. However, I am sorry to say that 
we were only partially successful in securing the enact¬ 
ment of this law. 

Care of Injured 

First Aid .—The first duty of the physician in the 
care of the injured is to see that adequate first aid 
is rendered and that proper transportation is provided. 


J.A.M.A., January 2G, 1957 

To this end he, in collaboration with the American 
Red Cross, has developed through the years manuals 
for the education and guidance of his fellow physi¬ 
cians as well as the layman and the trained lay worker. 
This phase of medical care, along with definitive treat¬ 
ment of the wounded, is probably the only good that 
came out of our recent wars. 

Definitive Core.—The physician’s second duty is in 
the definitive care of the injured, and of the results 
in this area he is justifiably proud. The results 
in World War II were much better than those in 
World War I. There was a further improvement dur¬ 
ing the Korean conflict. Prompt and efficient first aid, 
better and prompt transportation, the treatment of 
shock, more blood transfusions, better anesthetic tech¬ 
nique, the use of antibiotics to control infection, and 
improved surgical techniques were all responsible for 
this gratifying improvement. 

Medical Screening of the Driver 

The medical profession, although not self-satisfied 
because of its present-day accomplishments in the care 
of the wounded, is highly gratified with the results. 
But, as previously stated, the physician must also 
study the medical aspects of automobile crashes in 
an effort to prevent them and further reduce these 
increasing injuries. There are no statistics yet available 
as to the number of crashes caused by medical con¬ 
ditions. If sleep and fatigue are included, perhaps 
8-10% can be attributed to such a cause, otherwise 
perhaps 2-3%. Still, 2% of a million is 20,000 injuries. 

To this end the A. M. A. is directing a study of the 
medical aspects of automobile crashes, driver licensure, 
and the examination of repeat offenders. Tiffs study 
includes a review of the visual, hearing, and physical 
requirements; of the incidence of Meniere’s disease, 
petit and grand mal, and other diseases of the nervous, 
cardiovascular, and musculoskeletal systems; and of 
the effects of various physical conditions, drugs, in¬ 
sulin shock, and alcohol. 

Comment 

When 1 car in 12 is involved in a serious crash each 
year, when speed is a factor in approximately one- 
third of our fatal accidents, when the drinking driver 
is involved in approximately one-fourth of our fatal 
accidents, when the automobile death rate as figured 
in man-years of life lost ranks next to our main killers, 
cardiovascular disease and cancer, it is indeed time 
to answer Cain’s query and say, “Yes, I am my broth¬ 
er’s keeper.” 

To fulfill this promise, we must first overcome the 
apathy' of the public, our legislators, and traffic court 
judges by education. Second, adequate and stricter 
laws must be enacted, laws far more severe than any 
we now have. The speeding and drinking driver can 
then be curbed by' their prompt and impartial admin¬ 
istration. Third, safer automobiles must be provided 
to protect us in crashes, which seem to be inevitable. 
Fourth, a national automotive safety foundation 
should be set up to study all phases of automobile 
crashes. This foundation should be financed by funds 
from governmental agencies, insurance companies, and 
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the automobile industry and its many allied compa¬ 
nies. Crash injuries and deaths would then be studied 
from many angles, such as education, automobile and 
highway engineering, law enforcement, and legal, 
legislative, judicial, and medical aspects. Necessary 
research could be ordered and financed and duplica¬ 
tion of effort avoided. The foundation would serve as 


a library or repository for all pertinent information, 
and finally, as a result of its studies, safety on the 
highway would become a reality. 

400 Locust Ave. 
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OPHTHALMOLOGICAL ASPECTS OF DRIVER LICENSING AND REPEAT OFFENSES 

DuPont Guerry III, M.D., Richmond, Va. 


The appalling loss of life on our highways in recent 
years is a blot on our national character. For years 
men of good will have called attention to this prob¬ 
lem, but they have been like persons crying in the 
wilderness. At long last, our citizenry and, more par¬ 
ticularly, the medical profession have become aroused. 
A beginning in determining the causes of highway 
accidents is being made. Once this has been done, 
remedial measures can be introduced to reduce the 
number of highway fatalities to a minimum. 

At the present time there are no definitive statistics 
as to the importance of visual dysfunctions as causes 
of highway accidents, in spite of the fact that driving 
one of the modern high-speed automobiles calls for a 
high degree of visual skill. The amount of confusion 
existing about this aspect of driver competency is at 
once evident when one studies the requirements for 
the issuance of driver’s licenses in the various states 
and territories. For example, the minimal visual re¬ 
quirements for an unrestricted license are a visual 
acuity, without correction, of 20/30 in 4 states, 20/40 
in 32 states, 20/50 in 7 states, 20/60 in 1 state, and 
. 20/70 in 3 states. In one state there are no visual re¬ 

quirements -whatsoever. Only IS states require a 
licensee to have adequate depth perception, and only 
9 states make any effort to determine a person’s visual- 
field status. Requirements for restricted licenses, i. e., 
for one-eyed drivers and those with subnormal acuity, 
are even more variable. From these data it is at once 
evident that visual standards required for licensing 
vary widely. 

Remedial Measures 

Board of Ophthalmologists .—'The first step that 
should be taken to rectify this deplorable situation is 
the setting up of a board of ophthalmologists who 
would work through the American Medical Associa¬ 
tion, with members chosen from the Section on Oph¬ 
thalmology of the A. M. A., from the American Oph- 
thalmological Society, and from the American 
Academy of Ophthalmology and Otolaryngology. This 
board should determine what standards of not only 
visual acuity but other visual functions are necessary 
^ for drivers, and then it should make an effort to interest 
each state in adopting these standards. This board 


Professor and Chairman, Department of Ophthalmology, 
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• The degree of visual competence required of ap¬ 
plicants for unrestricted driver's licenses in various 
states should be standardized. Facts are needed as 
to the benefits that may be anticipated from more 
consistent and more searching tests. Screening pro¬ 
grams would yield a wealth of data. Drivers who 
have had several accidents should be especially 
studied. The optical properties of windshields and 
other details of automobile design that make for 
distortion, glare, and confusing reflections should 
be given immediate, critical study. 


could further utilize data that are already available, 
and it should work with the departments of motor 
vehicles of the various states in setting up, carrying 
out, and interpreting studies that will yield more de¬ 
finitive data. When such data are at hand, existing 
standards can be revised. 

Already in progress in several states are studies that, 
when completed, will yield a wealth of pertinent in¬ 
formation. In some instances, however, such studies 
have had to be discontinued because of lack of funds. 
Adequate funds for such studies are a must, and, if 
individual states cannot finance such programs, it is 
incumbent upon the federal government to provide 
the necessary money. This plan may smack too much 
of paternalism, but actually the problem is a national 
one, and some federal assistance is probably essential. 
A governing or advisory board, such as recommended, 
could help in allocating such funds and in preventing 
duplication of effort. 

Screening Programs .—The screening of driver can¬ 
didates is completely inadequate in many states. In 
these states the use of the Snellen chart suffices, and 
a candidate is granted a license or rejected simply on 
his ability to read the letters on the chart. More re¬ 
cently, a few states have taken a great step forward 
by employing one of several screening devices, such 
as the A. O. Sight-Screener, the Bausch and Lomb 
Ortho-Rater, or the Keystone Telebinocular, that 
quickly screen a candidate for visual acuity, depth 
perception, color discrimination, sign-reading ability, 
muscle balance for near and distant sight, and visual 
fields. AH of these factors must be taken into account 
if a proper evaluation of a person’s visual skill for 
driving is to be accurately made. The data gleaned 
from such a screening disqualify certain individuals, 
who are then referred to a physician for medical atten¬ 
tion and for correction of defects. In one state that 
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instituted this system five years ago, it was found 
that, in 7.9% of persons whose license applications 
were disapproved, the disapproval was for visual 
reasons. Of these persons, 24.3% could not be helped 
by medical attention and were, therefore, unable to 
obtain licenses, while 75.7% had their visual defects 
corrected medically and were then issued driver’s 
licenses. The employment of devices of this type and 
the institution of similar screening programs should 
eventually yield a wealth of data that will help in re¬ 
vising standards, in more adequately screening po¬ 
tential drivers, and, in some instances, in detecting 
pathological conditions of the eyes. It is interesting to 
note that, when such a program was instituted in the 
state of North Carolina several years ago, many per¬ 
sons wrote in to thank the department of motor vehicles 
and stated that the examinations had aided in the 
early detection of pathological conditions of the eyes 
and had resulted in the saving of sight. 

Retesting of Repeat Offenders .—Another facet of 
this complex problem concerns retesting of repeat 
offenders, the drivers who have several accidents. Here 
again we cannot say with finality what part visual 
dysfunctions play, for there are no completed studies 
yet available. In a study carried out by the department 
of motor vehicles of the state of North Carolina in 
conjunction with the department of psychology of 
North Carolina State University,' preliminary data 
suggest that far acuities and depth perceptions may 
play a part in accident-proneness. Until this and other 
studies are complete, definite standards cannot be set 
up to govern the proper visual retesting of repeat of¬ 
fenders. It would seem logical to rescreen these drivers 
with one of the above-mentioned devices and immedi¬ 
ately to refer any individual found to have a visual 
defect to a physician for a complete ophthalmological 
evaluation. This doctor should then decide whether in 
his opinion the driver should be relicensed, and, if 
there is any question in his mind regarding this, the 
individual should be referred to a state evaluation 
board set up for this purpose. All drivers who have 
had multiple accidents should be referred directly to 
a similar local board for exhaustive study, and equiv¬ 
ocal cases should be referred to the state board for the 
final decision. Boards of this sort should have more 
elaborate facilities for the study of visual function 
than those available in the screening centers. Color 
discrimination, depth perception, dark adaptation, re¬ 
action to glare, acuity of central and peripheral fields, 
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and visual reaction time should be gone into thor¬ 
oughly. Any individual with a visual defect should 
then be referred to a private ophthalmologist, and 
after he has received therapy, he should be reevalu¬ 
ated. If reasonable correction cannot be made, the 
driver must be prohibited from driving by tire with¬ 
drawal of his license or allowed to drive with definite 
restrictions. 

Correction of Faulty Automobile Design.~Ol great 
importance in attempting to determine the part that 
visual disturbances play in causing highway crashes 
is the consideration of the problem of w'sual disturb¬ 
ances induced by fault}' design in automobiles. Tin's 
has been a sore spot with car manufacturers for many 
years, and they have all been guilty of sometimes al¬ 
lowing style and so-called beauty of design to super¬ 
sede safety and functionality. The}' have allowed the 
stylists to decide first what would catch the public’s 
eye and the car then to be built with this in mind. 
From a visual standpoint, the most blatant example 
of this policy in recent years is the exaggerated wrap¬ 
around windshield. In the design of these windshields, 
many basic optical principles have been completely 
ignored, and the stylist’s dream or nightmare has been 
allowed to run rampant. Drivers who have to use such 
windshields, suffer from distortion of vision from the 
prismatic effect, from increased glare because of the 
focusing of extraneous light in the axial area of the 
windshield, and from insuperable diplopia from ghost 
images due to surface reflections exaggerated by the 
acute curvature. Glare from the injudicious use of 
chrome trim exaggerates this problem. All of these 
factors, while not directly responsible for accidents,. 
lead to such driver fatigue that accidents indirectly 
result. 

While the motor companies have been somewhat 
remiss in their consideration of optical problems, they 
are now at last becoming safety conscious. At least 
one large manufacturer is keynoting safety in design. 
It is hoped that the visual aspect of this problem will 
be taken into account immediately. Here die suggested 
board of ophthalmologists should be of invaluable aid 
as consultants. 

2015 Monument Ave. 

References 

1. Moffie, D. J., and liter, C.: Comparative Study of Visual 
Skills of Accident and Accident-Free Driver, Department of 
Psychology, North Carolina State College and Highway Depart¬ 
ment, State of North Carolina. 


Incidence of Trichomonas Vaginalis,—Many women with a slight to moderate vaginal discharge 
are rendered asymptomatic by the simple expedient of douching. This is true also of many 
women who harbor a T. vaginalis infection and suffer no discomfort. As a result it is difficult 
to arrive at an incidence of parasitism in the so-called normal clinic patient. If lavage is consid¬ 
ered an obligatory practice among the women employing the douche and all such are elim¬ 
inated, then the present data will give an absolute incidence of T. vaginalis infection of 2.9 
per cent and 12.3 per cent in the white and Negro groups of normal adult women, respectively. 
The frequency of infection during the sexually active and child-bearing ages (20-49 years) 
was 3.5 per cent and 14.8 per cent respectively. . . . The actual incidence is unknown. . . . Re¬ 
ports indicate that T. vaginalis has been seen in women who have passed the menopause.—L. 
G. Feo, M.D., The Incidence of Trichomonas Vaginalis in the Various Age Groups, American 
Journal of Tropical Medicine and Hygiene, September, 1956. 
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OTOLOGICAL ASPECTS OF CRASH INJURIES 

Lawrence R. Boies, M.D., Minneapolis 


There are two otological disorders that can prevent 
normal performance of the driver of a motor vehicle. 
One is impairment of hearing to a degree that he is 
definitely handicapped; the other is a disorder of tire 
physiology of the semicircular canals sufficient to make 
him subject to sudden attacks of vertigo. 

With the presence of normal hearing in one ear, a 
severe or complete deafness in the other ear is not a 
significant handicap. To be handicapping for ordinary 
purposes, deafness must be bilateral. Otologists seem 
to agree that a loss below the 30-db. level for air con¬ 
duction in the speech frequencies of 500, 1,000, and 
2,000 cps in the better ear constitutes a significant 
handicap for which correction is needed. Often this 
correction will be in the form of a hearing aid. In some 
instances it can be attained through surgical treatment. 

The common pattern of testing of hearing for the 
licensing of drivers by the state seems to be the deter¬ 
mination by a lay examiner that the applicant can 
communicate with the examiner. When there is an ob¬ 
viously severe hearing defect, the driver may be re¬ 
quired to equip his vehicle with an outside, left-hand 
rear-view mirror. The rules and regulations governing 
the qualifications of employees who come under the 
control of the American Trucking Association require 
that the hearing shall not be less than 10/20 for con¬ 
versational tones in the better ear without a hearing 
aid. Tests are made by a physician. In evaluating the 
hearing, 20 ft. is considered to be the normal distance 
at which a conversational tone is heard, and any de¬ 
viation from normal is expressed as a fraction, with 20 
ft. as a denominator and the actual distance as the 
numerator. 

I believe that, when the hearing of applicants for 
drivers’ licenses is obviously impaired, special hearing 
tests should be made by a physician who will deter¬ 
mine whether the applicant has a hearing defect that 
is sufficient to handicap him and whether his hearing 
can be corrected to a safe level. In the case of a repeat 
offender who exhibits a handicapping loss and in 
whom this loss would seem to be the circumstance 
behind the inadequacy of performance, there should 
be serious doubt over the wisdom of licensing the 
driver. The type and degree of deafness and whether 
satisfactory amplification can be obtained should be 
determined by a physician. 

Vertigo is a common symptom. In its more common 
occurrence as a mild transient symptom caused by 
transient vasomotor phenomena, it is no particular 
problem. Postural vertigo that may result from a vari¬ 
ety of circumstances is usually mild and transient, and 
the victim of this disorder can avoid it by avoiding the 
sudden positional changes of the head that bring it on. 
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• Impairments of hearing and disturbances of equi¬ 
librium can prevent normal performance of the auto¬ 
mobile driver. Applicants for licensure who have an 
obvious hearing handicap or who give a history of 
vertigo should be examined by a physician in order 
to determine the extent of the disorder and to decide 
whether they are competent to drive. 


The problem that can supply a real hazard in the safe 
performance of an auto driver is an uncontrolled, sud¬ 
den attack of severe vertigo. This usually occurs in the 
disorder known as Meniere’s disease, which seems to 
be on the increase. The underlying pathology in this 
disorder seems to be a hypertension in the endolym¬ 
phatic system that initiates the vertigo. The exact 
etiology is unknown. It is believed that neurovascular 
phenomena affecting the terminal blood supply of the 
cochlea and semicircular canals, to which there is no 
collateral circulation, play an important part. 

Aural pressure, tinnitus, and early hearing loss are 
present alone'or in combination as symptoms of en¬ 
dolymphatic hypertension. Apparently this hyperten¬ 
sion may be limited to the cochlea, with no vertigo 
present until a later stage in the disorder. When 
vertigo develops it is more or less sudden in onset and 
severe in degree. A correct diagnosis and adequate 
therapy generally limit the occurrence and recurrence 
of this symptom. In an occasional case the condition is 
uncontrolled. If the condition is unilateral, as in a 
majority of these cases, surgery in the form of labyrin- 
thotomy with destruction of the membranous labyrinth 
will dispose of the vertigo. When it is bilateral the 
problem of treatment is more difficult. Streptomycin 
therapy, which destroys the more vulnerable vestibular 
neural mechanism, should be pushed to the point at 
which the vertigo is controlled. Proper testing is 
necessary to determine this point. 

An applicant for licensure who gives a history of 
Meniere’s disease should have an evaluation of the 
status of the disorder by a physician who can deter¬ 
mine whether medical therapy is adequately control¬ 
ling the disorder and who can furnish the applicant 
with a statement to this effect. If the disorder is under 
control, the applicant should be a safe driver in re¬ 
spect to possible accidents due to the condition. 

There are two other situations in which severe 
vertigo could develop entirely as an ear symptom. One 
is in chronic suppuration of the middle ear with 
cholesteatoma and the other neuritis of the vestibular 
portion of the eighth nerve such as occurs in viral 
infection. The vertigo in each of these disorders is not 
the sudden apoplectic type of Meniere’s disease, and 
victims of these conditions would normally be expected 
to be under medical care while the vertigo is a prob¬ 
lem. On the whole, the deafened individual who wears 
a hearing aid and the person who has been subject to 
disabling attacks of vertigo are cautious'individuals. 
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Summary 

An applicant for a driver’s license who has an ob¬ 
vious hearing handicap should have his hearing ability 
tested by a physician. It should be required for issu¬ 
ance of a driver’s license that the person’s hearing 
in the better ear be able to be brought to the 30-db. 
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level by amplification with a hearing aid or by surgical 
treatment. An applicant for licensure who gives a his¬ 
tory of attacks of vertigo should be examined by a 
physician for diagnosis and for a determination of the 
state of his disorder and of his competence as a safe 
driver from the standpoint of this disorder. 


ORTHOPEDIC ASPECTS OF AUTOMOBILE CRASH INJURIES AND DEATHS 

Jacob Kulowski, M.D., St. Joseph, Mo. 


The orthopedic aspects of automobile crash injuries 
and deaths, like those of medicine in general, involve 
considerations of factors that govern both the normal 
and abnormal phases of motoring, i. e., its entire life 
history. The inclusion of extraclinical elements by 
physicians has been impelled by the epidemic number 
of crash injuries and deaths, which are threatening 
to increase beyond any hope of control by methods 
already in practice to keep this toll within levels of 
tolerance. The proposed integrated clinical life history 
of motoring encompasses broad clinical aids to re¬ 
covery, to which will be added preclinical, paraclinical, 
and postclinical agencies. More specifically, this means 
accident prevention, reduction of injuries under crash 
conditions, and ultimate medical and medicolegal 
rehabilitation. It is hoped that ultimately orthopedic 
surgeons will participate in programs of screening of 
the driver pool (with standards based on clinical 
experience and common sense) and maintenance of 
driver fitness; that they will aid in collection, classifica¬ 
tion, and interpretation of medical data concerning 
both morbidity and causes of death for engineers as 
well as from the standpoint of management of these 
injuries; that they will help develop improved tech¬ 
niques of first aid, emergency care, and definitive 
diagnosis and treatment; and that they will take a 
wider interest in the socioeconomic and legal rehabili¬ 
tation of crash victims. Obviously, the most urgent 
needs for exploration and development involve the 
extraclinical areas, especially those having to do with 
accident prevention and the reduction of injuries when 
crashes do occur. In respect to the latter, it should be 
recognized that dogmatism is the chief pitfall to be 
avoided. Although some aspects of crash-impact en¬ 
gineering are controversial, medical observers should 
recognize the ever-widening gap between the data 
uncovered by research and their application in auto¬ 
motive engineering and design; the lag between lab¬ 
oratory progress and incorporation of developmental 
details by automobile manufacturers is real and should 
be combated with unabashed fervor by all enlightened 
riders of automobiles. 

The following example shows the results of thinking 
in terms of motoring as a whole. A single trigger 
motor-skeletal condition, such as cervical arthritis, 
may set up a chain reaction or cycle that will cause 
greater-than-chance frequency of accidents, injuries, 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• There is a need for better ways of determining and 
maintaining the fitness of people to drive aufomo- 
biles. The medical profession should press for appli¬ 
cation of the facts of medicine and engineering la 
methods of crash-proofing motor vehicles. The medi¬ 
cal care available in emergencies must be improved. 
Attention should be directed not only to the preven¬ 
tion of fatal accidents but also to the rehabilitation 
of the many people who are seriously injured. 


and clinical complications. The use of casts and other 
cumbersome apparatus may produce the same effect. 
From this standpoint, the study of the pathogenesis of 
automotive accidents and of the injuries they produce 
becomes increasingly profound and challenging. To 
follow' the example of cervical arthritis further: In the 
first place, this condition is often associated with pain¬ 
ful stiffness of the neck and unilateral reflex or radiat¬ 
ing pain of the shoulder and arm. This could result 
in more-than-average incidence of angular and rear- 
end vehicular collisions at intersections, where enlarge¬ 
ment of the peripheral fields of vision requires twisting 
and rocker action of the cervical spine. Secondly, the 
arthritic cervical spine is more vulnerable to inertial 
forces that result in so-called whiplash injuries. Fin¬ 
ally, the whiplash injury frequently causes chronic 
disability, and both the medical management and the 
ultimate medicolegal evaluation of such injury is com¬ 
plicated by the preexistence of cervical arthritis. 

Accident Prevention 

Patients frequently ask their doctor if it is all right 
for them to drive. This question cannot be shrugged 
off anymore. Instead, it must be most carefully an¬ 
swered for each individual on the basis of clinical 
experience, common sense, and whatever data may 
be available at this time in regard to the connections 
between physical disabilities and accidents. The rela¬ 
tions of cervical arthritis to our problem have ahead)' 
been mentioned, albeit from the empirical standpoint. 
A host of other painful conditions that involve 
and restrict movements of the major joints may he 
inferred to act in the same way. Emphasis is to be 
placed upon the -wearing of plaster casts, braces, 
splints, and artificial limbs as they relate to driver 
efficiency and safety. Certainly, no patient should be 
permitted to drive during the time he is so handi¬ 
capped by apparatus that deft handling of the steering 
controls and foot levers is prevented. I refer especially 
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to shoulder spicas, long arm casts (some body casts), 
hip spicas, long leg casts, and even some short leg 
casts. Head and shoulder casts (minerva types) are 
dangerous for safe driving. The physician should be 
warned of his duty to his patient and others in regard 
to restricted driving or no driving at all by people who 
use these or similar devices. 

The development of medical standards of driver 
licensure must come at first from family physicians. 
The ultimate standards should come from count)' med¬ 
ical societies, whose chief duties, for the present, are 
(1) the indoctrination of the public relative to the 
advisability of voluntary prelicensure physical exam¬ 
ination by the family physician; (2) the promulgation 
of medical education programs for members; and (3) 
indoctrination of persons who currently examine 
drivers regarding what conditions should disqualify 
applicants for unrestricted permits. The refinement of 
restrictions will have to await further data along these 
lines and legal actions at the local, state, and national 
levels. 

The total solution will require adequate screening 
"profiles” for practitioners, who will demand practical 
methods that will not be too time-consuming. The 
achievements of industrial, military, and public health 
doctors along these lines have not been fully appre¬ 
ciated. For example, much that has already been ac¬ 
complished through preemployment and job-fitness 
medical screening is applicable here. The key posi¬ 
tions, from this angle, are held by medical directors 
of transit corporations, who are solving many problems 
concerned with the maintenance of fitness of drivers. 
The educational potentials—for medical groups as well 
as the driver and rider population—have not even been 
tapped. Be that as it may, the problem of driver fit¬ 
ness and the motorist safety program in general will 
have united the different branches of medicine as they 
have never been united before. Also, our debt to the 
fine work of the industrial, military, and public health 
physicians will have been publicly acknowledged. 

Reduction of Injuries 

Everybody is now aware of the injury potentials of 
automobiles as the)' are currently designed. Nothing 
has been said; however, concerning certain preexisting 
motor-skeletal conditions (possibly affecting any one 
of the other systems of the body as well) that increase 
mans vulnerability' to injury. The example of cervical 
arthritis has been discussed above, and the medicolegal 
implications of such a situation are obvious. The crash- 
injury implications, however, have not been so care¬ 
fully worked out; there are at present no data concern¬ 
ing the occurrence in automotive accidents of patho¬ 
logical fractures, to give an example, although clinical 
experience has shown that in some persons fractures 
will result even from minimal forces. This is a sort of 
crash-impact view in reverse. My own experience rela¬ 
tive to this problem has been limited to the treatment 
of crash-injured persons with preexisting osteoporosis 
of the spine, cervical arthritis, lumbar arthritis, and 
ankylosis of the major joints. 

The osteoporotic spine (even in younger individuals) 
is prone to compression fractures, usually in the mid- 
thoracic region, as a result of forward types of deceler¬ 


ation. For the most part, these fractures are multiple 
and affect the vertebral bodies only. The issue of arth¬ 
ritis has already been adequately dealt with. Ankylosis 
of the knee or hip joints may cause forces, for example, 
from the dashboard or floor, to be transmitted to the 
lumbar area and cause compression fractures of the 
latter. This generally occurs in collisions that throw the 
occupant forward, so that the ankylosed hip joint causes 
excessive bending at the lumbar region. On the other 
hand, ankylosis at the knee or hip may result in severe 
supracondylar and femoral fractures respectively. 

Oddly enough, very few fractures are seen at the 
site of localized lesions such as bone armors or cysts. 
One reason for this may be the fact that probably 
the sitting posture of riders often moderates these 
forces. Another may be the fact that people with 
known pathological conditions of their skeletal sys¬ 
tems guard against taking any chances in regard to 
crash injuries. Be that as it may, physicians should 
warn these people of their increased vulnerability to 
crash injury and offer whatever advice they can in re¬ 
gard to protection against it. 

It is evident that people with more than minor con¬ 
ditions of their motorskeletal systems should insist 
upon getting every safety guard possible in their own 
automobiles. For engineers and manufacturers, be¬ 
cause motorskeletal deficiencies are so common among 
the motoring population, this means that there is an 
ever-increasing need for more built-in safety factors 
in modern automobiles. Studies concerning the much- 
vaunted tolerance of the human body to decelerative 
forces have been performed, apparently, on normal 
healthy persons, who are the exception, not the rule, 
in the bulk of the motoring population. Not to be for¬ 
gotten, in this regard, are the patients who have had 
operative procedures upon their motorskeletal sys¬ 
tems, for example, fusions, arthroplasties, and disk 
removals with and without concurrent fusions of the 
lumbar spine. Recurrent disk herniations resulting 
from crash forces are becoming more numerous; this 
also intensifies the medicolegal complications. 

What are the lessons of greatest interest to automo¬ 
tive engineers from the run-of-the-mill skeletal in¬ 
juries such as fractures of the long bones? Injuries of 
the extremities seem to be the common denominator 
of injuries in general, and fractures are the common 
motorist casualties. Except for the smaller bones of the 
hands and feet, there appears to be a fairly even dis¬ 
tribution of these fractures of the tubular bones, with 
ulnar bones leading and all others fairly close behind 
in rank. This means that fractures of such bones as the 
femur, with the attendant prolonged disability (and 
the danger of complications) are frequent. It so hap¬ 
pens that the relation of this bone to automotive design 
factors parallels that of the chest and head (and 
face), and more study should be expended upon this 
special situation in respect to riders in crash vehicles. 
The key to ultimate crash-proofing may reside in pro¬ 
tection from fractures of the extremities rather than 
the more lethal injuries involving tire head, chest, and 
abdomen. Be that as it may, two types of injuries ap¬ 
parently occur in extremities; impacts of flailing 
(“open kinetic chain”) and force-injury from “closed 
kinetic chain” situations where the hands or feet are 
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braced or caught on steering controls or other struc¬ 
tures and floor or floor levers. It may be that indirect 
restraint of the body by safety barriers will tend to 
moderate these forces. Obviously, riders cannot be 
tied up as are those who are voluntarily subjected to 
decelerative forces in experiments. 

Until more specific answers are available concern¬ 
ing crash-impact engineering, manufacturers must 
avail themselves of all kinds of safety suggestions as 
they are made. No single factor can be subordinated 
to any other, nor can any single advantage be ignored 
in the final scheme or product. This statement cannot 
be overemphasized, especially in view of the apparent 
slowdown in interest in this phase of the problem by 
so many persons. While there can be no rule-of-thumb 
in this respect, the principle of “counterbalance” 
should guide us. The outline given in the table is 
intended to serve as a general guide for physicians 
and engineers alike and is based upon medical and 
engineering data insofar as it is possible, with our 
present knowledge, to apply such data. 

In this connection it should be remembered that 
crash-proofing is a kind of force-exchange method of 
protection, the substitution of mechanical devices that 
will absorb energy in a predetermined manner instead 
of haphazardly, as the human body does. It is to be 
expected that high-energy accidents will result in in- 

Crash Forces, Injuries Resulting, and Necessary 
“Counterbalance" Safety Devices 

Cnisli Forces Injuries Remltlng Counterbalance Necessary 
ipplied impulsive External Energy-absorbing surfaces 

Applied crushing External and Internal Stiffer body compartments 
Inertial Sprains and internal Controlled crumple rates 

All of above, from All kinds Safety restraints and safety 

forcible ejection door locks 

juries to some riders regardless of the amount of skill¬ 
ful safety features employed by the manufacturers of 
automobiles. Ordinarily, these safety-feature-controlled 
injuries will be minor ones, but there also may result 
injuries that will tax the diagnostic acumen and thera¬ 
peutic versatility of the most conscientious medical 
attendant, and adequate consultation services must be 
available in all such situations. Both engineers and 
physicians should be aware of these variables and 
should not become discouraged in the face of devia¬ 
tions from the expected results. There are, after all, 
limits to the number and effectiveness of safety factors. 

First Aid 

First aid is the initiation of the care of crash vic¬ 
tims, and it may even set the pace and pattern of sub¬ 
sequent treatment. First-aid treatment is often lacking, 
and this may be attributed to indifference or to the 
teaching of overcomplicated methods. The following 
rules of the road should be adequate in most cases: 
1. Remove the victim from the wreckage. 2. Turn him 
on his side to facilitate an open airway. 3. Apply 
clean dressings to open wounds. 4. Use a tourniquet 
only for brisk bleeding and then keep it on until all 
danger from excessive bleeding is over. 5. Use a sling 
for obvious fractures of the upper extremity. 6. Splint 
any obvious fracture of the lower extremity by the 
means at hand. 7. Transport the victim quickly and 
safely to the nearest doctor or hospital. 
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Proper first aid, from the orthopedic standpoint, ac¬ 
complishes two things. First, adequate splinting pre¬ 
vents the conversion of simple fractures into compound 
ones. Second, adequate first aid helps to combat shock 
where and when this dreaded complication begins. Ac¬ 
cording to the modern dynamic concept, primary 
traumatic shock demands prompt treatment. Despite 
the fine work that has been and is being done in first 
aid, this is yet an area where medical and related 
groups can do much to extend and improve the quality' 
and quantity of treatment according to this humani¬ 
tarian principle. 

Emergency Care 

The same humanitarian principles in regard to frac¬ 
tures continue to apply after the patient has been 
admitted to the outpatient department of the hospital. 
The emergency care is a dual responsibility: the hos¬ 
pital must furnish the space, tools, and personnel; the 
attending doctor has to combat primary shock, arrest 
hemorrhage, replenish body fluids (blood and plasma), 
check the urinary bladder for injury in unconscious 
patients and in those with pelvic fractures (especially 
through the anterior arches, and where there is a his¬ 
tory of forcible ejection from the crash vehicle), main¬ 
tain an open airway and adequate pulmonary 
ventilation, and be alert to cardiac arrest. 

From the orthopedic standpoint, the medical at¬ 
tendant must be aware of the two threats to extremities 
that are always present in the more severe types of 
injuries. In the case of compound fractures there is 
the danger of gas gangrene. There is also the danger 
of both direct and indirect neurocirculatory damage 
from subfascial hydrostatic pressure. The latter occurs 
most frequently at the elbow but may also occur in 
areas where there are distinctive fascial compartments 
that can become distended by bleeding and/or swell¬ 
ing of the contained muscles. 

Definitive Management 

Admittedly, much of the specific treatment of crash 
victims does fall into the special domains of neuro¬ 
surgery, thoracic surgery, and orthopedic surgery. 
However, the occurrence of multiple injuries, espe¬ 
cially with critical internal injuries of all kinds, and 
of often-fatal physiological failures underscores the 
fact that the frontiers of the treatment of persons seri¬ 
ously injured in crashes must be constantly extended 
in order that indications for lifesaving measures are 
not overlooked. In actual practice this also means ade¬ 
quate consultation services in these areas before emer¬ 
gency situations become urgent. This is especially true 
in the case of tracheotomy and adequate pulmonary 
ventilation. The successful management of the more 
severe crash injuries depends on adequate treatment 
of primary and secondary shock. Clinical experience 
and autopsy studies clearly indicate that chest injuries 
and complications rank first in regard to primary shock, 
especially in the first hours after admission to the hos¬ 
pital. In the next day or so, head injuries take preced¬ 
ence in conjunction with other inflammatory and 
degenerative complications such as pneumonia, tubular 
nephrosis, fat and thromboembolic embolism, and 
others not so commonly encountered. 
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The above statements assume an even greater sig¬ 
nificance when it is realized that approximately 85% 
of the fatalities front 'automobile-crashes occur some 
time after the crash impact. Since the fundamental 
cause of death is cardiorespiratory failure,' tlvS-role 
of the internist in all teams undertaking the care of 
the severely injured should be a most important one 
in detecting mediastinal injuries and complications, 
establishing base-line clinical and laboratory standards 
of the patient’s condition, and detecting conditions 
that might have been present long before the accident 
or coming on at the time of the accident. One suspects 
that much that has been obscure thus far, especially in 
regard to unexplained or bizarre clinical manifesta¬ 
tions, may prove in time to have been due to reactions 
of the collagen tissues of the body that are either di¬ 
rectly or indirectly the result of traumatic stresses or 
had been coming on at the time of the accident inde¬ 
pendently. 

The question of open versus closed treatment of 
fractures of the long bone should not concern the 
general reader; this is the responsibility of the ortho¬ 
pedic surgeon. 

Postclinical Rehabilitation 

Of the many aspects of rehabilitation, none is, per¬ 
haps, more vexing than the medicolegal complica¬ 
tions for practitioners in general. The disposition of 
these cases is facilitated greatly when these issues are 
looked at objectively from the standpoint of rehabil¬ 
itation instead of as residual byproducts of alleged 
accidents. Statistically, all of these cases fall into fairly 
neat categories. Thus, about 40% of all chronic motor- 
skeletal disabilities from automobile crashes will re¬ 
quire some kind of rating as to partial permanent dis¬ 
ability. Also, about 50% of the injured complain of pain 
in the neck, shoulder, arm, or low back. Finally, the 
vast majority of these complaints appear to stem from 
soft-tissue rather than bony injury (sprains). 


The diagnostic accuracy depends chiefly upon ade¬ 
quate-differential diagnosis,.-This, is especially true 
when a herniated disk is suspected that is either a 
direct result of the accident or a recurrence of a con¬ 
dition that had been previously treated surgically. 
This problem is encountered most frequently in the 
case of low back pain and only rarely when there are 
complaints referable to the cervical spine. The issue 
of preexisting conditions versus postaccident com¬ 
plaints is nowhere better illustrated than in the case 
of low back and neck sprains. In the latter, some de¬ 
gree of arthritis is frequently found to have been 
present, while both arthritis and congenita] anomalies 
are often found to have existed previously in the case 
of low back pain. In such a situation, the physician 
providing immediate care will do well to avoid the 
pitfall of arriving at conclusions unless they are vali¬ 
dated by facts. 

Conclusions 

The nature of automobile crash injuries and deaths 
is such that the frontiers of medicine are being con¬ 
stantly widened in order to take into account the 
factors that cause greater-than-chance incidence of ac¬ 
cident, injuries, and ultimate complications in rehabil¬ 
itation. In the first place, there is a need for adequate 
standards of driver licensure through medical screen¬ 
ing and for maintenance of driver fitness. Secondly, 
physicians ought to be in the vanguard of an enlight¬ 
ened motoring population in the vigorous pursuit of the 
ultimate in crash-proofing through the application of 
valid medical and engineering data. Thirdly, first-aid 
and emergency care should be raised to the high levels 
already achieved in the definitive diagnosis and treat¬ 
ment of the more serious injuries. Finally, the socio¬ 
economic-medicolegal aspect of rehabilitation of crash 
victims needs to be explored and developed as it re¬ 
lates to medicine. 

2515 Francis St. 


PSYCHOLOGICAL AND PSYCHIATRIC ASPECTS OF HIGHWAY SAFETY 

Ross A. McFarland, Ph.D., Boston 


It is commonly believed that the attitudes and per¬ 
sonal characteristics of drivers are the most important 
factors in accident causation. Only a few carefully 
controlled studies have been made, however, to test 
this assumption. The purpose of this paper is to evalu¬ 
ate some of the experiments and to review the findings 
from some selected studies now in progress. 

The usual procedure in studying the psychological 
characteristics of accident repeaters has been to ad¬ 
minister a battery of tests to a selected group of per- 
y~ sons known to have poor accident records. In some 
instances, an additional control group has been used 
in order to make comparisons. In relatively few in- 


Assoeiate Professor, Harvard School of Public Health. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• Understanding and possibly controlling the human 
factors of drivers (e. g., their attitudes and personal 
adjustments) as well as the driver's equipment and 
environment (e. g., the design of his automobile) pro¬ 
vide the most promising areas to prevent automobile 
accidents. Though no single characteristic of drivers 
has yet been isolated that appears to be outstanding 
in accounting for the large proportion of accidents 
on the highways, there do appear to be several etio¬ 
logical groupings. One of these is the accident re¬ 
peater, who may manifest general instability in 
society, or even possess a mild psychopathic per¬ 
sonality. As in the control of other epidemics, we 
must find means of identifying the most important 
variables relating to the "host," as-well as the 
"agent" and the environment. Physicians can play 
an important role in such an approach. 
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stances have adequate statistical methods been em¬ 
ployed in evaluating the role of psychomotor and 
other psychological functions. Likewise in the studies 
employing clinical techniques, adequate experimental 
design has been the exception rather than the rule. 
Results of some of the studies have become the basis 
for tests that might be used to predict accident fre¬ 
quency. In general, studies in this field have been 
poorly controlled and represent a superficial level of 
analysis. 

Use of Psychological Tests 

A wide variety of sensory, psychomotor, psychologi¬ 
cal, and physical characteristics have been investigated 
in relation to the accident frequencies or accident rates 
of drivers and groups of drivers. Although highway 
accidents are usually attributed to human failure of 
some kind, close and invariable relationships between 
particular characteristics of drivers and the frequency 
of accidents have not been found. Some traits have 
been of importance in causing some accidents but not 
others. Thus far no single characteristic of drivers has 
been isolated that appears to be outstanding in ac¬ 
counting for a large proportion of the accidents on 
the highways. 

Another area of testing has been concerned with the 
social and psychological characteristics of accident 
repeaters, including statistical studies of biographical 


Table 1 .—Chance Distribution of 300 Accidents in a Group of 
500 Persons 9 


Accident Frequency per Person 
0 
1 

2 

S 

4 

*Dnta from McFarland and others . 1 


Theoretical No. of Cases 
275 
165 
49 
10 
1 


information obtained for accident repeaters, psycho¬ 
metric and clinical studies of the personality structures 
of accident repeaters, and studies of selected social 
traits, including attitudes. 

The major findings of these studies can be summa¬ 
rized as follows: 1. The most significant biographical 
predictors appear to be a history of previous accidents, 
which suggests the presence of an accident syndrome or 
habit, and the general instability of relationships with 
institutions and society as a whole. 2. The personality 
structure of the accident repeater might be described 
as eccentric, impulsive, or mildly psychopathic. 

Studies of Accident Repeaters 

One aspect of the study of the host or driver that 
has received a great amount of attention in recent 
years relates to the concept of accident-proneness or 
accident repeaters. This originated in part from the 
reports of industrial physicians who noticed that a 
small proportion of workers in their plants seemed to 
be responsible for a large proportion of the accidents. 
One medical department, for example, reported that 
80% of the visits to the clinic were made by 30% of 
the plant population. The observation that a small 
number of workers or drivers was responsible for most 
of the accidents led to the assumption that these work¬ 
ers were accident-prone. 
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Statistical Approach .—Some doubts have been east 
on this assumption by the statisticians. If one applies 
the Poisson curve to the distribution of accidents for 
any large industrial group, a small proportion of the 
group would be expected to have most of the acci¬ 
dents, purely as a result of chance (table l). 1 When 
there is an excess of workers with repeated accidents 
over the number expected by chance, the problem 

Table 2.—Percentages of Drivers Who Were Accident-Free and 
Accident Repeaters Known to Various Agencies 0 

Accident-Free, < 3 , 

Accident ,-*- 

Repeaters, % Group A Group B 


Known to one or more agencies. 

66 

9 

9 

Known to more than one agency. 

32 



Credit bureau . 

34 

6 

' C 

Social sendee agencies... ............ 

18 

1 

1 

Public health venereal disease clinic.. 
Adult court (exclusive of 

14 



traffic charges) . 

34 

1 

1 

Juvenile court... 

*Data from Tillmann and Hobbs . 3 

17 

1 

2 


becomes whether these workers are accident-prone 
and how to locate the most susceptible workers to 
eliminate or retrain them. Results of studies in this 
vein have so far been largely negative. 

Another approach has been to correlate in particular 
industrial groups the accidents sustained in one period 
with those sustained in a later period, to see if the same 
people had high frequencies of accidents in both. The 
results of controlled studies of this sort have also turned 
out to be generally negative, i. e., the same people 
did not have the accidents in both periods. It seems 
probable that an individual may have temporary pre¬ 
disposing conditions of a physiological or psychologi¬ 
cal nature or be exposed to variables in his environ¬ 
ment that may lead to his becoming involved in an 
accident. It is, therefore, necessary to analyze the total 
accident situation to locate the “focus of infection. 

Clinical Studies of Accident Repeaters.—A psychiat¬ 
ric view of accident-proneness has originated from 
the work of Dunbar, 3 who compared patients with 
fractures with other types of patients in New York 


Table 3.—Relative Value of Selected Items to Discriminate Be- 
tween Drivers Who Are Accident-Free and Accident Repeaters 


Court record of automotive offenses. 

Minor violation in motor-vehicle records.... 
Court record of offenses against persons... 

Unfavorable business inspection report. 

Court record of offenses against self. 

Court record of offenses against property... 

Accident in motor-vehicle records.. 

License suspension, in motor-vehicle records. 
Serious violation, in motor-vehicle records... 


Ohl-Snmuv 
. 7.48 
. G.76 
. 6.43 
. 3.84 
. 2.55 
, 2.01 
. 0.61 
. 0.G0 
.. 0.03 


*Dnta from McFarland and Mosley.* 


hospitals. She believed that the patients with fractures 
showed signs of repressed guilt and resentment, and 
she traced their accidents to these unconscious feel¬ 
ings. Thus, in this view, accidents are motivated, and 
an elaborate set of psychiatric concepts has been 
developed to explain the repeated accidents of certain 
people. In considering these studies, it is important 
to realize that emotional states are undoubtedly of 
significance in the causation of many accidents, but 
it would be an unimaginative psychologist or psychia- 
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trist who could not, after an accident lias occurred, 
find some indication of conflicts and repressed feelings 
consistent with this theory. 

It seems obvious that objective methods of predict¬ 
ing or identifying in advance those persons likely to 
have repeated accidents need to be developed if the 
control of accidents is to be achieved through atten¬ 
tion to this characteristic of the host. In one provoca¬ 
tive study, individuals having repeated accidents were 
matched with others who were accident-free and com¬ 
pared in respect to their social adjustments. Dr. Till- 
mann has now utilized this method in studying groups 
of industrial workers, drivers, and groups of airmen 
in the Royal Canadian Air Force. Ninety-six drivers 
with repeated accidents were matched with 100 acci¬ 
dent-free drivers identified from insurance company 
records (group A) and with another group of 100 ac¬ 
cident-free drivers found in official motor vehicle rec¬ 
ords (group B). All the drivers were checked for adult 
court records, public health and venereal disease rates, 
and credit bureau and social service agency contacts. 
The basic concept in this study was that the people 
involved in repeated accidents are those who have 
evidenced maladjustments in meeting other personal 
and social demands of life. In this particular study, 66% 
of the accident repeaters were known to one or more 
of these agencies as against only 9% of those who were 
accident-free (table 2)." 

In our studies at the Harvard School of Public 
Health, we have repeated this approach by carefully 
matching truck drivers who were accident-free and 
accident repeaters in all the essential aspects of their 
work and driving experience. Very rigid criteria were 
set up, and a large number of cases obtained from the 
Interstate Commerce Commission were used. The pro¬ 
cedure was found to distinguish clearly between driv¬ 
ers who were accident-free and accident repeaters. 
The relative value of selected items in discriminating 
the good and poor drivers is shown in table 3. The 
chi-square values for the discriminating items were 
then used as weights for the items in a test. When this 
test was administered to an unselected sample of driv¬ 
ers, it was possible to identify 85% of the accident 
rape iters. 4 

It may be concluded from these studies that “a man 
drives as he lives.” This recalls to mind the view of the 
C'rdiologists, that the way a man lives in regard to 
diet, exercise, relaxation, and nervous tension deter¬ 
mines how long he lives. In general, those persons 
having repeated accidents may be characterized as 
having a disrespect for organized authority, poor social 
adjustment, and evidence of permanent or transitory 
emotional instability. Just as delinquency may be 
manifestation of the above-mentioned traits, so may- 
repeated accidents reflect the type of adjustment or 
the mode of life. 

. An intensive investigation of personal and inter¬ 
personal factors in relation to motor-vehicle accidents 
is currently being made at the University of Colorado 
and the Fitzsimons Army Hospital. This approach com¬ 
bines psychological and psychophysical testing, clinical 
study, and complex statistical analysis. The general 
findings are as follows: 1. The group test that appears 
to provide the clearest discrimination between drivers 


who are accident-free and accident repeaters is a mod : - 
fied version of the Allport-Vernon scale of values. 
Subjects who have had accidents score consistently 
high on the theoretical and aesthetic scales and con¬ 
sistently low on the religious scale. Appropriate cut-off 
scores on these scales have been tested on three suc¬ 
cessive samples of persons who were accident-free 
and accident repeaters with a 70% accuracy of classi¬ 
fication. 2. Analysis of the emotional projection test, 
developed for this study', suggests that the accident- 
free subject is relatively more likely than the accident 
repeater to identify with father and to have a positive 
self-picture. The accident repeater is less likely to iden¬ 
tify with parents, is more likely to show regressive, maso¬ 
chistic fantasy', and is more likely to consider authority' 
figures unpleasant. Preliminary analyses of scores in 
combination with the Allport-Vernon scale produce 
a considerable increase in the precision of predic¬ 
tion above that from the use of the Allport-Vernon 
scale alone. This, however, requires further checking 
in new samples. 3. A preliminary characterological 
picture comes from the analysis of the clinical inter¬ 
view data. A considerable body of data yet awaits 
analysis, but the results available suggest that accident 
repeaters show an excess of regressive, wish-fulfilling 


Taiile 4.—Accidents Among Selected Age Groups of Drivers 
Licensed in Connecticut , 1955° 
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17 
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7 
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4 

18 
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3.5 

19 
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4.7 
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20 
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33 
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40 
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60 
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1.1 

GO 

11,400 

290 

2.5 
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phantasy', a lack of self-understanding, and a minimal 
degree of tension. Furthermore, the accident repeater 
appears to feel that his social environment is unsatis¬ 
factory and barren in relation to his strong needs for 
affection and recognition. 5 

Influence of Age 

There is agreement in several studies that accident 
rates for y'ounger drivers are higher than would be 
expected if age were of no influence. This is shown 
in table 4, in which the number of accidents for a large 
group of Connecticut drivers is given in proportion to 
the age composition of the driving public. Youthful 
drivers showed an excessive number of accidents, while 
drivers over 30 y'ears of age had fewer accidents than 
would have been expected. 0 A large sampling of drivers 
in Iowa has been studied more recently', with similar 
results in regard to the relation of age to accident rates. 

An important area of research in this connection is 
that of the effects of aging on skilled performance. 
A major finding is that workers are less able to meet 
the demand of working at high speed with increasing 
age. This is particularly true in situations that contain 
novel elements. When older workers are faced with 
fast-paced work, they are apt to become muddled; 
while if they are left to work at a speed of their own 
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choosing, skilled performance shows no deficit and 
may even exceed that of younger, less experienced 
persons. Errors and, hence, accidents among older 
workers can be avoided when in tire training and 
supervision cognizance is taken of the “host” factors 
that reflect the normal process of aging.' 

Influence of Fatigue 

The effects of fatigue are most pronounced in acci¬ 
dents in which the driver was asleep. In most other 
situations it is difficult to determine the extent of the 
loss of efficiency due to fatigue. It has been demon¬ 
strated that subjects do less well on a variety of psycho¬ 
logical and psychomotor tasks after prolonged driving. 
The results have been interpreted to indicate the pres¬ 
ence of reduced efficiency and, hence, increased liabil¬ 
ity'' to accidents. Such findings provide some evidence 
for the regulations governing hours of driving and the 
taking of intervening rest periods that have been 
adopted by the Interstate Commerce Commission. 

Evaluating the role of fatigue in highway safety, 
however, is not simply a matter of relating hours of 
driving to accident frequencies. Actually, in the case 
of truck drivers, the time of greatest frequency of 
accidents (about 60%) is found to be within the first 
three hours of driving rather than near the end of the 
day’s run. The amount and quality of previous rest, 
time since last rest, the nature of activities prior to 
driving, and concurrent emotional stress are some of 
the numerous complicating factors. 

A clearer understanding of the effects of fatigue on 
driving performance can be gained from the concept 
of skill fatigue. A complex skilled performance such 
as driving has been shown to deteriorate in character¬ 
istic ways under protracted operation, or under other 
fatigue-producing conditions. One initial effect con¬ 
cerns the timing of reactions. While in later stages 
gross mistakes may appear, at first it is more likely 
that the right response is made, hut at the wrong time. 
As fatigue increases, the field to which the operator 
is responding as a whole loses its integrated quality 
and the operator reacts to individual aspects of it. Cer¬ 
tain stimuli predominate, while others are ignored 
and important responses are omitted. Standards of 
performance deteriorate and the operator thinks he is 
doing as well as previously, although he is actually 
operating less skillfully. He no longer recognizes or 
appreciates his errors. There may he loss of insight 
into the seriousness of the situation. 

Under conditions of extreme fatigue, drivers have 
been known to experience hallucinations and to have 
accidents by maneuvering to avoid collision with ob¬ 
stacles perceived hut not actually present on the 
highway. Confidential interviews with drivers have 
indicated that such experiences are most likely to occur 
on long-distance runs, at night, and when the level of 
driver activity is low and the driver feels a need for 
sleep. 4 

Influence of Design of Automobiles 

One means of improving highway safety is to de¬ 
sign automotive equipment in tenns of human capa¬ 
bilities and limitations. Mechanical design should be 
intimately related to the biological and psychological 
characteristics of the driver. It is reasonable to expect, 
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therefore, that machines should be designed from the 
man outward, with instruments and controls consid¬ 
ered as extensions of his nervous system and append¬ 
ages. This implies that the automobile should he built 
around the operator, with due regard for his require¬ 
ments and capacities. Unless this is done, it is hardly 
fair to attribute so many accidents to human failures. 
If this point of view is carried out in practice, fewer 
accidents should result and extensive redesigning of 
equipment after it is put into use should be eliminated. 

In general, it may be said that any control lever 
that is unnecessarily difficult to reach and operate, any 
instrument that is difficult to read, any seat that in¬ 
duces poor posture or discomfort, or anything that is 
an unnecessary obstruction to vision may contribute 
directly to an accident because of the difficulty of 
proper operation by the driver. In addition, the cumu¬ 
lative effects of such difficulties are sure to induce 
fatigue, to result in the over-all deterioration of driver 
efficiency, and perhaps eventually' to lead to an ac¬ 
cident. 7 

It was clearly brought out in the last war that ma¬ 
chines do not fight alone and that the effectiveness of „ 
a man-machine system depends in large part upon the 
integration of the operator and his equipment. The 
physician, with his background in the biological sci¬ 
ences, is in an excellent position to recognize errors that 
have been incorporated into equipment and that, 
therefore, predispose the worker to accidents. 

Summary and Conclusions 

A review of the attempts to relate a wide variety of 
sensory, psychophysical, and psychological character¬ 
istics of drivers to their accident experience and of 
the various tests developed to predict accidents indi¬ 
cates that, so far, such procedures have only limited 
value. It is apparent, however, that the most promising 
area for the understanding and control of the human 
factors in accidents is that of the attitudes and per¬ 
sonal adjustments of drivers. 

There are various approaches that have been used 
in the investigation of accident-proneness and in tire 
study of the accident repeater. The clinical study of 
accident repeaters leads to the hypothesis that “a man 
drives as he lives.” On the basis of preliminary results, 
a particular combination of tests appears to have con¬ 
siderable precision in discriminating between drivers 
who are accident-free and accident repeaters. Analysis 
of extensive clinical material is expected to yield quali¬ 
tative eharacterological attributes differentiating the 
drivers who are accident-free from the accident re¬ 
peaters. Age is an important variable in tire causation 
of accidents. The clear tendency for higher frequen¬ 
cies of accidents to occur among younger drivers is 
interpreted as due to factors of youthfulness, tempera¬ 
ment, and inexperience, however, rather than to age 
per se. Other psychological factors are those important 
in temporary' conditions of the driver, as exemplified 
by fatigue, and those important in the integration 
between the driver and his equipment. 

It is submitted that the prevention of motor-vehicle 
accidents falls within the scope of preventive medicine 
because of the epidemic nature of accidental deaths 
and injuries and because of the outstanding role or 
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host factors in causing accidents. The physician, be¬ 
cause of his background in the biological sciences, has 
an unusual opportunity to understand the human 
causes of accidents and to combine treatment with 
education in safety'. 

1 Slmttuck St. . 
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MEDICAL ASPECTS OF MOTOR-VEHICLE ACCIDENT PREVENTION IN INDUSTRY 

Harold Brandaleone, M.D., New York 


The importance of prevention of motor-vehicle 
accidents as a public health problem is obvious when 
we realize that, according to the National Safety 
Council, in 1954 there were 36,000 motor-vehicle 
deaths and 1,250,000 disabling injuries as a result of 
motor-vehicle accidents, at a cost of 4.4 billion dollars 
(this includes the cost of injuries, insurance, and 
property' damage).’ 

Great strides have been made in the improvement of 
roads, highways, and motor vehicles. However, the 
human element, the major factor in the cause of 
accidents, has been neglected. It has been reported ’ 
that one out of every' 14 drivers involved in fatal 
accidents had a physical condition that could have 
been a contributing factor to the accident. According 
to reports from 22 states, lack of sleep and fatigue 
were present in 60% of the cases, with defective vision, 
illness, and defective hearing next in order. 

It is imperative for public safety' that physicians 
assume their proper role in accident prevention. It 
is their responsibility' to determine the medical quali¬ 
fications of drivers. They' must assist the state licensing 
bureaus in developing physical and mental standards 
so that only properly qualified persons are permitted 
to drive. 

Comprehensive Medical Program 

On the basis of our experience in two large organi¬ 
zations, one a transportation company and the other a 
delivery service, my colleagues and I have compiled 
a group of standards to aid the physician and the 
licensing bureaus in qualifying drivers. 

In 1947, when we were asked to reorganize the 
medical department of the Third Avenue Transit Sys¬ 
tem in New York City, this company had a very high 
accident fate that had to be reduced. Since it was our 
opinion that the human element was the most im- 


Medical Director, Third Avenue Transit System and United 
Parcel Service. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• The significance of the human factor in automobile 
accidents is illustrated by the reduction in the annual 
rate of accidents (from 6,377 in 1946 to 3,130 in 
1955) achieved by a metropolitan transit system by 
developing its medical program for drivers and 
introducing psychological tests. The data show that 
the cost of maintaining o medical department for 
a year is less than the cost of one bad accident. 
The division of motor-vehicle drivers into categories 
makes it possible to set up fair standards for each. 
The details of the examination and the frequency 
of reexaminations depend on the applicant's age, 
the history of past and more recent illnesses, and 
the category for which he wishes to qualify. A ref¬ 
erence list of hazardous conditions in drivers 
of motor-vehicles has been prepared on the basis of 
experience and is available for the guidance of 
physicians, industry, safety organizations, and licens¬ 
ing agencies. The comprehensive medical program 
enlists the cooperation of the family physician, and 
handicapped employees are grateful for safer jobs. 


portant etiological factor in accident production, we 
decided that the best method of reducing the acci¬ 
dents was to emphasize the selection of the operator, 
with particular stress on the medical and mental 
problems involved. In order to accomplish this, three 
major steps were taken: (1) the establishment of rigid 
preplacement examinations as part of an improved 
driver-selection program; (2) the institution of peri¬ 
odic medical examinations of operators; and (3) the 
creation of a comprehensive medical program for em¬ 
ployees. Details of our studies have been reported 
elsewhere. 2 

The institution of an improved driver-selection 
program was one of the important factors in the re¬ 
duction of accidents in this company. Under this plan, 
the candidate for the position of bus operator is inter¬ 
viewed in great detail by the personnel department. 
His previous employment record is investigated. Po- 
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lice files and military medical records are requested. 
Military medical records are invaluable in determining 
the physical and emotional status of the applicant. 

The applicant is then required to take the Ameri¬ 
can Transit Association motorability tests, 3 as well as 
a group of vision tests on the Keystone Telebinocular. 
He is also examined for glare resistance, peripheral 
vision, and color blindness. The candidate is then 
given a group of psychological tests. In one study 2 ' 
Flamm and I used the Thurstone temperament 
schedule, 4 the Maslow security and insecurity tests, 5 
and the standard examinations for employees recom¬ 
mended by the American Transit Association. 8 

It is our opinion that psychological testing can be 
an important tool in the selection of a vehicle opera¬ 
tor. It is our hope that simple, practical, and brief 
screening tests can be developed for use in industrial 
and licensing procedures. If the candidate passes the 
psychological tests, he is then referred to the physician, 
who takes a detailed medical history and performs 
mental and physical examinations. An x-ray of the 
chest, urinalysis, serologic tests, and electrocardi¬ 
ograph)' are done. When the examinations are com¬ 
pleted and the military records received, the reports 
are studied by the medical director and the employ- 
ability' of the candidate is determined. Friedman and 
I M have established a list of minimal physical re¬ 
quirements for candidates and record the findings 
according to a profile system. 

The profile is based on a system used in World 
War II by the Air Force. It includes a physical and 
mental examination and is divided into six categories: 
physical defects or stamina, organic defects, hearing- 
ears, vision—eyes, neuropsychiatric, and motorability. 
Each category is subdivided into four classifications, 
1 representing the highest and 4 the lowest grade in 
each category. A grade of 4 in any group disqualifies 
a candidate. 

Briefly, we reject any candidate who might present 
a disability that would suddenly incapacitate him 
and be the direct cause of an accident. However, we 
also disqualify candidates for conditions that may be 
indirectly incapacitating. For example, severe hemor¬ 
rhoids may cause a bus operator so much discomfort 
that his attention may be diverted and cause him to be 
involved in an accident. A candidate for the job of 
driving a commercial vehicle or truck who has tuber¬ 
culosis or a severe low back syndrome should not be 
qualified for the job if he is required to do heavy 
lifting. In industry a thorough knowledge of job re¬ 
quirements is necessary in order to evaluate the 
candidate properl)'. Our experience has shown that 
usually 35% of the candidates fail to qualify. When 
the candidate is finally accepted, he is put through a 
rigid training program with instructions on how to 
drive a bus and avoid accidents. He is brought back 
for retraining and medical examinations at periodic 
intervals. 

In addition to periodic examinations, whenever an 
employee is absent for more than 28 days because of 
illnfcss or injury he must submit to a detailed medical 
examination to determine his ability to drive safely. 
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These periodic examinations have disclosed many 
illnesses, some temporarily and others permanently 
disqualifying. When possible the disabilities are cor¬ 
rected. If an employee is temporarily prevented from 
driving, an attempt is made to find other work for him. 

The development of a comprehensive medical pro¬ 
gram should include the study of absences due to 
illness. When a bus driver in our company is absent 
for more than five days due to illness, a staff physician 
is sent to his home to determine the cause of his illness. 
There is no interference with the care of the family 
physician. Our purpose is to determine if the employee 
is suffering from an illness that would disqualify him 
as a driver, either temporarily or permanently. 

We receive reports from the family physician and 
cooperate with him in any way we can. The im¬ 
portance of this procedure can be determined from 
a summary of the following case. 

A 48-year-old male who had been employed as a bus operator 
in our company was absent from work for six days. His physician 
certified that lie had been suffering with a gastrointestinal upset 
and that he was able to return to regular work as a bus operator. 
The staff physician, however, obtained a story indicating that 
the patient had suffered a convulsive seizure. On this basis, we 
did not permit him to return to work but obtained a neurological 
consultation, including an electroencephalogram. These tests re¬ 
vealed evidence of a convulsive disorder associated with hyper¬ 
tensive encephalopathy. On the basis of these reports, we did 
not permit him to drive a bus and obtained other work for him. 
Me lias since had several seizures while at work. This employee 
has been most grateful that he was not permitted to drive and 
was given a safer job. 

Annual Rate of Accidents over Which Operator Has Contra! 
in Third Avenue Transit System 1946-1955 
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Results 

The comprehensive medical program we established 
resulted in (a) a reduction of accidents of over 50%, 
( h ) a decrease in absenteeism as a result of improved 
employee health, and (c) substantial financial savings 
for our company. 

The table shows the reduction in frequency of 
accidents under operator control. In 1946 diere was 
a total of 6.377 accidents. This number was reduced 
to 3,608 in 1950, 2,568 in 1953, and 3,130 in 1955. We 
believe this reduction in accidents resulted from the 
detailed medical program, the profile classification, 
and the introduction of psychological testing. We 
found that an operator who passed a group of psycho¬ 
logical tests had a statistically significant better ac¬ 
cident record than a candidate who did not pass the 
tests. It is our opinion that the future development 
of a program of prevention of motor-vehicle accidents 
will depend on a better understanding of the 
psychological problems involved. 
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The economic results are of particular importance 
to industry, because of the substantial savings in 
money. Medical costs have been reduced since the 
medical department was reorganized in 1947. In 1946 
the total medical cost was $256,424.71. Since 1947 
the cost was greatly reduced until 1954, when it was 
$149,161.93. In 1955 the cost was $172,976.92. This 
substantial reduction was effected in spite of the in¬ 
creased medical fees, compensation costs, and sick 
benefits. These savings were accomplished by de¬ 
creased absenteeism as a result of employee health, 
reduction in compensation costs, and the reduction in 
accidents. 

There has been an additional financial saving from 
the reduction in accidents that cannot be accurately 
determined, but if one estimates that 50 persons may 
be hurt in each accident and if the settlement of 
each claim would be $500, then the reduction of 
3,000 accidents a year, as occurred in our company, 
could save over 1 million dollars a year. From our 
figures, it is obvious that the cost of maintaining a 
medical department is less than the cost of one severe 
accident. We feel that only a mentally and physically 
healthy individual should be allowed to drive a motor 
vehicle, since medical fitness is the keynote of acci¬ 
dent prevention. 

Recommendations of the Industrial Medical 
Association 

In 1954 the Industrial Medical Association 
established a committee on standards for vehicle driv¬ 
ers. The purpose of tins committee was to create 
medical standards for drivers of all types of motor 
vehicles. This committee divided motor-vehicle driv¬ 
er's into three categories 7 : (1) transportation vehicle 
operators (drivers of buses, trolleys, and taxis and 
railroad engineers); (2) commercial vehicle operators 
(drivers of trucks or other vehicles that carry no 
passengers); and (3) private vehicle operators. 

Frequency of Examination.—It has been recom¬ 
mended that the frequency of examination be deter¬ 
mined as follows. Transportation vehicle operators 
should have preplacement examinations. It is recom¬ 
mended that, up to the age of 45, periodic physical 
examinations be performed annually, but they should 
be mandaton' at least ever)' two years. After age 45, 
examinations should be required annually. Commer¬ 
cial vehicle operators should have preplacement exam¬ 
inations and periodic physical examinations at least 
every two years up to the age of 45 and annually 
thereafter. Private vehicle operators should have 
examinations prior to receiving a driver’s license. Up 
to the age of 45, they should be examined every three 
years; after 45, ever)' two years; and after 60, annually. 

It is further recommended that every driver in 
industry absent from work for more than 28 days, for 
illness or accident, be examined before returning to 
work, to be sure that he is not a hazard to himself or 
to the public. 

Type of Examination .—Details of the type of exam¬ 
ination are being reported elsewhere 7 ; however, 
recommendations for performance are given below. 


Examinations of commercial and transportation op¬ 
erators should be performed by a qualified physician, 
who should certify that he has performed tire re¬ 
quired examination and that he has retained a copy 
of this examination, which he is willing to present to 
the proper authorities at any time. The examining 
physician should also certify as to the physical and 
mental ability of the candidate to perform the duties 
of the job applied for. This examination should include 
a detailed history and physical examination; psy¬ 
chological evaluation; visual tests (including Snellen, 
Telebinocular, or Orthorater, color blindness, periph¬ 
eral vision, depth perception, and glare resistance); 
urine examination; chest x-ray; serologic tests; and 
electrocardiograms at age 45 and every five years 
thereafter. 

Examination of private operators should include a 
history and physical examination and urinalysis. A 
copy of the medical record should be sent to the 
state motor-vehicle bureau for detailed examination 
by qualified persons. This report should be a required 
factor in the acceptance or rejection of a candidate for 
a driver’s license by the motor-vehicle bureau. 

The committee has prepared a reference list of con¬ 
ditions that may be nonacceptable for drivers to guide 
physicians, industry, safety organizations, and govern¬ 
mental licensing agencies in determining the qualifi¬ 
cations of motor-vehicle operators. 

116 \V. 32nd St. (1). 

Dr. Gerald J. Friedman and many other associates of the Third 
Avenue Transit System assisted in accomplishing these results. 
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PREVENTIVE MEDICAL ASPECTS OF AUTOMOBILE 
CRASH INJURIES AND DEATHS 

Seward E. Miller, M.D., Washington, D. C. 


The title of this presentation, emphasizing as it 
does the preventive medical aspects of automobile 
crash injuries, focuses attention at once on the medi¬ 
cal requirements for the licensing of motor-vehicle 
drivers- If the philosophy of prevention is to be ap¬ 
plied to the medical aspects of the automotive acci¬ 
dent problem, then the place to apply it is at the 
point where individuals receive licenses permitting 
them to drive. Our basic problem here is the sorting 
out of those individuals who will constitute a hazard 
to themselves and others on the highway because of 
some medical condition that an adequate screening 
or testing system could detect. 

Since the prevention of motor-vehicle accidents is 
of international concern, the United Nations for the 
past several years has been interested in this prob¬ 
lem, and an approach to it has been made by its 
expert advisory panel on highway accidents and safety. 
I think that we might take some pride in the fact that 
this panel was established by the United Nations at 
the request of the United States representatives to 
that organization. To facilitate its work, the panel 
divided the problem into three parts: first, safety in 
highway construction; second, safety in automotive 
design; and third, medical requirements for the licens¬ 
ing of motor-vehicle drivers. The World Health Or¬ 
ganization, being the health arm of the United Na¬ 
tions, was asked to call together the expert medical 
consultant group. Since I have had the pleasure of 
working with this group, I would like to tell you what 
it has accomplished thus far with respect to the medi¬ 
cal aspects of the problem. 

The initial meeting of this medical consultant group 
was held in Geneva last summer. Although we recog¬ 
nized that much additional information was needed 
to enable us to make valid decisions, we felt it im¬ 
perative to develop a starting basis. 

Standards for Licensure 

We first established that a distinction should be 
made between those who apply for permits to drive 
heavy motor vehicles and those who plan to drive 
only light ones and that, in the interests of public 
safety, the medical requirements should be much 
more stringent for permits to drive heavy motor ve¬ 
hicles. A complete medical examination by qualified 
medical practitioners should be required of all appli¬ 
cants in this category. 


From the Office of the Surgeon General, Department of 
Health, Education, and Welfare, Public Health Service. Dr. Mil¬ 
ler is now Director of the Institute of Industrial Health, Univer¬ 
sity of Michigan, Ann Arbor. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• The place fo apply the philosophy of prevention 
concerning automobile accidents is at the point 
where individuals receive licenses permitting them 
to drive. A medical condition, be it physical or 
mental, that can cause a driver to be a poor risk 
should be detected by adequate screening and 
testing. Thus may we solve the basic problem of 
sorting out those individuals who will constitute a 
hazard to themselves and others, while on the 
highways. 


We next considered the scope of the medical ex¬ 
amination, practical test, or declaration of health to 
he required in relation to driving both heavy and 
light motor vehicles and recommended (a) that driv¬ 
ers of heavy motor vehicles should be medically ex¬ 
amined before a license is issued and, furthermore, 
should be reexamined every three years after age 40, 
annually after age 60, and after serious illnesses or 
accidents; and (b) that drivers of light motor vehicles, 
before a license is issued or renewed, should be re¬ 
quired to make a declaration of physical and mental 
health, including good eyesight and hearing. For 
countries with driving examiners, we suggested cer¬ 
tain practical tests to be carried out by the examiners 
at the time the applicant appears. Incidentally, I was 
surprised to learn that some countries still do not re¬ 
quire a permit to drive a motor vehicle. 

All Vehicles.—We also considered the medical con¬ 
ditions that should constitute a barrier to tire issuance 
of a license to drive any motor vehicle, since we felt 
that there were a vast number of physical and mental 
conditions sufficiently incapacitating to interfere with 
safe driving. After considerable debate, we arrived 
at the following list of conditions: (1) total visual acu¬ 
ity of less than O.S (20/25 in American terminology) 
for both eyes together, with glasses if necessary; (2) 
significant reduction or anomaly of visual field; (3) 
diplopia; (4) marked reduction of hearing; (5) vertigo 
of any form; (6) bradycardia (pulse rate below 40 per 
minute) or any cardiac condition that causes sudden 
loss of consciousness; (7) malignant hypertension; (8) 
severe myxedema; (9) adrenal cortical hypofunction 
(Addison s disease); (10) diabetes insipidus; (11) epil¬ 
epsy of any form; (12) senile dementia; (13) severe 
encephalitis; (14) established psychosis or low-grade 
mental defectiveness; (15) loss of muscular coordina¬ 
tion due to brain or spinal cord diseases; (16) severe 
anemia or a blood disease that causes sudden loss or 
consciousness; (17) febrile stage of infectious diseases; 
(18) chronic alcoholism; (19) drug addiction (narcotics, 
barbiturates); (20) habitual use of drugs of certain 
types, such as antihistamines, stimulants for prevention 
of sleep, and hypotensive agents; and (21) deformities 
and disabilities of limbs. 
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Applicants for driving permits who have lost one 
or more limbs constitute a special problem. Many can 
drive safely, although some will require special equip¬ 
ment on the vehicle. Each such person should be 
medically evaluated by a physician and be certified 
as fit to drive before a license is issued. 

Heavy Vehicles .—In addition, the following condi¬ 
tions are the more important ones that should con¬ 
stitute a barrier to the issuance of a license to drive a 
heavy motor vehicle: (1) visual acuity of less than 
16-17/10, both eyes together, with glasses, if neces¬ 
sary; (2) cardiac failure; (3) significant cardiac en¬ 
largement; (4) significant valvular heart disease; (5) 
auricular fibrillation or flutter; (6) blood pressure 
persistently over 200 mm. Hg systolic and/or over 
100 mm. Hg diastolic; (7) coronary artery disease or 
anginal syndrome; (8) thyrotoxicosis; (9) diabetes; (10) 
tabes dorsalis; (11) dementia paralytica; (12) leuko¬ 
tomy or lobotomy; (13) myasthenia gravis; (14) hemi¬ 
plegia and other significant paralysis; (15) definite 
psychosis, past or present; (16) mental defectiveness; 
(l7) established psychoneurosis or neurosis; (18) leu¬ 
kemia or significant blood dyscrasias; (19) recent or 
active pulmonary tuberculosis; (20) severe chronic 
bronchitis; (21) bronchiectasis; (22) active peptic ul¬ 
cer; and (23) hernia, large or irreducible. As more 
experience is gained this list will, of course, be ex¬ 
panded and perhaps modified. It represents only a 
beginning in the establishment of medical require¬ 
ments. 

Examination of Applicants .—A document entitled 
“Guiding Principles in the Medical Examination of 
Applicants for Motor Vehicle Driving Permits” was 
produced as a guide for qualified physicians in mak¬ 
ing such medical examinations. While the medical 
standards prescribed for motor-vehicle drivers vary 
and no doubt always will vary considerably between 
different countries, it was hoped that the general in¬ 
formation assembled in the document would be of 
use to physicians everywhere. Examining physicians 
will, of course, need to meet the specific requirements 
of the licensing authorities in each country. Drivers 
of light vehicles and private cars are not usually 
medically examined at the request of licensing au¬ 
thorities; nevertheless, these drivers sooner or later 
usually come under the care of the private medical 
practitioner, who may make good use of this guide 
in advising his patients regarding their ability' to 
drive a motor vehicle safely. 

A method of examination is outlined in some detail 
to assist the examining physician in ascertaining an 
individual’s ability to drive a motor vehicle. It is 
pointed out that as a general rule the medical assess¬ 
ment should be based on the following criteria: 1. Is 
the applicant physically and mentally able to manipu¬ 
late the controls and maintain such work for long 
periods? 2. Has the applicant a safe standard of vision 
and hearing? 3. Is there any risk of sudden loss of 
consciousness while driving? 4. Is there a likelihood 
of severe fatigue toward the end of the day with con¬ 
sequent increased danger of accident? 


If the answer to these four questions is satisfactory, 
the applicant may safely be permitted to drive. How¬ 
ever, if a chronic or progressive disabling disease is 
present, the individual should be kept under regular 
observation or only a limited driving permit recom¬ 
mended where such permits are provided. 

The methods of examining the various body organs 
and systems are discussed in some detail under the 
headings Eyesight Testing and Standards, Ear Con¬ 
ditions, General Physique, Cardiovascular Conditions, 
Disorders of the Endocrine System, Disorders of the 
Nervous System, Diseases of the Blood, Diseases of 
the Gastro-Intestinal System, and Diseases of the 
Genito-Urinary System. Of course, numerous other 
facets of the problem are discussed in some detail 
under such headings as Infectious Diseases, Alcohol 
and Drugs, and Psychology of Driving and Psycho- 
Physical Aptitude Tests. Finally, an outline scheme 
for the routine medical examination of drivers is 
suggested. 

With regard to the previously mentioned practical 
tests to be carried out by driving examiners, we felt 
that a driving examiner is not qualified to give either 
a medical examination or a medical opinion on the 
applicant’s suitability for driving. However, the driv¬ 
ing examiner is in position to observe, without actual 
examination, some types of physical, mental, visual, 
or auditory disability, and in these cases a medical 
examination should be required. 

All applicants should have their visual acuity tested 
by the nonmedical examiner with use of the Snellen 
or a similar chart. A total visual acuity of at least 0.8 
(20/25) for both eyes together, with glasses if neces¬ 
sary, should be required. Those who fail the test 
should be referred to an optlialmologist for examina¬ 
tion. All one-eyed applicants, all applicants with an 
apparent eyesight defect, and those in whom the 
vision in one eye is less than 0.1 (20/200) with glasses 
should be referred to an optlialmologist for examina¬ 
tion. We did not feel it was necessary to carry out a 
test for color vision. 

Comment 

The public should be educated to think of driving 
as a privilege, not an inherent right, as it is regarded 
today. The public also should be conditioned to ac¬ 
cept more stringent qualifications for driving motor 
vehicles, such as those now accepted for flying a 
plane or carrying a gun or for the practice of medi¬ 
cine or the practice of law. 

The finding of poor-risk drivers, so that they can 
be removed from the road before they kill people, 
is a major need. Here we need research on the psy¬ 
chometric examination and evaluation of the emo¬ 
tionally unstable and other persons unfit to drive. We 
need a sound basis for the medical screening of these 
people. The future of safe driving both in this country 
and abroad will be determined in large measure by 
our ability to sort out medically the unfit and to adopt 
sound, effective qualifications for the issuance of a 
driver’s license. 

1630 University Hospital, Ann Arbor, Mich. 
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NEUROLOGICAL AND NEUROSURGICAL ASPECTS OF TRAFFIC ACCIDENTS 

Harold Elliott, M.D., Montreal, Canada 


It might be said that death and injury due to traffic 
accidents is one of the most urgent neurosurgical 
problems of the present day in North America (fig. 1) 
and that tire classification of neurological standards for 
safe drivers is one of our most urgent neurological 
problems. As is seen in figure 2, heart disease and 
cancer lead in all causes of death, with traffic accidents 
ranking third; yet in young people who are physically 
fit before the accident, with years of life ahead, traffic 
accidents are the greatest and the most serious of the 
three great killers. Thus, from incidence alone, it is 
our greatest challenge. The awfulness of this problem 
to a practicing neurosurgeon is as challenging as 
elucidation of the function of the nervous system 
itself. 

Historical Review of Neurosurgical Approach to 
Head Injuries 

Tire sense of emergency associated with any serious 
head injury has, from the time of Harvey Cushing 
onward, demanded increased knowledge of the patho¬ 
logical processes involved. This has been the direction 
of the neurosurgical attack during the first half of this 
century. In two world wars, over the past 50 years, 
this challenge has been met with a great saving of life. 

In 1940 Sir Hugh Cairns drew attention to the im¬ 
portance of head injury in motorcycle accidents 
through a study of “crashed” helmets. We may see the 
effect of his recommendations in Great Britain today. 
G. Alexander of Bristol has remarked that fewer mo¬ 
torcycle head injuries on the week end are being seen 
in his regional neurosurgical unit, and this, he feels, 
is due to the increasing use of crash helmets. It is all- 
important now to extend a similar study to all types 
of traffic accidents. 

Review of Injuries from Epidemiologic Aspect 

The following review of patients with traffic-acci¬ 
dent injuries admitted to the neurosurgical services of 
(he Montreal General Hospital and the Queen Mary 
Veterans Hospital during the past 18 months repre¬ 
sents an average cross section of neurosurgical prac¬ 
tice in a civilian hospital as well as in a military 
service institution. The neurological and neurosurgical 
technical aspects of these cases are so manifold that 
I have not attempted to emphasize them. These de¬ 
tails are covered in the standard textbooks, supple¬ 
mented by current neurosurgical journals. I have 
attempted to approach this study from the epidemio¬ 
logic aspect. 

Two recommendations come out of this review: 
First, emergency care and evacuation of neurosurgical 
casualties must be improved. At this stage of the “cold 


From tile Department of Neurology and Neurosurgery, Mon¬ 
treal General Hospital and the Queen Mary Veterans Hospital, 
McGill University. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• The neurosurgeon is concerned with traffic acci¬ 
dents because from 30 to 70% of the fatalities are 
attributed to head injuries. Protection of the head 
and neck is therefore important in prevention of 
injuries, but promptness and care are also necessary 
n giving first aid and in transporting the injured. 
There is evidence that morphine has been misused 
at the scene of the accident and that subsequent 
diagnoses are too often mistaken. The epidemiology 
of accidents needs continued study so that death 
traps can be eliminated and environmental sources 
of confusion can be recognized. Some patients have 
been the victims not so much of accidents as of will¬ 
ful manslaughter. Psychiatric and neurological tests 
for drivers might be revealing. There must be enough 
genius in the medical, legal, and engineering pro¬ 
fessions to control this nationwide disease. 


war,” with the threat of nuclear weapons, the evacua¬ 
tion of casualties and the over-all organization for 
catastrophe, with the role that neurosurgeons must 
play, is a most important subject for further thought 
and action. Committees of neurosurgical societies, I 
am certain, have this in mind. 

Second, epidemiologic studies in the traffic-acci¬ 
dent field are urgently needed. Faults in any part of 
this field result in injury and death (fig. 3). The pro¬ 
ceedings of the Montreal Conference on Medical As¬ 
pects of Traffic Accidents, in May, 1955 (Sun Life 
Assurance Company, Montreal, Canada) indicated that 
traffic-accident research in medical schools deserves 
priority. A foundation to finance this study is now be¬ 
ing started in Canada. The charter for this foundation 
is being prepared by the Canadian Bar Association 
and indicates joint action between the legal and med¬ 
ical professions. 

Head Injuries 

Incidence .—According to some estimates (Row- 
botham, Great Britain), 70% of those who die as the 
result of traffic accidents do so from the head injury 
received. Other statistical estimates are lower than 
that, particularly those from Cornell. According to the 
Dominion Bureau of Statistics, head fracture is the 
cause of death in 36% of those killed in collisions; in 
31% of those killed as the result of the vehicle’s over¬ 
turning or running off the road; and in 39% of pedes¬ 
trians killed. Regardless of the difference in figures, 
death from head injury in a traffic accident is very 
frequent. 

Mechanism of Injury ,—The deaths that occurred in 
my series were due to unexplained acute cerebral 
edema or respiratory complications in patients who 
were deeply unconscious. It is not known how many 
others from these same accidents died at the scene of 
the accident or in transit, nor can one visualize the 
forces involved in the production of these cerebral 
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lesions. More cooperation is needed between the road 
police and hospital staffs in making these data avail¬ 
able. 

How the “dummy’s” head is injured, when the 
dummy is placed inside an automobile, is shown in 
Dye’s classic, high-speed movie studies. These experi¬ 
ments have shown graphically the space through 
which the dummy travels; the point of impact of the 
head on the dashboard, or windshield; or the path of 
a child, flying forward from the back seat. These mo¬ 
tion pictures arc completely convincing about the 
value of safety belts. However, many other details 
are required before our knowledge is complete. Like¬ 
wise, more information is needed about pedestrian 
injuries: what patterns are common to them and how 
such accidents can be prevented. 



Fig. 1.—Traffic-accident death rates in England and Wales, 
United States, and Canada per 100,000 population. Sources: 
Vital Statistics Section, Dominion Bureau of Statistics; World 
Health Organization; Registrar General of England and Wales; 
National Safety Council of the United States; United Nations 
Statistical Office; and Registrar General of Scotland. 


and engineering professions to control this nationwide 
disease in the same way that the atomic bomb, pro¬ 
duced for the destruction of humanity, is now being 
harnessed for human uses. It is merely a matter of 
teamwork. 



Fig. 2.—Lost life expectancy (number of years between age 
at death and average life expectancy of 70 years) from leading 
causes, excluding deaths under I year. Source: Dominion Bureau 
of Statistics. 
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DeHaven and Moore have emphasized the fre¬ 
quency of accidents in which the patient is thrown 
out of the automobile. Fortunately these studies have 
helped to convince two major automobile companies, 
Chrysler and Ford, to adapt “the packaging principle,” 
as a safety feature in modern machines. If automobile 
companies can be considered as collections of en¬ 
gineers, these companies deserve great praise for their 
humanitarian cooperation with the medical profession 
and for their realistic approach to the solution of 
problems such as head injury in the average crash. 
Certainly there is enough genius in the medical, legal, 
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Fig. 3.~Diagram of areas of traffic-accident field. 

Multiplicity of Injury .—The records from the Mont¬ 
real General Hospital contain many examples of 
multiple injuries in one patient. One patient, aged 32, 
suffered head injury, fracture of the right parietal 
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bones, cerebral contusion, spinal cord contusion, frac¬ 
ture of the ninth rib on the left, and pneumothorax. 
This is not an infrequent type of case. Medical care 
of these patients demands the attention of a combined 
medical-surgical team. This patient made a very satis¬ 
factory recover)', but, during the period of rehabilita¬ 
tion, the husband of the patient decided she was no 
longer a good risk and sued for a divorce. Perhaps 
psychiatric studies and tests of his qualifications as a 
driver might have been revealing. 

My colleagues on the traumatic service, as the re¬ 
sult of their experiences in the accident room, have 
wondered if many of these patients should be con¬ 
sidered not as victims of traffic accidents but rather 
as victims of willful manslaughter. Only detailed 
scientific studies will give us the answer. Committees 
of the Canadian Medical Association, working on 
records of the office of the attorney general in Alberta 
and New Brunswick, have been accumulating perti¬ 
nent information on this aspect. 

Variability of Injury in One Accident.— Variability 
of injury in an accident naturally depends on the path 
pursued by the occupants of the vehicle after the mo¬ 
ment of impact, as shown in the following description 
of an accident involving four people. 

A young doctor, his wife, and two children were injured at a 
level railroad crossing. There was only a wigwag signal, but no 
restraining bars, at this intersection. A freight train had just 
passed by in one direction, and, as the roadway was clear, the 
doctor started to cross. An express train, traveling at top speed 
in the opposite direction, struck his automobile, hurling it for¬ 
ward along the tracks. Miraculously, no one was killed. One child 
received a serious cerebral contusion. The mother had a bilateral 
fracture of the mastoid, with cerebral contusion and cerebellar 
signs. The second child had a mild laceration of the scalp over 
the vertex, with mild cerebral concussion. Fortunately, the father 
was much less severely injured. There are important epidemio¬ 
logic factors involved here. 

Community Death Traps— The numerous “booby” 
traps in one’s community are not revealed until an 
opportunity for reviewing one’s experience presents 
itself. My' records, collected during the past 18 months, 
represent accidents from various corners of the coun¬ 
tryside and graphically reveal the large number of 
death traps that haunt the area studied. McCarten of 
Alberta was impressed with this feature in his study. 
Perhaps this finding is also true of your community. 
The traps are reminiscent of the typhoid-producing 
milk factories and pollutejd water that spread typhoid 
and other epidemic diseases 75 years ago. 

It is my impression that accidents at railway cross¬ 
ings are too common in the Montreal area. The rail¬ 
way companies or the governmental bodies concerned 
seem much too callous about these accidents or igno¬ 
rant of their occurrence. I cannot believe that their 
attitude is that Canadians are less expensive than 
protective devices. Although there are only some 15 
million Canadians and although we are supposed to 
own the country; the question comes up as to how 
much each of us is worth. Are we of equal value to 
an underpass? The railways argue that the fault lies 
with the pedestrian or the driver who does not take 
safety precautions. 
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In England, however, a member of Parliament was 
killed when he cut the ribbon allowing the first train 
over the Manchester-Liverpool railway. This was one 
of the first deaths of the machine age. There was such 
a hue and cry in Parliament that strict legislation was 
brought about concerning such hazards as level cross¬ 
ings on railways. To my knowledge no such policy 
exists in Canada. 

I often wonder why the various political parties do 
not use death and injury as a means for criticizing 
the government in power. Certainly in Montreal there 
is justification for this type of attack, as judged by 
study of accident injuries during the past 18 months. 

First Aid and Ambulance Transportation 

It is safe to say that many people die because of 
inadequate first aid at the scene of the accident, or 
because of improper transportation to a hospital. Cer¬ 
tainly our civilian casualty clearing and evacuation 
medical services are not as good as they were at the 
fighting fronts during World War II. There, our med¬ 
ical superiority in returning fighting soldiers to the 
front line play'ed no little part in the eventual victory. 
In neurological cases, first aid and proper transporta¬ 
tion are invaluable. 

Teaching of first aid can be greatly improved in our 
medical schools. Civilian first aid and ambulance 
services could be a continual test of our civil defense 
organization. Any studies along this line are worth¬ 
while. 

Hospital Admission Data and Further Studies 

Accident data in most of our cases were insufficient. 
There was no liaison with the police such as Moore 
has developed in the Cornell study. From the epidem¬ 
iologic viewpoint and from the medicolegal viewpoint, 
crash data are of the utmost importance to the medical 
staff in the hospital. 

Extent of Alcohol Intoxication.— Alcohol odor on 
the breath of a patient was found in a fair proportion 
of our cases; however, routine blood alcohol studies 
were not done. (Dr. Bedard, physician to the police 
force in Quebec, has stated that most accidents in 
which die driver has been drinking are due to con¬ 
sumption of minor quantities of alcohol and that con¬ 
sumers of large amounts become incapable of driving.) 
The significance of intoxication as a cause of the acci¬ 
dent and the importance of the level of alcohol in the 
blood in relation to the degree of unconsciousness are 
exemplified in the following case report. 

One patient with a fractured odontoid process as the result of 
a traffic accident was presumed to be "dead drunk.” During one 
whole evening repeated neurological examinations were done to 
evaluate this point. Further x-ray studies made the following 
morning, however, disclosed an obvious fracture of the odontoid. 
He was transferred to the neurosurgical sendee under traction. 

Another patient with diabetes and hemochromatosis, who took 
insulin daily, became intoxicated with alcohol and not only 
wrecked his company's car but seriously damaged several other 
automobiles. 

Studies of Drug Usage—Other drugs also confuse 
the picture. Contrary to medical teaching, morphine 
still is administered at the scene of the accident to the 
patient with head injury. Many patients still arrive at 
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the hospital with constricted pupils and profoundly 
unconscious. There is still great ignorance about the 
significance of a dilated pupil in an unconscious pa¬ 
tient. Such mistakes by the first-aid people were fre¬ 
quently met in our series. 

r- Other Necessary Studies.— Base-line studies in addi¬ 
tion to a complete neurological review and stereo¬ 
scopic x-rays of the skull in several planes have 
proved to be of great value. Mistakes in diagnosis 
occur too often when these are not done. Much can 
be done to improve traumatic services. It would be 
interesting to compare the death rate in hospitals that 
have a blood bank and a full-time senior casualty 
officer with hospitals that do not have these facilities 
(Moore). 

Additional Considerations.—In the group of seriously 
ill patients with head injuries, without localizing 
signs but showing profound unconsciousness, trache¬ 
otomy was a lifesaving measure. It should be used 
more often. Also, the frequency of pulmonary com¬ 
plications in unconscious patients cannot be overem¬ 
phasized. Our review of cases has shown the value 
of examination of all unconscious patients with head 
injuries by some physician with special knowledge of 
respiratory physiology. The great value of croup tents. 


with use of moist oxygen in addition to continued 
suction, is sometimes forgotten in hospital services 
where few patients with head injuries are seen each 
year. 

A few of our patients died of micrococcic (staphylo¬ 
coccic) pneumonia. In retrospect, a few of these deaths 
might have been prevented by adoption of isolation 
technique throughout the hospital for all micrococcic 
infections (even the most trivial boils) as one does for 
tuberculosis. Also, in patients with epileptic seizures, 
without other focal neurological signs and without 
evidence of an expanding lesion, care must be taken 
on admission to establish control of these attacks. 

Comment 

It is my hope that the American Medical Associa¬ 
tion together with the Canadian Medical Association 
will continue the work started at this meeting. Per¬ 
haps there is a scientific solution to the alarming death 
and injury rate from traffic accidents on this continent. 
No one can say nay until we try. 

4565 Queen Mary Rd. 

Dr. J. G. Stratford, Assistant Professor of Neurosurgery, Uni¬ 
versity of Saskatoon, made many of the pertinent record com¬ 
ments during his stay on these services. 


SURGICAL ASPECTS OF DRIVER LICENSURE 

Frank H. Mayfield, M.D., Cincinnati 


The surgeon is intimately familiar with the tragic 
problem of trauma occurring on the highway, for the 
dead, dying, and crippled are brought to the admit¬ 
ting wards for his aid. The surgeon, through the 
American College of Surgeons, long ago assumed his 
proper responsibility in the transportation, care, and 
rehabilitation of the injured. Approximately two years 
ago, the American College of Surgeons decided also to 
apply its efforts in the field of injury prevention, for 
the only satisfactory treatment of injuries is preven¬ 
tion. It was felt that the College of Surgeons could 
bring its influence most effectively to bear by persuad¬ 
ing the manufacturers of automobiles to build safer 
vehicles, to install devices that would cushion the 
blow at the time of impact, and to install safety de¬ 
vices in the form of restraining harnesses that would 
enable the passenger, in effect, to wear his automobile 
like a suit of armor or like the turtle wears his shell. 

As one means of persuading the manufacturers to 
install safety features in vehicles, it was felt that the 
public must be educated to demand these devices and 
to use them when they were available. This assign¬ 
ment was delegated to the committee on trauma of 
the College of Surgeons and in turn to a subcommittee 
on crash injury prevention. I have the privileged re¬ 
sponsibility of serving as chairman of that subcom¬ 
mittee. 


Professor of Neurosurgery, University of Cincinnati College of 
Medicine. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


• The problem most frequently confronting the 
neurosurgeon in connection with the licensing of 
automobile drivers is that of the epileptic. Perhaps 
5 % of the driving public is subject to convulsive dis¬ 
orders. Some persons so afflicted can drive safely,- 
others cannot. Inadequate laws result in injustices 
to both groups. A required physical examination for 
new drivers or periodic examination of licensed 
drivers could be an important factor in reducing the 
frequency of accidents on the highways. The physi¬ 
cian who knows that a given patient is subject to a 
convulsive disorder faces a moral dilemma. 


As each additional motor vehicle leaves the assem¬ 
bly line, the space on the highway between it and 
otlier cars is narrowed, and it seems inevitable that 
crashes will occur. Hence, the efforts of the College 
of Surgeons have been directed toward proper pack¬ 
aging of the passenger in the vehicle. Today, however, 
we are concerned with the prevention of the crash 
rather than prevention of the injury, and our special 
concern is to be with the physical fitness of the driver 
of the vehicle. The surgeons of die United States now 
join with other physicians, in particular with Dr. 
Fletcher Woodward of the American Medical Asso¬ 
ciation’s Committee on Highway Safety and with all 
other organizations interested in safety, in the attack 
upon this phase of the problem. 

There are no specific surgical aspects of driver 
licensure, particularly in reference to repeat offenders, 
yet physical fitness from the standpoints of vision, 
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reaction time, retention of consciousness, alcoholism, 
and excessive fatigue bears seriously on the problem 
of highway safety. These problems are the responsi¬ 
bility of all physicians, not just surgeons. One won¬ 
ders how the information gained from physical ex¬ 
aminations can best be applied to the driver with a 
physical disability. The problem with which I, as a 
neurosurgeon, am most frequently confronted is that 
of the epileptic, and perhaps I can draw upon my 
experience'with this condition in order to comment 
upon the general problem. 

Perhaps 5% of the public is subject to convulsive 
disorders. In many such persons, however, the dis¬ 
orders are well controlled, and they are, in my opinion, 
safe as drivers of motor vehicles. The disorders of 
others are not amenable to medical control, or the 
persons will not submit themselves to examination and 
efforts at control. These are unsafe drivers. Recently 
in Cincinnati the driver of a public bus became aware 
of impending loss of consciousness that was preceded 
by disturbance of the sense of smell. He thought this 
disturbance of the sense of smell resulted from noxious 
fumes from a passing motor vehicle. Fortunately, he 
was able to stop the bus before he had a generalized 
convulsion. His employer refused to let him drive the. 
vehicle again, and the driver brought suit. It was ob¬ 
vious that the man had had a convulsive seizure and 
that he had concealed the fact that it was the result 
of an organic and progressive disease. Fortunately, 
the courts upheld the company in denying him the 
right to drive. Five months later he was operated on 
for the removal of a brain tumor. At this time it was 
brought out that the patient had had previous attacks 
of unconsciousness for which he had sought medical 
aid, but this fact had not been available to the em¬ 
ployer. 

I would like to contrast this case with that of a 
young lady, now employed as a medical technician, 
who at the age of 8 years had her first convulsion that 
proved to be the result of a vascular anomaly of the 
brain. She was totally without symptoms between at¬ 
tacks. She had been examined from time to time by 
different physicians, but she had not followed the 
advice of any physician with any regularity. At the 
age of 16 years, she applied for a driver’s license, 
then, for the first time, the history of her seizures be¬ 
came a matter of public record, and her application 
was rejected. She sought medical aid, and again she 
was given anticonvulsive medication; she has now 
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gone two and a half years without a seizure. All clin¬ 
ical and laboratory evidence indicates that her condi¬ 
tion is well under control. It has. been recommended 
to the commissioner of motor vehicles in Ohio that 
this young lady be authorized to take the driver’s 
examination, and it is my understanding that a license 
will be granted. • 

These two examples emphasize what I believe to be 
most important in connection with driver examination 
and licensure, namely, the information available in 
the records of physicians. At the present time these 
records are privileged communications. These records 
do not, as a rule, become available to the police or to 
the commissioner of motor vehicles until after a per¬ 
son has lost his license for some other cause. This 
practice emanates in part from the rather unreason¬ 
able, and indeed archaic, laws governing the indi¬ 
vidual with epilepsy. Dean Roscoe Barrows, of the 
law school of the University of Cincinnati, and Dr. 
Howard Fabing, an eminent neurologist in Cincinnati, 
are now engaged in a campaign that they hope will 
lead to modification of these laws. The unfortunate 
individual who is subject to convulsive seizures but 
who, when his condition is under control, is safe as a 
driver would then be allowed to drive. Such changes 
would, at the same time, make it possible for the data 
already on record to be available to the licensing 
authorities. To the extent that such a campaign is suc¬ 
cessful, physical examinations for driver licensure 
could be an important factor in controlling the pres¬ 
ent accident rate on our highways. A required ex¬ 
amination for new drivers or a periodic examination 
of licensed drivers would decrease the number of ac¬ 
cidents but, in my opinion, to a relatively small degree. 
On the other hand, the records of illnesses that exist 
on the individual patient in some doctor’s office might, 
if made available to the licensing authorities, bring 
to light a great majority of the persons who are the 
potentially unsafe drivers. At the present time, the 
physician’s lips are sealed by the privileged nature of 
the records except with the patient’s consent.. The 
doctor is willing to do his duty in this respect, but it 
is not clear to him where his primary duty lies. Does 
the oath of Hippocrates, which requires that a phy¬ 
sician keep in confidence what he learns about an in¬ 
dividual patient in the care of his disease, outweigh 
the physician’s responsibility to the community in 
keeping unsafe drivers off the streets? 

506 Oak St. (19). 


Pulmonary Amebiasis.—Clinically lung amoebiasis may be encountered in the following forms: 
1. From perforation of an associated liver abscess across the diaphragmatic barrier. This is the 
most common variety. 2. From lymphatic spread across the diaphragm in which this organ 
remains intact, albeit raised and immobile. There is consolidation and possible consequent 
necrosis of lung tissue in the lobes of the right side. 3. From systematic venous dissemination 
causing wide-spread “cotton wool” patches of bronchopneumonia and scattered over both lung 
fields. The condition is probably associated with massive infection dose e.g. a polluted water 
supply. 4. The solitary abscess without other amoebic manifestations elsewhere in other 
organs. The therapeutic test provides the only questionable evidence for its etiology. The 
combined treatment of aureomycin, emetine and chloroquine affords the speediest cure so far 
achieved in the treatment of lung and liver amoebiasis.—H. A. Zaki, M.D., Ch.B., M.R.C.P., 
Pulmonary Amoebiasis, Diseases of the Chest, November, 1956. 
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I am indeed happy to participate in this panel on 
the control of motor-vehicle accidents. It seems clear 
from what has been said here today that there are a 
number of things that can—and should—be done to 
promote better highway safety. We have heard several 
challenging new ideas and promising avenues of ap¬ 
proach. In summarizing these ideas, I should like to 
reemphasize the theme of this session—the contribu¬ 
tions that medicine and public health can make toward 
reducing the enormous toll of injuries and deaths on 
the nation’s highways. 

The material the panelists presented is a sharp re¬ 
minder that motor-vehicle accidents represent a health 
problem of tremendous size and significance. I would 
remind you again of these facts, which cannot be re¬ 
peated too often. In the United States, accidents are 
the fourth leading cause of death and highway acci¬ 
dents cause over 40% of all accidental deaths. In 1955, 
there were 3S,000 such deaths and more than a million 
and a quarter additional disabling injuries. The cost 
of these accidents was estimated at a staggering 4.4 
billion dollars. 

These facts are a call to action on the part of the 
medical profession and of the nation’s health agencies 
as insistent as the spread of an epidemic disease. Like 
the spread of uncontrolled disease, highway accidents 
call for the mobilization of all the skills, resources, 
and techniques of the medical and health professions. 
For, despite all that is being done today to increase 
safety on the highways, this will only be limited in 
effectiveness unless we take up the challenge. 

The panel members have underlined the fact that 
motor-vehicle accidents frequently do not have a 
single cause. Because of this multiple causation, at¬ 
tempts at control must also be many-sided. Essentially, 
the driving situation involves the driver, the vehicle 
he operates, and the road, or setting. Carrying the 
disease analogy further, some investigators have 
labeled the driver as the “host,” the vehicle as the 
“agent,” and the road as the environment. It is often 
the interaction of these three elements that produces 
either highway safety or highway accidents. Our 
major concern here is with the element about which 
we know least—the host or the human factor in acci¬ 
dent causation. 

Within recent years, considerable work has been 
done on highway engineering. Many roads have been 
widened, paving has been improved, sharp curves 


Surgeon General, Public Health Service, Department of 
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Read in the Panel on Medical Aspects of Crash Injuries before 
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• Motor-vehicle accidents represent a health prob¬ 
lem of tremendous significance. They demand atten¬ 
tion as insistently as any epidemic disease. They 
represent the interaction of the driver, the vehicle, 
and the road as host, agent, and environment re¬ 
spectively. The driver requires study just as do the 
other two elements, and the licensing of drivers calls 
for a more extensive medical evaluation than is now 
provided. A cooperative effort is necessary in which 
manufacturers, traffic engineers, law-enforcing agen¬ 
cies, and the medical profession will concentrate on 
the solution of this urgent problem. 


have been reduced, grades have been leveled, and 
other hazards have been eliminated or minimized. 
However, much more remains to be done. Safety in 
automobile construction and design has also come in 
for increasing attention. The automotive industry, 
conscious of its responsibility for safety on the road, 
has introduced many wonderful safety devices in the 
1956 models. For this, it deserves high praise. Research 
designed to improve the vehicle itself must continue 
and be expanded, and ultimately every car on the road 
must have all of the useful safety features and de¬ 
vices available. 

Our knowledge is very scanty, however, with re¬ 
spect to the quality of driving itself, the chief cause 
of most highway accidents today. We know too little 
about the physical characteristics of drivers—their 
health status, their freedom from disease, their ability 
to hear and see and react promptly in an emergency— 
and the relationship of these to driving competence. 

Several panel members have mentioned the need 
for a reorientation in our thinking about the responsi¬ 
bilities of the person behind the wheel of a vehicle 
that, improperly handled, can cause death and de¬ 
struction. We sometimes lose sight of the fact that 
driving an automobile calls for considerable skill, 
proper emotional balance, quick judgment, and keen 
coordination. A report of the highway safety research 
committee of the National Research Council states 
that "it seems probable that more continuous attention 
from moment to moment is required of the motor 
vehicle driver than of the operator in any other type 
of transportation including the airplane.” 

It is obvious how the driver is affected by alcohol, 
by drugs, by fatigue, by mental depression, and by 
distractions of various kinds. But what about the 
health and the skill of the “normal” driver—his ability 
to do a number of complex and coordinated tasks and 
to react within split seconds in the face of an emer¬ 
gency? Several speakers here have suggested that the 
licensing of drivers calls for a more extensive medical 
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evaluation than is now given of these and other fac¬ 
tors. They have pointed to the need for more rigid 
physical testing at license-renewal times. Serious study 
should be made of the health status of drivers and 
especially of the problem of the poor-risk driver and 
the accident repeater, the people who constitute a 
serious hazard to themselves and to others on the 
highway. 

Cars in some areas are subjected to regular inspec¬ 
tions, and this is vitally necessary for both the opera¬ 
tion and the safety of the car. Seldom is any thought 
given, except in the case of operators of trucks and 
buses, to the periodic reexamination of drivers. Almost 
anyone may be licensed to drive a vehicle for a life¬ 
time no matter what the changes in his health status 
may be, even when these may affect his driving abil¬ 
ity. The suggestion has been made that state licensing 
agencies should seriously consider procedures for 
periodic reassessment of the health, skills, and abilities 
of drivers, particularly those with a history of acci¬ 
dents. Certainly it is as important to reexamine the 
human machine as it is to reinspect the motor-driven 
machine in any comprehensive attack on highway 
accidents. 

In discussing the visual requirements for automobile 
licenses, one speaker has pointed out the wide dis¬ 
parity of standards among the states. Only 18 states, 
for example, require testing of visual depth percep¬ 
tion, and only 9 test the applicant’s visual field status. 
One state has no visual requirements whatsoever for 
an unrestricted driver’s license. 

Cooperative Study and Control Programs 

Obviously, adoption by the states of some reason¬ 
able but safe standards is needed for the granting of 
licenses to drive a car. There is a need, however, for 
additional and continuing study of the physical and 
psychological qualifications on which the standards 
can be based. Physicians should be ready to do this 
research and to assist in determining these qualifica¬ 
tions and in developing the medical standards to be 
met by the operators of motor vehicles of various 
types. 

Several panelists have stressed the important re¬ 
sponsibility of tlie medical and health professions in 
this regard. One speaker has pointed-out, for example, 
that the physician is uniquely qualified, because of 
his training in the biological sciences, to understand 
the human element in accident causation, to suggest 
preventive techniques, and to combine treatment with 
safety education. Highway safety' agencies, it has been 
emphasized, can and should seek help from the med¬ 
ical profession and from state and local health agen¬ 
cies. We should be ready and walling to participate 
actively in national, state, and local programs to deal 
with the accident problem. 

It has also been shown here that younger drivers 
tend to have an excessive number of accidents. This 
points to the need for greater training and education 
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efforts among youthful drivers. Some states have be¬ 
gun driver-training courses in the secondary schools. 
Safety on the road can be inculcated by those courses 
and by additional educational measures. 

Public health agencies can contribute to prevention 
and control efforts by applying epidemiologic methods 
to the study of motor-vehicle accidents. We need to 
know more, for example, about when and where, ac¬ 
cidents occur in any given area, to whom they occur, 
and under what conditions. One of the first steps in 
a control program is the collection and analysis of 
statistics relating to highway injuries and fatalities. 
Physical, psychological, and behavioral studies of 
accident causation should enable state and local health 
departments to pinpoint causes and to develop spe¬ 
cific preventive measures to be used by highway safety 
agencies with health department help. Through train¬ 
ing and pilot programs, health agencies could de¬ 
velop special professional competence in the public 
health aspects of accident prevention and control. 

Some health departments have begun -to explore 
these areas with a view to determining the role they 
can best play. The team approach to home accidents 
that has been developed in the past few years by 
several state and local health departments in coopera¬ 
tion with the Public Health Service and the Kellogg 
Foundation offers a valuable avenue for future de¬ 
velopment of emphasis on the health aspects in high¬ 
way accidents. 

Many individual physicians have also taken a deep 
interest in this important problem in preventive health. 
As physicians and as citizens, they have participated 
in local accident-prevention work. This is a most en¬ 
couraging sign of the need and of the willingness to 
accept the challenge. I want to commend the House 
of Delegates of the American Medical Association for 
passing a very commendable resolution during this 
105th Annual Meeting. That resolution (1) recognizes 
the medical components and responsibility in automo¬ 
bile accident prevention; (2) urges that organized 
medicine cooperate with the President’s Committee 
on Highway Safety and state and local committees; 
and (3) expresses willingness to sponsor a national 
conference at an appropriate time. 

The challenge of needless injury and death on the 
highway' is one that the medical and public health 
professions cannot afford to ignore. Considerable 
pioneering still has to be done. Many kinds of ap¬ 
proaches must be pursued. New patterns of coopera¬ 
tion will have to be developed and old ones strength¬ 
ened. We must work with automobile manufacturers; 
with highway engineering, safety, and law-enforce¬ 
ment authorities; and with national voluntary agencies 
concerned with accidents. If we maintain the lands 
of effort and cooperative relationship in automobile- 
accident control that contributed so greatly to the 
control of communicable diseases, then we will surely 
have greater safety on the nation’s highway's. 
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MEDICAL ASPECTS OF AUTOMOTIVE CRASH INJURY RESEARCH 

Paul W. Braunstein, M.D., New York 


It is well recognized at present that injury in auto¬ 
nobile accidents is a major problem. Over 30,000 lives 
ire lost and 1 million people injured annually. There 
ire many causes contributing to this serious problem, 
some outstanding factors are poor roads and highways, 
ack of vehicular inspection and maintenance, irre¬ 
sponsible or incompetent drivers, and inadequate en¬ 
forcement of traffic laws. 

There have been many avenues of attack developed 
igainst these causative factors, and many groups, in¬ 
cluding law-enforcement agencies, public health offi¬ 
cials, psychologists, manufacturers, engineers, and 
physicians, have made important advances in combat¬ 
ing the menace of auto fatality and injury. Yet the 
automobile remains one of our greatest killers and 
contributes the largest percentage to the total of acci¬ 
dental deaths, which produce the greatest fatality rate 
in the 15-to-30-year age group. 

In 1952, De Haven, after concluding 10 years of in¬ 
vestigation of aeronautic crash injuries, devised with 
Moore a new approach to the study of automotive 
crash injury. It was their plan to study the occupants 
injured in the automobile accident and to relate their 
injuries to the interior design of die automobile. An 
epidemiologic approach was necessary. The study of 
individual cases and collection of these cases in mean¬ 
ingful numbers would afford the opportunity for close 
scrutiny of the data by mathematical means in order 
to recognize common injury patterns and their obvious 
variables. 

This epidemiologic study was established in the 
department of public health and preventive medicine 
at Cornell University Medical College under the direc¬ 
tion of De Haven in 1952. Since his retirement, the 
project has continued under John O. Moore. 

From the collection and analysis of mass data, cer¬ 
tain injury patterns became apparent. Ejection of the 
occupant from the automobile and contact with for¬ 
ward interior structures of the car, such as the steering 
column and dashboard, were frequently the cause of 
serious injury. The data, when analyzed, may be used 
as a guide by the automotive industry in development 
of devices to protect auto occupants from the forces 
involved in an automobile crash. 

The research project is a cooperative team effort of 
state medical, public health, and police groups under 
the immediate guidance of John O. Moore and his 
associates, Robert M. Tracy and Boris Tourin, who 
direct the efforts of sizable field and analytic staffs. 
Through this team effort, various aspects of the crash 
injury problem are under investigation. Relation of 
speed to injury, effect of contact with the windshield, 
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• To determine the medical findings that might be 
expected in the 1 million persons injured by auto¬ 
mobile accidents each year, 1 ,000 injury-producing 
accidents were carefully studied. Of the 2,253 occu¬ 
pants involved in the thousand accidents, 1,678 
(74.5%) were injured to some degree. Of those 
persons receiving an injury, only half could be 
diagnosed as of a minor degree. When considering 
body distribution, injuries to the head alone were 
the most frequent, followed by injuries with a com¬ 
bination of head and lower extremity involvement. 
Almost two-thirds of the injuries involved more than 
one body area, emphasizing the need for an 
extremely careful physical examination so as not to 
overlook concealed wounds. The practicing physi¬ 
cian can profit greatly by knowing the representative 
picture resulting from automobile accidents. 


and study of crashes and crash injury when the occu¬ 
pants are using seat belts are typical of the problems 
under study. 

This report is an analysis of the medical findings in 
cases studied in this research program. Before present¬ 
ing the findings of this study, it might be well to re¬ 
view some of the relevant literature. 

Review of Literature 

Zollinger, 1 in 1955, presented the findings on auto 
accident victims at Mount Carmel Hospital in Ohio 
and showed the large volume of hospital care allotted 
to victims of traffic accidents. One in every four per¬ 
sons admitted from the emergency room was a traffic 
victim. Zollinger recorded the specific body area in¬ 
jured and the amount and type of care needed to 
handle these patients. Of all traffic injuries, 4% proved 
fatal in this group. 

Livingstone 2 collected the case reports of 1,475 vic¬ 
tims of automobile collisions occurring from 1949 
through 1954. These cases were gathered by local 
physicians in and about Cambridge, Mass., and an 
attempt was made to correlate injury with interior de¬ 
sign. Livingstone noted that many explanations of in¬ 
jury production pointed to “inability of the occupant 
to control his motion in relation to that of the automo¬ 
bile” at the time of collision. He indicted the interior 
design of the automobile as the cause of injury but 
was handicapped in that he had no study of the causa¬ 
tive agents or of the car and decelerative forces as well 
as by the fact that there was a great degree of sub¬ 
jectivity in the identification of the offending interior 
design, as it was the patient who supplied this infor¬ 
mation. Livingstone believed that protection against 
deceleration through seat belts was necessary and 
made additional suggestions concerning automotive 
design. He was of the opinion, however, that there was 
“need for additional data before recommendations are 
made.” 
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In 1948, Straith a presented the experience with 
“guest passenger” injuries in automobile crashes and 
stated that drivers were in the safest seat in the car. 
Several facial injuries were described and their post¬ 
operative results recorded. The data are of limited 
scope, covering a one-month survey of traffic accidents, 
but show impressively the preponderance of injuries to 
passengers as opposed to drivers. 

Shelden, 4 in 1955, described many features of the 
modern automobile and made recommendations for the 
correction of those features thought dangerous. The 
elfect of deceleration was stressed and the danger of 
ejection of the passenger noted. Specific data concern¬ 
ing frequency were not presented, although theoretical 
accidents were excellently portrayed. He concluded 
that “the only cure [for automobile crash injury] is 
prevention.” Others have written of their experience 
with this epidemic problem; many presented carefully 
studied series, and still others wrote in a more emotional 
vein. 5 Most of the previously mentioned studies of the 
crash-injury problem have been very limited geograph- 



States participating in Automotive Crash Injury Research 
Project. 


ically or numerically, and it is believed that the present 
program has overcome both of these objections. From 
1952 through 1955, injury-producing passenger auto¬ 
mobile .accidents involving 1,000 cars, with exposure of 
2,253 persons to injury, were studied and analyzed. 
The medical findings in these cases are presented. 

Plan of Investigation 

In the development of an automotive crash-injury 
research project, two major goals were achieved, 
namely, establishment of an efficient data-gathering 
system and formation of a working data-analyzing 
system. 

To create a data-gathering system, the Automotive 
Crash Injury Research Project appealed to the public 
health, law-enforcement, and medical agencies of 
various states throughout the United States. With the 
combined efforts of these groups, representative 
sampling areas were selected in each state cooperating 
in the program. In these areas, for specified periods 
of time, all injury-producing accidents were investi¬ 
gated and all injuries resulting from them were re¬ 
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corded. At present over 10 states participate in these 
investigations (see figure), and further expansion to 
increase the volume of data is anticipated. 

All information obtained by police and physicians on 
the accidents and their related injuries is recorded on 
detailed check-off forms, and photographs are made of 
the accident. These data are collected and forwarded 
to the crash-injury unit at Cornell University Medical 
College in New York City, where all information is 
analyzed and then recorded by IBM methods. Follow¬ 
up studies and visits to each of the interstate projects 
by Automotive Crash Injury Research Project person¬ 
nel insure completeness of the data. Further “quality” 
control studies are repeatedly run by the analysis sec¬ 
tion. After all observations of the crash and of the 
injury are recorded on IBM cards, the mass data are 
analyzed by trained personnel. The large volume of 
data that has emerged from the study is unique, as it 
represents crash-injury experience from widely sepa¬ 
rated areas differing in many ways in accident and in¬ 
jury production. With the exception of a special urban 
sample area from the city of Minneapolis, cases re¬ 
ported are from rural highways and present a compre¬ 
hensive picture of the situations producing our more 
numerous and more severe accidents. As data on urban 
accidents increase, there will be differences from the 
experience in rural areas, and the differences will be 
studied. 

It is believed that data concerning automotive crash 
injuries portray a representative picture of the crash- 
injured patient anywhere in the United States. 

Observations 


This report is based on the findings in 1,000 automo¬ 
bile accidents in which at least one person was injured 
per crash. There were 2,253 occupants involved, of 
whom 1,678 (74.5%) were injured to some degree. 

For statistical purposes, injury was divided into six 
degrees of severity: minor, moderate, severe, serious, 
critical, and fatal. Minor injuries consisted of minor 
contusions, lacrations, abrasions, sprains, phalangeal 
fractures, nasal fractures, and mild concussion without 
loss of consciousness. Moderate injuries consisted of 
moderate contusions, lacerations, or abrasions; undis¬ 
placed closed fractures of the extremities, jaw, or 
malar regions; and concussion with loss of conscious¬ 
ness or orientation not exceeding five minutes and with 
no other evidence of intracranial injury. Severe injuries 
consisted of extensive lacerations without severe hem¬ 
orrhage, open or comminuted fractures, closed frac¬ 
tures with significant displacement, dislocations of up¬ 
per or lower extremities or pelvis, fractures of the 
transverse or spinous processes without cord damage, 
compression fractures of L-3 to L-5, skull fractures 
without depression or concussion or other manites 
intracranial injury, and concussion with loss of con¬ 
sciousness for from 5 to 30 minutes without other 


manifest intracranial injury. 

Serious injuries involved lacerations with dangerous 
hemorrhage, fractures of the body of the cervical spine 
without cord damage, compression fractures of L-l 0 
L-2, crushing of extremities or multiple fractures, 
moderate intra-abdominal or intrathoracic injury, frac¬ 
ture of skull with concussion and loss of consciousness 
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for from 5 to 30 minutes, and concussion with loss of 
consciousness for from 30 minutes to two hours with¬ 
out other obvious intracranial injury. Critical injuries, 
including those with fatal terminations after more than 
24 hours, included dangerous intra-abdominal or intra- 
thoracic injuries, fractures or dislocations of the cer¬ 
vical spine with cord damage, compression fracture of 

Table 1.- Occr-afl Degree of Injury Sustained by 1,678 Persons 

Injured Persons, % 

Minor Minor 47.7 

Nondangcrous* | Severc . 6.G 

Dangerous* ^Critical 2.9 


Fatal* . 6.6 

Survived,! injury unknown... 38.4 


* Within 24 hr. of accident. 

t For 24 hr. after accident. 

the thoracic spine or L-l or L-2 with cord damage, 
skull fracture with unconsciousness lasting from 30 
minutes to two hours, and concussion with loss of con¬ 
sciousness of over two hours or evidence of critical in¬ 
tracranial injury. Fatal injuries were those that caused 
death within 24 hours of the time of the accident. 
Types and severity' of fatality are further subdivided 
in table 2, below. 

It should be noted that there is a certain degree of 
arbitrary classification, which proves necessary in any 
such division of injury. However, all analysts record¬ 
ing these data receive similar training, and each tabula¬ 
tion is independently checked by another analyst. Any 
injury concerning which there is a significant degree 
of discrepancy between the two analysts’ views on any 
injury is rechecked and assigned a proper classification. 

The over-all degree of injury sustained by the crash 
victims is recorded in table 1. It is immediately evident 
that 50% of the injured persons suffered minor injuries 
only' and proved to be a minor problem to the medical 
facilities concerned with their treatment. However, it 
is of interest that 6.5% sustained a fatal injury and 
6.4% received serious to critical injuries. At least one- 
third of the injured required definitive medical care, 
with probably 50% of these requiring hospitalization. 

Within 24 hours of the time of the accident, 6.5% of 
the injured died. A time limit of 24 hours was set up 
for the reporting of fatal cases, as the purpose of the 
study is to determine the relationship of decelerative 

Table 2,—Degree of Fatal Injury in 109 Persons 


Degree Fatal Lesion % 

1 1 body nrea. 38.5 

2 1 body area plus 

1 dangerous lesion. 6.4 

3 2 body areas. 24.8 

4 3 or more body areas. 2.8 

Unclassified Data insufficient . 27 5 


forces and the interior design of the vehicle. It is of 
prime importance to rule out other causes of death 
such as complications of the primary injury or some 
form of therapy’. 

On the basis of autopsy, medical, and coroner’s re¬ 
ports, fatality' is divided into four degrees according to 
the number of dangerous and fatal injuries sustained 
to the various body areas (table 2). This is an im¬ 


portant principle in the crash-injury concept. By the 
listing of all potentially fatal or dangerous lesions, the 
many design and injury factors that contributed or 
could have contributed to a fatal outcome are recog¬ 
nized. These then point out what injury or injuries 
sustained in any crash may have proved fatal and lend 
further support to indictment of certain aspects of in¬ 
terior design as potentially lethal weapons. Naturally, 
the fatality figures in other tabulations are not altered, 
as only one fatality is listed. This presentation of fatal 
lesions also serves as a good illustration of the mul¬ 
tiplicity of injury' in automobile accidents. 

In table 3 may be seen the distribution of injuries 
among the six major body areas and their relative fre¬ 
quency. It should be noted that approximately one- 
third of the injured suffered injury to one body area, 
while the remainder sustained injury to at least two 
body' areas. In actuality', 9.7% were injured in four body' 
areas. The high incidence of multiple injuries is further 


Table 3.— Distribution of Injuries Among Six Body Areas 



Injured Persons, % 

Rank 

v Frequency 

One body nrcu. 


33.0 

Hcnd .. 

19.1 


1 

Neck and cervical spine. 

0.7 


18 

Thorax and thoracic spine. 

3.9 


11 

Abdomen, pelvis, and lumbar spine.. 

. 1 .y 


15 

Upper extremities . 

. 3.5 


12 

Lower ex trend tJes . 

0.2 

33.8 

6 

Heart; neck and cervical spine. 

1.1 


17 

Head; thorax and thoracic spine. 

0.9 


5 

Head: abdomen, pelvis, and 
lumbar spine . 

1.4 


16 

Head; upper extremities .. 

4.6 


10 

Heart; lower extremities . 

11.6 


o 

Other two areas. 

8.2 

21.2 

4 

Head; thorax and thoracic spine; 
uppei extremities. 

2.1 

14 

Bead: thorax and thoracic spine: 
lower extremities . 

0.0 


7 

Head; upper extremities: 
lower extremities . 

5.1 


S 








13 





Body area (si not reported.. 

0.3 

0.3 - 

19 


99.9 

100.0 



emphasized by the fact that many of the injured sus¬ 
tained more than one injury in a single body area, a 
point that is not recorded in the tables. From tire data 
presented in tables 2, 3, and 4, it is obvious that the 
victim of an automobile accident has a better than 50% 
chance of being “hurt all over.” 

Comment .—During the stress of combat or of the 
care of mass casualties, many slightly concealed wounds 
are overlooked. In the same way, in the treatment of 
traffic injury the fact that multiple wounds are often 
incurred must be borne in mind before definitive ther¬ 
apy is started. The data emphasize the fact that an 
extremely careful physical examination shortly' after an 
injury' is of paramount importance. 

Distribution of Injuries 

The frequency of injury’ to each body area can be 
seen in the totals in table 4. Head injury is by far the 
most frequently sustained. It should be noted that the 
total of injuries is slightly over 200%, which again in¬ 
dicates the great number of multiple injuries. In tables 
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4 and 5, injuries to each body area are broken down 
according to severity. Table 4 shows the percentage of 
injured persons receiving injuries of each type and 
degree of severity, while table 5 shows what percent¬ 
age of total injuries to each body area is fatal, what 
percentage is minor, etc. This differentiation between 
percentage of injured persons and percentage of total 

Table 4— Percentage of Injured Persons Receiving Injury to 
Each Body Area, with Degree of Severity 

Area Injured 

f 11 " ' .\ 

Abdomen, 

Neck Thorax Pelvis, 
and and and Upper Lower 

Cervical Thoracic Lumbar Extremi- Extremi- 
Head Spine Spine Spine ties ties 


Minor . 44.7 3.0 19.2 7.1 20.6 34.3 

Xondangerous ... 12.9 1.0 S.l 3.5 5.9 8.2 

Dangerous . 3.0 0.4 2.2 2.0 0.1 0.2 

Fatal . 3.9 1.1 2.0 0.5 0 0.2 

Not reported _ 7.8 1.3 5.1 2.2 2.9 4.1 

Totals . 72.3 6.8 36.G 15.3 29.4 47.0 


injuries to each body area is essential, for injury to a 
certain area may be highly dangerous, even though 
only a relatively small group of persons receive such 
injury. The significance of the data for each body area 
will be discussed below. 

Head Injury 

Of all persons injured, 72.3% received a head injury 
(table 4); 44.7% of all injured sustained a minor head 
injury. The latter usually require a minimal expendi¬ 
ture of time in examination and treatment. Another 
12.9% of the injured patients sustained a nondangerous 
head injury; their care may be somewhat more detailed 
than that for those with minor injury, and a short 
period of hospitalization may be necessary for obser¬ 
vation. It is interesting to note, however, that 3% of 
injured persons received dangerous and 3.9% fatal head 
injuries. In table 5 it may be observed that 1 in 10 
head injuries was dangerous or fatal. Actually, because 
in 10% of tlie present cases head injuries could not be 
classified as to degree of severity and because the 
fatality figure was limited to those dying within 24 

Table 5.— Percentage of Injuries to Each Body Area in Each 
Category of Severity 

Area Injured 

r -A—.---^ 

Abdomen, 

Neck Thorax Pelvis, 

and and and Upper Lower 

Cervical Thoracic Lumbar Extremi- Extremi- 
Head Spine Spine Spine ties ties 


Minor . 61.8 43.9 52.G 4G.3 69.6 73.0 

Xondongerons .... 17.9 34.9 22.2 22.6 20.0 17.5 

Dangerous ....- 4.2 6.1 6.0 13.2 0.4 0.4 

Fatal .. 5.4 36.7 5.4 3.5 0 0.4 

Sol reported . 10.S 18.4 33.8 14.4 9.9 8.7 

Totals . 300.1 300.0 100.0 300.0 99.9 100.0 


hours, it is reasonable to assume that the fatality rate 
attributable to head injuries is higher than reported 
here. 

When it is considered that, nationally, the total num¬ 
ber of persons injured in automobiles is well over 1 mil¬ 
lion per year and that 3% of those in the present study 
suffered dangerous head injuries, it may be estimated 
that approximately 30,000 such persons would require 
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neurosurgical care. Many of these injuries occur far 
from the immediate vicinity of trained neurosurgeons 
and the extent and seriousness of the problem is 
apparent. 

The gross types of head injury have been presented 
in more detail in table 6. All persons with head injury 
suffered some soft-tissue trauma, and many of the latter 
cases were minor in degree. In 7.7% of the head injuries 
there were skull fractures either alone or combined 
with facial fractures or soft-tissue injury. Of these skull 
fractures, 62.5% proved fatal, and these occurred to 
2.7% of all injured persons and represented 3.7% of all 
head injuries. Head injuries of all types carried a 5.4% 
fatality rate (table 5), while skull fracture carried a 
62.5% mortality. 

Comment.—These results confirm the general belief 
that skull fracture is not frequently amenable to defin¬ 
itive surgical or supportive care and has a poor prog¬ 
nosis. Shelden’s 4 statement that "the only cure is pre¬ 
vention” seems well justified in the light of the present 
findings. This is a powerful, well-grounded basis for 
stressing the importance of safety features in interior 
design to the automobile manufacturer, for if the inci¬ 
dence of skull fracture can be lessened, a proportion¬ 
ate decrease in fatalities can be forecast. 


Table 6.— Gross Types of Head Infuries 


Skull fracture with facial fracture 
and soft-tissue* injury . 

% of 
Persons 
Injured 

0.8 

% of Total 
Heal 

1.4 

Skull fracture with soft-tissue* injury. 

3.6 

0.3 

Skull fracture with or without other head injury 

4.4 

M 

Facial fracture with soft-tissue* injury. 

3.3 

6.8 

Facial fracture with or without other head Injury 

4.1 

7.2 

Soft-tissue* injury only . 

49.2 

80.0 

Soft-tissue* Injury with or without 
other bend injury . 


100.0 

300.1 


* External 


The head is injured most frequently alone but very 
often in combination with other body areas (table 3)- 
In table 3, when the figures for incidence of head in¬ 
jury in combination with other injury are added, it 
can be seen that at least 43.8% of die injured persons 
suffered this combination. The cerebral trauma per se 
is of great importance, but there are many associated 
injuries that must receive high priority care in this 
same individual. 

The problem facing the physician in such a situa¬ 
tion is always a perplexing one. How much anesthesia 
and fluid therapy will the patient with the head injury 
withstand during care of his associated lesions? As 
long as multiple trauma is so frequent, it would be wet 
for experienced specialists in neurosurgery and anes¬ 
thesiology to delineate the boundaries of such care 
when there is or may be serious intracranial injury 
combined with other lesions such as acute abdomen 
or open fracture. Such studies and subsequent recom¬ 
mendations may well help the practitioner or surgeon 
who deals with problems of multiple injuries. 

It is apparent from table 6 that all patients With 
head injury sustained soft-tissue injury and that: 7.2 « 
of these also sustained fracture of one or more faem 
bones. Although these facial fractures and soft-tissue 
injuries, the majority of which were lacerative an 
















Vol. 103, No. 4 


CRASH INJURIES—BRAUNSTEIN 


253 


abrasive, are not immediately dangerous to life, they 
do constitute an immediate problem for plastic surgical 
care. The social and psychological problems stemming 
from these injuries are many-faceted. Because they are 
not dangerous to life, they frequently receive inade¬ 
quate care in terms of the more immediate lifesaving is¬ 
sues. However, in the patient’s convalescent period the 
disfiguring scars create a reconstructive problem of 
great magnitude. The economic loss due to reconstruc¬ 
tive surgery is a sizable one. For example, the casual¬ 
ty insurance companies’ settlements for personal injury 
are more than double their settlements for property 
damage. Since this problem is of such major scope, 
as stressed by Straith 3 and others, certainly the train¬ 
ing of the young surgeon should include instruction in 
the fundamental principles of plastic surgery. 

Neck and Cervical Spine 

Only 6.S% of injured persons suffered an injury to the 
neck and cervical spine. This type of injury was lowest 
in frequency of occurrence (table 4). Of all those in¬ 
jured, 0.4% had a dangerous injury to the cervical spine 
and 1.1% a fatal injury (table 4). However, it is note¬ 
worthy that this infrequent injury carried extremely 
high morbidity and mortality rates. Of these injuries, 
6.1% were dangerous and 16.7% fatal—by far the high¬ 
est rate for lethal injury (table 5). It is also possible 
that many injuries to this body area are not reported, 


quently consisted of either unilateral or bilateral rib 
fractures (table 8). Fractures of the shoulder girdle 
comprised 15.8% of all these injuries and usually re¬ 
quired little therapy of a complicated definitive nature. 
Of the 1,678 persons injured, 1.5% suffered a “‘crushed 
chest.” This severe injury accounted for over 10% of all 
thoracic injuries, and the high number of fatal and 

Table 8 .—Skeletal Injuries of Thorax (Excluding Spine) 

% of Total 

% of Persons Thoracic 
Injured Injuries 


[unilateral . 5.1 4G.7 

Fractured rib(s)< bilateral . 1.6 14.7 

(unqualified . 0.1 1.2 

Fractured sternum. 0.2 2.2 

Fracture and/or dislocation clavicle, scapula 1.7 15.8 

Fractured ribs and other thoracic structures 0.6 5.4 

Crushed chest . 1.5 13.6 

Other . 0.1 0.5 


10.9 100.0 

dangerous injuries probably may be attributed to it. 

Comment.—Recent advances in the care of acute 
thoracic trauma may help decrease the mortality fig¬ 
ures; at present thoracic injury causes the second high¬ 
est number of fatalities (table 4). Whether the new 
“deep dish” type of steering wheel (with a recessed 
steering column) will make crushed chests less fre¬ 
quent can be determined only by data concerning 
crashes in the newer model cars. 


Table 7 .—Areas of Spine Injured 


Abdomen and Pelvis 


% of Persons % of Total 
Injured Spinal Injuries 


Cervical . 2.3 55.9 

Thoracic . 0.9 22.1 

I.umbar . 0.9 22.1 


4.1 100.1 

since cervical fractures often are diagnosed a relatively 
long time after the accident and emergency treat¬ 
ment. 

Comment.—Of interest is the fact that only 4.1% of 
all injured persons suffered spinal injuries. Of these, 
over half received injuries to the cervical spine (table 
7). Because cervical injury often is the result of tire 
“whiplash” type of accident, where the car is struck 
in the front or rear and the patient’s head is acutely 
flexed and then extended on the neck, any complaint 
by the patient of post-traumatic cervical pain should be 
investigated with painstaking care, as excessive ma¬ 
nipulation of an unsuspected fracture in the cervical 
spine may well alter the prognosis for an auto-crash 
victim. 


Thorax and Thoracic Spine 


Injuries to the thorax and the thoracic spine were 
third in frequency of occurrence, injuring 36.6% of 
1,678 persons (table 4), but they represented the sec¬ 
ond highest percentage of dangerous and fatal injuries, 
occurring to 4.2% of all injured persons (table 4). It is 
noteworthy that injury to this body area caused more 
dangerous and fatal lesions than did head injuries 
(table 5). 


Over half of the injuries to the thorax and thoracic 
s P‘ ne N ' , ' ere minor or nondangerous (table 5), and 
those that were more serious than minor most fre- 


Injuries to the abdomen and pelvis were relatively 
infrequent results of automobile crashes, although 
when they occurred a high percentage were danger¬ 
ous and fatal (table 5). Only 15.3% of the injured per¬ 
sons suffered these injuries (table 4). Varied pelvic 
fractures were noted in 2.7% of tire injured (table 9). 
The data are insufficient to permit correlation of blad¬ 
der and rectal injury with pelvic fracture. Although 
not tabulated here, renal, hepatic, gastric, pancreatic, 
and other visceral injuries were quite infrequent, oc¬ 
curring in 1.8% of all injured persons. To date, the ab¬ 
domen of the “unprotected” automobile occupant has 
been spared much of the punishment observed in other 
body areas. For this reason, many physicians have de¬ 
cried the use of safety belts in automobiles, since they 


Table 9.—Skeletal Injuries of Abdomen and Pelvis 
(Excluding Spine) 


% of Total 

% of Persons Skeletal 

Injured Injuries 


Pelvic fractures 

Simple . 2.0 73.9 

Compound oi comminuted. 0.4 25.2 

Dislocation of pelvic processes. 0.2 8.7 

Crushed pelvis . 0.1 2.2 


2.7 300.0 

fear that abdominal and lumbar spine injuries will in¬ 
crease due to the “snubbing” action of the belt on the 
lower part of the abdomen and pelvis. 

Comment .—Isolated studies of airplane crashes, such 
as that by Teare, 6 have led many to believe that safety 
belts are lethal in crashes. Teare stated that “the safety 
belt that passengers are required to fasten around their 
waists may become a deadly hazard.” His postmortem 
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examination of passengers in a plane crash revealed 
eight cases of rupture of the aorta. These pathological 
findings were attributed to marked flexion of the trunk. 
It is of interest that no causal relationship was studied 
and that even direction of force throughout the impact 
period was not ascertained. No control was present in 
that study, and inferences are, of necessity, limited. 

On tlie other hand, in an effort to obtain broad ex¬ 
perience with injuries incurred by persons wearing 
seat belts, De Haven, Tourin, and Maori 7 studied 1,039 
survivors of light plane crashes. They concluded from 
their controlled study that (1) the safety belt is not 
dangerous and (2) the safety belt provides protection 
in crashes. At the present time tin's research unit has 
undertaken a study of automobile accidents in which 
the occupants were wearing seat belts. Although there 
are still few data, there is no evidence that seat belts 
have led to any increase in abdominal or pelvic injury. 

Upper Extremities 

Skeletal injuries in the upper extremities were sus¬ 
tained by 6.8% of the injured, and these injuries were 
equally distributed among the arm, forearm, and hand 
(table 10). Only 8% of these skeletal injuries affected 
the elbow, and luckily so, as “driver’s elbow” injuries 
carry with them a poor prognosis for return of full 
function. Although the condition has received much 
attention in the medical literature 8 as a complex clini¬ 
cal problem, it has been relatively infrequent in our 
series. 

Comment —Dangerous and fatal injuries occurring 
in the upper extremities were quite rare (table 4 ) and 
require definitive care for return of function rather 
than for the saving of life. The loss in time and earning 
capacity from fracture of an extremity is, of course, 
quite substantial. 

Lower Extremities 

Injuries of the lower extremities were the second 
most frequent injuries noted (table 4) and the ones most 

Table 10.—Type and Area of Skeletal Injuries of 
Upper Extremities 

% of Upper 
Extremity 

Tr of Persons Fractures and 



injured 

Dislocations 

Humerus 

Dislocation of head of humerus; simple, 
greenstiek, or chip fracture. 

1.0 

23.2 

Compound or comminuted fracture. 

0.5 

7.1 

Crushing or amputation..... 

0.1 

1.8 

Elbow 

Fracture or dislocation....... 

0.5 

S,0 

Radius and ulna 

Simple, greenstiek, or chip fracture. 

1.4 

20.5 

Compound or comminuted fracture. 

0.7 

10.7 

Crushing or amputation. 

0.1 

l.S 

Hand and wrist 

Fracture or dislocation.. 

1.0 

21.1 

Crushing or amputation... 

0.2 

2.7 


6.8 

SW.9 


frequently found in combination with head injury (ta¬ 
ble 3). Over one-tliird of the skeletal injuries were 
femoral fractures (table 11), the tibia and fibula being 
affected about as frequently. Crushing and amputation 
were rare, occurring to only 0.3% of the persons injured 
(table 11). 
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Comment .—Of the skeletal injuries seen, 15% were 
severe fractures requiring complicated therapy. Some 
decrease in “dashboard” femoral injuries may be ex¬ 
pected with the use of seat belts, but the greatest 
majority of tibia! and pedal injuries will likely continue 
to occur with the same frequency and will create the 


Table ll.-Type and Area of Skeletal Injuries of 
Lower Extremities 


Femur 

Dislocation of head of femur; simple, 

greenstiek, or chip fracture. 

Compound or comminuted fracture... 

Crushing or amputation.. 

Knee 

Fracture or dislocation.. 

Tibia and fibula 

Simple, greens tick, or chip fracture— 
Compound or comminuted fracture.... 

Crushing or amputation.... 

Ankle and foot 

Fracture or dislocation. 

Crushing or amputation.... 


% of Lower 
Extremity 

% of Persons Fractures and 


Injured 

Dislocation-: 

3.1 

31.2 

0.4 

3.5 

0.1 

1.2 

1.4 

14.1 

2.1 

20.6 

1.2 

11.8 

0.1 

0.6 

1.7 

1G.5 

0.1 

0.6 

20.2 

100.1 


therapeutic problems so characteristic of this group. It 
is possible that the incidence of tibial and pedal in¬ 
juries can be reduced by detailed safety design of 
structures beneath the dashboard such as knobs, hand 
brakes, and other projections. 

Summary 

A controlled epidemiologic study was made of 1,000 
injury-producing automobile accidents in which 1,678 
occupants were injured. Head injury was most fre¬ 
quently sustained, followed in order by injuries of ex-, 
tremities, torso, and spine. Multiple injury was very 
common, consisting usually of head injury combined 
with injury to another body area. Many injuries were 
minor, but a substantial number were very serious and 
call for concerted efforts toward reduction in number 
and severity'. Neurosurgery, orthopedic surgery', and 
plastic surgery are the special skills most essential for 
emergency care, but certainly an over-all genera! 
working plan is needed to bring back to normal the 
patient suffering multiple injuries. 

The Automotive Crash Injury Research Project, 
through the whole-hearted cooperation of public health 
officials, law-enforcement agencies, and physicians, 
has accumulated a new body of data, which may rep¬ 
resent a significant step toward representation of the 
automobile crash-injured population of die United 
States. It has been enthusiastically received by several 
automotive manufacturers and in some degree has con¬ 
tributed to their recent efforts in automotive safety 
design and engineering. 

The epidemiologic approach to die problem has 
made use of the ever-increasing experience with acci¬ 
dents on our nation’s highways. The successful con¬ 
tinuation of the present data-gathering and analytic 
system will allow for the measurement of progress m 
this approach to injury prevention in automobile ac¬ 
cidents. Further studies can provide as well a repre¬ 
sentative picture of the problem facing the practicing 
physician. The epidemiologic approach to auto eras 
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injury, combined with education of drivers, better 
highway engineering, and many other safety efforts, 
can give grounds for firm, realistic hope that this pic¬ 
ture can be changed. 

316 E. 61 St. (21). 

This study has been supported by the United States Public 
Health Service, the Commission on Accidental Trauma of the 
Armed Forces Epidemiological Board, the Chrysler Corporation, 
and Ford Motor Company. 
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THE DOCTOR AND THE AUTOMOBILE ACCIDENT 

Murray E. Gibbens, M.D., William V. Smith, M.D. 
and 

Ward B. Studt, M.D., Denver 


Last year there were about 38,000 deaths from 
automobile accidents and almost 2 million injuries 
from the same cause. Approximately 100,000 of the 
persons injured were totally disabled. Surgeons and 
physicians probably worked on many of the injured, 
but the dead were a total loss to their friends, families, 
and doctors. Many of the disabled have become a 
burden to themselves, to their families, or to society. 
At least one accident insurance company has made the 
dire prediction that someone in every family or its 
group of friends will have a serious auto accident 
during the next year, and apparently doctors and their 
families are not immune. Each doctor, therefore, 
should have a personal interest in this matter. 

When the above figures are translated into numbers 
of deaths and injuries per day and per hour, rather 
high figures still remain. Regarding the deaths, there 
are in the United States an average of 100 deaths per 
day, or about 4 every hour. Regarding the injuries, 
there are an average of 5,500 per day, or 225 each hour. 

The Travelers Insurance Company of Hartford, 
Conn., 1 after going over these figures, stated: “The 
conclusion seems obvious that neither gigantic pub¬ 
licity campaigns, nor improvements in highway en¬ 
gineering or automobile design can accomplish more 
than a token improvement in the grim results of our 
nation’s misguided missile program” (otherwise known 
as automobile drivers). The company also stated that 
the human element remains unchanged. As to the so- 
called improvements on the modern car, it said: 
“While it is true that increased speed can provide a 
ready escape from danger, it is much more likely to 
lead to catastrophe [as accident figures show that 


From the Veterans Administration Hospital. 

Read before the Section on Orthopedic Surgery at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 12, 1956. 


• Certain well-tested automobile improvements that 
would lower the mortality and injury rates could be 
incorporated into the modern car easily and inex¬ 
pensively. Better roll-over frames are necessary, and 
safety seat belts should be standard equipment. 
Safety door latches, padding of the dashboard, 
elimination of projecting items inside and outside, 
shock-absorbing steering wheels, a mechanism for 
restraining all folding seats, provision for holding 
luggage securely, and certain improvements in lights, 
mirrors, and signal systems would often save lives. 
A physician treating accident victims has an oppor¬ 
tunity to encourage their relatives and friends to 
work in favor of the adoption of automobile safety 
features. A check-list of safety principles is suggested 
for consideration as a "Good Driver's Code." 


speeding is still the greatest single cause of death by 
automobiles]. While it is true that wider and straighter 
roads eliminate certain driving hazards, they are more 
likely to provide the setting for even greater peril. 
While it- is true that improved brakes will stop a car 
quicker, it is more likely that the driver will become 
dangerously over-confident.” Incidentally, if the brakes 
are too efficient and the foot too heavy, they may tend 
to throw the car into a skid and out of control. 2 

We would like to take issue with the above quota¬ 
tion on one important point. That is where it is stated 
that automobile design cannot accomplish more than 
a token improvement in these grim results. It has been 
variously estimated that the proper use of good safety 
seat belts in our cars would prevent between 30 and 
80% of the deaths and severe injuries produced by 
these accidents. Other good engineering features in 
cars would further safeguard people, as has been 
proved time and again in stock-car racing and various 
airplane and Air Force experiments. 3 
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We know from the feats of stunt drivers and stock- 
car racers that some modern automobiles can be 
rolled and crashed and the passengers come out un¬ 
hurt. In addition to this. Dr. Horace E. Campbell 4 of 
Denver has documented reports of 94 cases of severe 
crash or roll-over accidents that occurred where one 
of the drivers was wearing a safety seat belt. In all 
these cases, with the exception of four deaths in con¬ 
vertibles that overturned and five cases of moderately 
severe injuries (chiefly from the steering post or a 
blow on the side of the car), the drivers walked away 
without serious injury. 

There are a number of specific tested automotive 
improvements that would definitely lower the mortal¬ 
ity and injury rates in serious auto accidents. 5 These 
features are all rather easily incorporated into the 
modern car, and some of them would be of little 
added expense. All that should be necessary to get 
them is a sufficient demand from the American buyer. 6 
The automobile manufacturers and dealers, until re¬ 
cently, have apparently been afraid of so-called safety 
gadgets and engineering features. They have appar¬ 
ently feared that if they so much as suggested that 
any prospective buyer or driver might have an acci¬ 
dent they would scare him away from their product. 
At least two major auto producers have recently dis¬ 
proved this theory, and they have found that the buy¬ 
ing public is interested in good safety features in 
their cars. 5 " 

Necessary Safety Features 

We believe that the doctors of America, and espe¬ 
cially those treating a good share of the accident vic¬ 
tims, should lead the educational campaign to demand 
safer cars. 7 Surely, we cannot fail to be impressed by 
the magnitude of this problem, for it is indeed one of 
our greatest public health problems today. This topic 



Fig. L—An automobile being roll-tested. Manufacturers are 
encouraged to roll-test their cars and to inform buyer as to results. 


can be classified with public health and preventive 
medicine, and we are primarily concerned with the 
orthopedic and surgical aspects of this field. Some of 
the safety features that would definitely improve our 
cars and make their passengers safer from crash and 
roll-over injuries are discussed below. 

Better Roll-Over Frames .—Better roll-over frames 
or bars, at least “double-strength,” are necessary. Con¬ 
vertibles arc notoriously unsafe, and the so-called 
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hard-tops, without the central door post, show a tend¬ 
ency to collapse in a roll-over accident. There may be 
a tendency for the manufacturers to build car tops of 
less strength as they seek to improve vision. The in¬ 
creased vision is good, but the structural strength 
should be preserved. The car companies should roll- 
test their cars and indicate which of their models are 
unlikely to collapse on this test (fig. l). 5c 



Fig. 2 .— 1 This car went out of control at high speed and rolled 
over a number of times. The car is badly damaged, but the driver 
came out unhurt, due to the safety seat belt (note belt hanging 
from seat). 

Safety Seat Belt.— All-around safety seat belts for 
all passengers should be standard equipment in all 
new cars. This feature would probably save more lives 
and limbs than any other single item. It is of course 
necessary to educate the public in the advantages of 
using the belts. The public is interested, and, in auto 
sales rooms, where the belts have been prominently 
displayed in the cars, along with informative literature 
and photographs, up to 30% of new-car buyers have 
chosen the belts. This is a good beginning, but we 
should aim for usage of safety belts in all new cars. 
It should be emphasized that the belts must be of 
good quality and properly attached to the steel frame 
or floor of the car to be effective (fig. 2). 8 

Safety Door Latches .—Good safety door latches are 
a necessity® and are available on many of the latest 
models. There is, however, some slight difference in 
these latches, and time will tell if they are all as 
efficient as they should be. We have seen some of these 
latches fail in roll-over accidents. In the pre-1956 
models, the doors of cars came open in about half of 
all severe accidents and in over 75% of all high-speed 
roll-overs. A large proportion of the people were 
thrown out in such accidents and frequently killed 
or maimed. If the doors stay closed in such an acci¬ 
dent, serious injury is frequently prevented; the closed 
doors also add stability and strength to the car top. 
The use of large sliding lock-bolt latches or steel 
tongue-locks of the airplane type has also been sug¬ 
gested. 5 ' 

On the pre-1956 two-door car, it is possible to hold 
the doors shut on a roll-over by the use of a nylon 
safety door belt, attached to the free edge of one door 
and run straight across the car to the free edge of the 
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opposite door. This strap should, of course, be quickly 
detachable at either side, or in the middle of the car, 
for an emergency exit. On the take-off, the order to 
your back-seat passengers is “fasten door straps”; on 
stops, it is “release door straps.” When not in use, the 
free straps may be neatly tucked through an open- 
type elbow rest on each door. One item already on 
our cars that many of us have never recognized as a 
safety aid is the inside door lock. We have not realized 
that we should lock our car doors from the inside for 
safety while driving. It has been discovered that on 
roll-over accidents the door latches are frequently 
tripped or released from the outside, regardless of the 
type of latch. This is true on both old and new auto¬ 
mobiles. 

Padding of Dashboard.— Complete padding of the 
entire right two-thirds of the dashboard with a good 
shock-absorbing material, such as heavy felt, some 
type of cellular foam plastic, or balsa wood, is ad¬ 
vised. 10 Several manufacturers are now supplying 
some type of padding over a part of the dash, but 
many of the cars have only a lightly padded ledge, 
frequently of foam rubber and leatherette, which is 
of little value, especially if there are numerous knobs 
and projections just below the ledge." For older cars, 
an excellent crash pad can be improvised from 1-in.- 
thick orthopedic or piano felt that is covered with 
cloth and hung from the window defroster vents, cov¬ 
ering the dash and its projecting knobs. We have im¬ 
provised hooks for this purpose from wire paper clips. 
Attention should be called to the necessity of padding 
the backs of all car seats, especially in station-wagon 
models, as children or others may be thrown against 
them. Again we suggest the use of heavy felt or sim¬ 
ilar material. 

Folding-Seat Restraining Mechanism— The backs of 
all folding seats should have some good restraining 
mechanism, especially for the folding middle or rear 
seats of station wagons, to prevent luggage or pas¬ 
sengers from being thrown forward in a crash stop. 
Heavy luggage, or sharp objects, coming forward in 
such a stop may be deadly to passengers riding in the 
front of the car. 5 * Good seat locks should be installed, 
or some type of restraining strap or other mechanism, 
to prevent such an occurence. One of the smaller 
manufacturing companies, American Motors, is in¬ 
troducing such a locking device. 

Elimination of Rear Window Shelf.—The rear win¬ 
dow shelf, in sedan models, should be eliminated, as 
luggage placed here frequently comes forward in a 
crash, injuring the passengers. 5 * A small recessed 
luggage compartment behind the rear seat may not 
be so objectionable. 

Elimination of Projecting Items.—' The sharp, 
pointed, and projecting edges and knobs of the hood 
ornaments, headlights, bumper, and grille should be 
eliminated. To protect pedestrians, this should be a 
law. At one time the hood ornament represented a 
radiator cap; later it became a figurehead or trade¬ 
mark; now, in the majority of cases, it has degenerated 
into a spear point, with no good function other than 
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to impale or disfigure some luckless pedestrian. The 
same can be said of the other bumps and edges placed 
on the fronts of cars. They may be decorative to some 
but are malicious to the pedestrian, and we are all 
pedestrians part of the time. Some handsome cars 
have been produced with few if any instruments of 
torture on the front, but the general tendency is to 
increase the number of sharp edges and points. 

Shock-Absorbing Steering Wheels.— Better shock¬ 
absorbing steering wheels and hydraulic-type bump¬ 
ers, without projections, are good safety features that 
need to be further developed. 12 For protection from 
most steering wheels, the shoulder harness or strap is 
much more effective than a seat belt alone. 8 * One still 
sees some steering posts capped by a sternum-splitting 
point or a cookie-cutter-like ring or cup. What an 
object to be thrown against in an accident! 


Form for Requesting Future Automobile Safety Features 

Date. 

TO.... Automobile Manufacturing: Company 

ADDRESS. 


Gent lemon: 

l have (been Injured In auto accident, lost a good friend or relative in 
auto nccident, had a good friend or relative seriously injured in auto 
accident, been interested in reducing the number of deaths and injuries 
caused by autos) (underline clause above which applies to you). 

I would favor the building of safer automobiles, and I would buy the 
safest automobile available. I would influence my friends to buy a safer 
automobile. 

I would like the following safety features In my next automobile: 

1. All around safety belts for all passengers. These should be sold as 
standard equipment on all new cars. 

2. Better roll-over frames, at least double strength. 

3. Better safety door latches which will prevent doors from flying open 
if the car rolls over at high speed. (Most companies are now using an 
Improved safety door latch.) 

4. Upholstered crash pads of the entire dashboard to the right of the 
steering wheel. All seat backs In station wagons should be padded. 

5. Elimination of nil knobs, points, and sharp edges Inside of car and 
on front end outside of cur. 

0. Eliminate rear window shelf in all models. A small recessed baggage 
compartment might not he objectionable if properly made. 

7. Smooth U-shaped or V-shaped front bumpers without jutting guards 
or ends. Bumpers should be thock-absorbing or hydraulic type. 

8. Shock-absorbing steering wheel with no protruding points or edges. 

9. Higher windshield and roof for tall driver. 

10. I have teen-agers in my family. I would appreciate some type of 

mechanical speed governor which could be set at . miles per hour. 

11. f would favor national legislation to control top speed that can 
be manufactured Into passenger-type automobiles. 

12. Other special features. 

Signature. 

Address. 


Additional Safety Equipment — Other safety equip¬ 
ment, which should be standard, includes: (1) reflec¬ 
tive tape 13 on the rear bumper, inside margins of all 
doors, and perhaps on the sides of cars, conceivably 
replacing some of the unnecessary chrome to good 
advantage; (2) a left-door outside mirror, preferably 
placed where it can be reached and adjusted by the 
driver; (3) back-up lights and a better, centrally placed 
stop light, in addition to the regular stop lights, espe¬ 
cially on station wagons, where passengers in the rear 
are much more vulnerable to crashes from the rear; 
(4) electric signal lights for safely signaling at night 
(in the daytime, hand signals should be used to sup¬ 
plement the electric signals for maximum safety); (5) 
front-window washers, in good working order; (6) good 
tires and safety rims; (7) the photoelectric-eye light- 
dimmer; and (8) a higher windshield and roof on some 
models for the tall driver. 

The rear-view mirror should be placed where it 
will not ordinarily be obstructed by passengers. We 
believe that the mirror placed low on the dash is 
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frequently of little value and, therefore, a safety 
hazard. Some legislation regarding the effective place¬ 
ment of rear-view mirrors is needed. 

Comment 

The above-mentioned safety features, in addition 
to good driver training, screening, and licensing, will 
do much to prevent automobile injuries. If each phy¬ 
sician would exert his influence and encourage his 


patients to write the auto manufacturers of America,' 
the manufacturers would quickly build the safer cars 
we need. Each physician should keep in his office 
some printed or mimeographed forms (see table) for 
use by his patients. Many patients, injured in auto 
accidents, will feel strongly on many of these items, 
but they need some good leadership. Each of us 
should give this leadership and encouragement at 
ever}’ opportunity. 
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We should also encourage our newspapers, state 
highway patrols, and television and radio stations to 
give regular accident and safety information, such as 
die Denver Post news layout on traffic safety shown 
in figure 3. By such a weekly or bimonthly safety 
feature story in the newspaper, the public could be 
better educated and encouraged to write the manu¬ 
facturers. Also, the automotive insurance companies 
can do much to encourage safety engineering, as well 
as better driving. 14 

We recently went through the files and 
photographs of the Colorado State Highway 
Patrol. We found that no make of automo¬ 
bile could be considered safe from collision 
or roll-over; the cars badly damaged were 
those that you and 1 are driving. We were 
struck with this fact: although the engine 
compartment was damaged, and the doors 
open and bent, the actual passenger com¬ 
partment was often intact and not bad¬ 
ly damaged. If the passengers had been 
strapped to their seats, and not thrown out~ 
through open doors or against the dashboard, 
they could have been saved. 

As a final recommendation, we should all 
purchase and use safety belts, now on the 
market, in our cars. Be sure to buy good 
quality belts and fastenings and have them 
installed properly. These belts, plus a little 
heavy orthopedic felt on all dashboards and 
on the backs of the seats of station wagons, 
may save some of you and your families from 
the fate that many of your patients suffer. 
Even with good safety equipment, do not 
forget to use good courtesy and care in your 
driving. 

“Good Driver’s Code” 

We would also like to present for con¬ 
sideration a “Good Driver’s Code.” If each 
candidate for a driver’s license were required 
to read and sign such a code or, better still, 
to memorize it, we believe there would be 
fewer poor drivers: 

1. I will keep my car in good mechanical 
condition at all times. This includes good 
tires, 15 brakes, steering mechanism, and clean 
windows, as well as a properly functioning 
motor. Every car should be equipped with 
a left outside rear-view mirrow and safety 
belts. I realize that the exhaust system should be in¬ 
spected, and possibly replaced, about once every two 
years and that the car should be well ventilated with - 
fresh air, even in cold weather, to prevent monoxide 
poisoning or narcosis. 

2. I will never drive after drinking any alcoholic 
beverage, or after using any type of sedative drugs. 

I realize that even a small amount of alcoholic bev¬ 
erage or drug may slow my reflexes and alertness and 
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may impair my judgment. I also realize that drinking 
is one of the major causes of auto accidents due to 
poor judgment. 

3. I will obey the traffic regulations and speed laws 
of my city and state. I realize that these rules were 
made for my own protection, as well as for the other 
driver or pedestrian. Speed is still considered as the 
major cause of the most serious highway accidents. I 
realize that die majority of the highways were built 
for speeds under 60 or 70 mph. I also understand that 
in speeds over 90 mph, sustained for more than 20 or 
30 minutes, ordinary tires frequently deteriorate and 
disintegrate and also that at any high speeds a mo¬ 
ment’s inattention on my part may deflect my car into 
tlie wrong lane or off the road. 

4. I will never drive when sleepy or exhausted. I 
realize that long hours of driving on a smooth highway 
have a mesmerizing, soporific, or hypnotic effect on 
many drivers and that this is another major cause of 
highway disaster. This effect can be alleviated in some 
cases by the judicious use of coffee and frequent stops 
and exercise, but preferably by alternating with an¬ 
other good driver. 

5. I will keep alert to driving and traffic conditions. 
I will concentrate on the road and watch for obstruc¬ 
tions to good visibility. I will take care to keep the 
speed of the car under control at all times. I will not 
allow myself to be distracted by other people or chil¬ 
dren in my car. I realize that at high speeds it is 
necessary to watch the road for as much as a half-mile 
ahead and also that I should slow for any visual ob¬ 
structions close to the road. 

6. Most highways are marked to show the maximum 
safe speeds in good weather. I realize that in bad 
weather, such as fog, rain, ice, snow, or high winds, 
it may be necessary to greatly reduce my speed for 
safe driving. 

7. I will be courteous to other drivers and pedes¬ 
trians. I will carefully note all intersections and give 
tire right of way. I will be prepared to stop or slow if 
another driver wrongfully takes the right of way 
from me. 

8. I will control my temper at all times. I will not 
drive if I am angry or emotionally upset. I realize that 
no driver can be a good driver in this condition and 
that he may be dangerous. 

9. I will always carefully signal my intentions to 
stop, slow, or turn, by both hand signals and electric 
signals. I will not turn suddenly, or change traffic 
lanes, without first checking my rear-view mirrors 
and signaling my intentions. 

10. I will avoid driving close to the car in front of 
me, so that I may have plenty of time to stop if it 
should suddenly stop and also so that I can properly 
signal and warn those drivers who are behind my car. 
I realize that it takes 400 to 500 ft., or approximately a 
city' block, to stop my car at speeds of 60 to 80 mph 
under good conditions and that speeds in excess of 
these figures are dangerous, even on most of our best 
highways, and are against the law in most states. 
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11. I will avoid cutting back into the driving lane 
too soon after passing. I know that I should be able to 
see the car I have just passed in my rear-view mirror 
before cutting back in. 

12. I will avoid racing, excessive speed, or show- 
off driving at all times. 

13. I will avoid overdriving my headlights at night 
and will dim my lights for approaching traffic. 

14. I will avoid driving too slow in passing lanes or 
in fast-traffic lanes. I realize that the “road hog” and 
slow driver in a fast-speed lane can be almost as dan¬ 
gerous to traffic as one who drives at excessive speeds. 

15. I will carefully watch the other driver and his 
car and try to anticipate his actions or change of 
course or speed. 

16. I will not allow other drivers to use my car un¬ 
less they also subscribe to these rules of driving. This 
in particular applies to all members of my family who 
use the family car. 

Let us see if we can get a code such as this adopted 
by state licensing boards and highway patrols, as well 
as by the automobile insurance companies. 

1055 Clermont St. (20) (Dr. Gibbens). 

Figure 1 was supplied by the Chrysler Corporation and figure 
2 by the Colorado State Highway Patrol. Figure 3 is reproduced 
with permission from the Denver Post. 
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CLINICAL NOTES 


EVALUATION OF ENZYME TESTS FOR URINARY GLUCOSE 

Jack R. Leonards, Ph.D., Cleveland 


Recently two commercial preparations for testing 
for urinary glucose, Clinistix and Tes-Tape, based on 
the use of tire enzyme glucose oxidase, have appeared 
on tile market. Outstanding characteristics of each test 
are extreme simplicity and high specificity. The two 
preparations differ in that Clinistix is described by the 
manufacturer as being useful for a qualitative testing, 
whereas Tes-Tape comes with a color chart for quanti¬ 
tation of urinary glucose. 

At the present time, many clinicians utilize the de¬ 
termination of the concentration of sugar in urine as an 
important phase of diabetes regulation. This is com¬ 
monly done by grading the degree of reaction of the 
Benedict qualitative test or by use of the product 
Clinitest. The advent of Clinistix and Tes-Tape makes 
it important to establish whether these preparations do 
or do not have the ability to quantitate urinary sugar. 
Since a number of physicians have pointed out to me 
that they have had difficulty in identifying urines con¬ 
taining large amounts of sugar by the use of Tes-Tape, 
a study was undertaken to evaluate the degree of 
quantitation possible by this procedure. 

Test Methods 

Random urine samples that were free of glucose, 
collected from hospital patients or from patients re¬ 
porting to a clinical laboratory for routine urinalysis, 
were used for the current study. No effort was made 
to emphasize any particular type of sample, and all 
urines free of glucose that became so available were 
used. A total of 502 urines were used, and 4,020 tests 
were carried out. Known amounts of glucose were 
added to each urine, with appropriate portions of 50% 
aqueous glucose solution used. This was done by one 
operator, and the urine samples were immediately 
tested by from one to eight different operators, none 
of whom knew anything of the possible distribution of 
samples within a given series of tests or anything about 
the results obtained by the others. The operators were 
all laboratory assistants who had had no previous ex¬ 
perience with the test and who were given no special 
instructions regarding its performance other than to 
follow the directions on the container carefully. 

Results 

The table shows the tabulation of the results of all of 
the tests done with the various quantities of added glu¬ 
cose. It becomes immediately apparent that urines 
free of glucose or containing glucose in amounts less 
than 0.25% were for the most part interpreted correctly 
by this method. Of the 2,190 such samples, only 25 
were interpreted as containing 0.5% glucose. This is 
indeed as good as or superior to the results that can 
be obtained with Benedict’s solution or with Clinitest. 


From the Department of Biochemistry, School of Medicine, 
Western Reserve University. 


For urines containing 0.5% glucose, Tes-Tape gave 
correct results in about half of the tests, but the con¬ 
centration was read as 0.25% in the other half. This 
inability to distinguish between 0.25% and 0.5% glu¬ 
cose should rarely result in the wrong interpretation 
of a patient’s clinical status. 

It is of great significance, however, that urines con¬ 
taining 2%, 3%, or 4% glucose were in the majority of 
instances interpreted, as containing 0.5% or less glu¬ 
cose. Indeed, in 502 out of 804 tests the wrong inter¬ 
pretation was made. It is in this area that the greatest 
difficulty would arise with respect to controlling a 
patient’s insulin dosage by this method. It is conceiv¬ 
able that many patients could be "spilling” large 
amounts of sugar in the urine for considerable periods 
of time but that the reading would still be interpreted 
as 0.5% and the insulin dosage might not be increased. 
Indeed several patients have been seen in which this 
situation actually existed. 

Results Obtained with Tes-Tape on Urines Containing 
Various Amounts of Added Glucose 

No. of Tests Recorded for Each 
Glucose Concentration of Glucose 

Added, Tests, , -*-—, 


% 

Total No. 

0 

0.1% 

0.25% 

0.6% 

2% or More 

0 

932 

907 

25 




0.1 

310 

11 

265 

33 

1 


0.25 

948 

13 

23S 

C73 

24 


0.5 

358 


3 

283 

254 

33 

1 

473 


1 

26 

362 

84 

o 

368 



8 

226 

334 

3 

276 



6 

ISO 

DO 

4 

160 



5 

77 

78 

Total tests 4,020 







It should be pointed out that these results in no way 
invalidate the use of these specific enzyme methods 
for tire qualitative dectection of glucose. In agreement 
with tire manufacturer’s statements, both Clinistix and 
Tes-Tape were found capable of detecting amounts of 
glucose as low as 0.1%, and neither of them will react 
with nonglucose reducing substances that may be 
found in urine. The addition of high-purity lactose, 
fructose, galactose, maltose, ribose, or xylose to urine 
in concentrations of 2% resulted in no reaction what¬ 
soever with either Clinistix or Tes-Tape. 

Summary 

The two commercial specific enzyme preparations 
for testing for urinary sugar, namely, Clinistix and 
Tes-Tape, were both found to be useful for the quali¬ 
tative detection of urinary glucose. For urines contain¬ 
ing 0.25% glucose or less, Tes-Tape was found to be 
satisfactory as a quantitative method. For urines con¬ 
taining more than 0.5% glucose, the use of Tes-Tape 
as a quantitative procedure is unsatisfactory and can 
lead to serious error in the interpretation of a patients 
clinical condition. 

2109 Adelbert Rd. 
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AN IMPROVED DEVICE TO AMPLIFY THE SOUNDS OF RESPIRATION OF 

ANESTHETIZED PATIENTS 

Sylvan M. Shane, D.D.S. 
and 

Harry Ashman, M.D., Baltimore 


In 1954 we reported in The Journal 1 the use of an 
externally applied throat microphone and amplifier to 
amplify the sounds of respiration in anesthetized pa¬ 
tients. The throat microphone proved to be somewhat 
impractical for surgery of the neck and related opera¬ 
tions that might disturb or momentarily move the 



Fig. 1.—Breathophone components. 


throat microphone. In addition, the presence of an 
endotracheal tube prevented the larynx from vibrating 
sufficiently to energize the microphone. The apparatus 
described here requires no contact whatsoever with 
the patient. We have named it the Breathophone. It 
consists of a hearing-aid transistor amplifier, a hearing- 
aid earphone that does not have to be worn in the 
ear, and a microphone that is removed from the hear¬ 
ing aid and placed, by means of a T-tube, anywhere 
within the anesthesia breathing circuit (fig. 1). 

Amplifying the sounds of breathing is highly desir¬ 
able, since it affords the most accurate means of com¬ 
munication with an unconscious patient. If breath 
sounds are not audible, the only other means of 
second-to-second communication is the slight rise and 
fall of a rubber breathing bag. Since it is almost im¬ 
possible to maintain a continuously focused stare at a 
moving breathing bag without eventual self-hypnosis, 
the dependence upon eyesight to determine whether 
a patient is breathing is, in many instances, fraught 
with inefficiency and danger. When a nonrebreathing 
system is used, as is the trend in pediatric anesthesia, 
the distended but motionless breathing bag is totally 
useless as an indicator of respiration. 

The visual observation of a rhythmically expanding 
and contracting chest (or breathing bag) gives one 
no assurance that partial respiratory obstruction does 
not exist. Partial obstruction may be due to mucus, a 
large tongue that may retract posteriorly upon the on¬ 
set of anesthesia, or simply improper head position 


From tire Department of Anesthesiology, Lutheran Hospital 
of Maryland. 


on the operating table. Amplifying the respiration 
helps avoid many of these complications of general 
anesthesia. 

The Breathophone consists of a microphone from a 
hearing aid, which is inserted by means of waterproof 
glue into a cork and reconnected to the hearing aid 
simply by lengthening the wires that originally con¬ 
nected it within the amplifier. The cork containing the 
microphone is then inserted into a T-tube. The T- 
piece is placed anywhere within the breathing circuit, 
as shown in figure 2. 

The slightest breath will cause the column of air 
within the T-tube to move and strike the microphone. 
The battery-operated all-transistor hearing-aid ampli¬ 
fier will then amplify the air movement, which can be 
heard through the hearing-aid earphone. The slightest 
breath is amplified so efficiently that, even with the 
most depressed pattern of respiration, the amplifier 
can be operated at less than full volume. It is unneces¬ 
sary to wear the earphone in the ear. We observed 
that by placing the earphone in a small open-mouth 
jar or paper cup, which acts as a resonator or loud¬ 
speaker, the sounds can be heard by everyone in the 



Fig. 2.—Breathophone assembled and attached to the anes¬ 
thesia machine. By placing the earphone in a small jar or paper 
cup, the sounds of respiration can be made audible throughout 
the operating room. 

operating room. The microphone is a magnetic type 
that is spark-proof, explosion-proof, and moisture- 
proof. This instrument has been of inestimable value 
especially in head, neck, and pediatric surgery. It pro¬ 
vides an additional and highly important safeguard in 
the care of the unconscious patient. 

730 Ashburton St. (16) (Dr. Shane). 
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DEATH ON THE HIGHWAYS 

A few weeks ago the newspapers carried headlines 
about the appalling new record of traffic deaths during 
the long Christmas week end. The emphasis on fatali¬ 
ties served to obscure certain other disconcerting facts. 

Little publicity was given to the number of traffic 
injuries. It is estimated that 35 persons are injured for 
each person killed. Incidentally, there is some disagree¬ 
ment over the statistical validity of using fatalities as a 
method of evaluating results in traffic accident preven¬ 
tion. The continual advances in medical care result in 
recovery of a relatively higher percentage of the seri¬ 
ously injured, and improvements in automobile design 
must have had their effects in reducing tire numbers of 
seriously disabled in the crashes that did occur. Assum¬ 
ing that these hypotheses are correct, the fatality total 
of 40,200 for 1956 indicates that the traffic accident sit¬ 
uation is worse than it appears to be. 

For years, some experts have found a glimmer of 
hope in the fact that the traffic fatality rate was a 
slowly descending curve—when figured on tire basis of 
mileage driven. Now this trend has been reversed by 
the latest figures, and the worst is yet to come. The 
traffic accident problem will get much worse before it 
gets better. On the basis of current rates, the National 
Safety Council estimates that tire year 1966 can be 
expected to produce in excess of 53,000 fatalities. 

This is our number 1 public health problem. We are 
conformed with a massacre without precedent, without 
good reason, and without a ready solution. The control 
methods invoked to date are not adequate. Safety conr- 
paigns and local efforts have beneficial effects, but only 
in a temporary and spotty way,unless they point toward 
the correction and improvement of fundamental prob¬ 
lems. Much driver confusion and error can be eliminat¬ 
ed by the adoption of uniform traffic laws and uniform 
traffic control devices. Model laws and manuals are 
available for this purpose. Aid and encouragement are 
needed to produce intelligent traffic engineering and 
honest traffic law enforcement aimed at accident pre¬ 
vention and apprehension and conviction of the drink¬ 
ing driver, the habitual speeder and violator. There is 
scarcely a civic-minded group without its committee 
on traffic safety, and individual physicians and medical 
societies should give them all the support possible. 
Over and beyond this, heroic measures are needed. 
Bold steps will be necessary before any appreciable 
results are achieved on a national or statewide basis. 


Of tlie many factors involved in bringing about im¬ 
provement, two stand out as of prime concern to the 
medical profession. First, it will be a long while before 
there is any marked improvement in die prevention of 
accidents. Therefore, we must be concerned with pre¬ 
vention of injury or reduction of die probability of 
severe injury. In this area die greatest good can be ac¬ 
complished in die shortest period of time. Experi¬ 
mental tests at Cornell University and the careful 
investigation of recent highway accidents have demon¬ 
strated the real values of such safety devices as seat 
belts, crash padding, safety door locks, and collapsible 
steering wheels. It is to be hoped tiiat these safety 
features are only die beginning of a new era in basic 
automobile design. Fundamental standard equipment 
should be designed in full recognition of die fact that 
every car may be involved, quite innocently, in a seri¬ 
ous crash or roll over. Many new safety improvements 
have been made, many more can be made but old 
hazards remain in the competition for horsepower, 
color, frills, and design appeal. The famous race driver 
Barney Oldfield made a statement at a national safety 
meeting after he had become a safety advisor for one 
of the automobile makers in which he proclaimed the 
arrival of “revolutionary new safety features this year. 
Greater protection for passengers by the elimination of 
protruding knobs and handles on the instrument panel 
... even die key is recessed . . . throttle and choke dis¬ 
appear on slides in the rounded base of the panel. The 
windshield is wider, giving safer front vision. And the 
cushion of die front seats rounds back over the top, as 
a safety pad for tiiose in die back seat.” This was in 
1936. The welfare of millions of persons can be bene¬ 
fited by a concerted safety design program of the 
automobile industry. 

The second factor of concern is the automobile driver, 
who is the keystone of the arch of accident causation 
and, conversely, of accident prevention. Only through 
modem, effective driver licensing and control proced¬ 
ures can we hope to identify those who are safe drivers 
and to exclude from the highways tiiose who would be 
a menace. The right to drive an automobile must be¬ 
come a sought-after privilege, and not a vested right. 
The limited physical and mental capacities needed to 
learn to drive are no measure of die ability to operate 
the vehicle safely and responsibly in modem traffic. 
Which of the physically handicapped are to be granted 
the privilege, and which are not? How are we to iden¬ 
tify those with mental handicaps or poor attitudes? 
How important is color perception, tunnel vision, or 
glare recovery? Should the man who has had an attack 
of coronary disease drive a bus, or truck? Who should 
be advised, by his physician, not to drive because of 
current medication or some new physical disorder? 
These are serious questions. In most cases driver li¬ 
censing has not advanced to where these questions are 
given adequate consideration. It must be recognized 
that driver licensing, a most important factor in traffic 
accidents, is in a pitiful situation. It is still possible to 
obtain a license by mail or without proof of identity 
of the person making die application, and without a 
test of driving ability or knowledge of the laws and 
rules of the road. Some states still regard driver licens¬ 
ing as a source of revenue rather than a means of 
protecting the welfare of its citizens. None of the 48 
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states are in agreement on driver licensing provisions. 
Few have made any effort to bring their standards 
abreast of current medical knowledge regarding the 
physical and mental abilities and limitations of indi¬ 
viduals. 

Much more needs to be known about the individual 
and the interrelationship of his physical and psycho¬ 
logical processes when operating a modem vehicle. 
Methods for a priori differentiation of the good driver 
from the poor one are sorely needed. Full-scale re¬ 
search, comparable to that being devoted to other 
major causes of disability, is in order. 

That this subject is a matter of serious medical con¬ 
cern is evidenced by the inclusion in this issue of The 
Journal of a symposium of 12 papers on “The Medical 
Aspects of Automobile Crash Injuries.” 

SALMONELLA FOOD POISONING 

About 150 cases of typhoid have recently occurred 
throughout six midwestern states. Months of intensive 
investigation have failed to reveal the source of the 
infection. During 1955, more than 5,000 persons were 
reported ill due to salmonellosis. Incidents of food 
poisoning, especially attributed to Salmonella, appear 
to be on die increase; but it is obvious that such an in¬ 
crease represents only those outbreaks and eases that 
have been officially reported, implying the measured 
growth of cases is only a portion of what probably 
is occurring. 

Sir William Savage, in discussing the marked in¬ 
crease of Salmonella food poisoning in Great Britain, 1 
points out that no outbreak of this type can be fully 
explained, thereby preventing future incidents, unless 
four factors are solved. These are (1) the bacterial or 
other cause of the symptoms, (2) the vectors respon¬ 
sible for conveying the causal agent to man, (3) the 
reservoir from which the infecting organism originated, 
and (4) the path from the reservoir to the infected 
vectors. Usually the first clue to food poisoning, either 
in an individual or in a group outbreak, is a patient 
who develops gastrointestinal symptoms that war¬ 
rant calling the family physician. It is information 
gathered by the physician at this time, when promptly 
related to public health officials, that will lead to the 
solving of Savage’s four factors, necessary to locate 
the source of the outbreak, and prevent future ill¬ 
nesses. 

The U. S. Public Health Service feels that improper 
handling of food and lack of adequate refrigeration 
are contributing factors in most outbreaks of salmon¬ 
ellosis. 2 Further, mass preparation and dispensing of 
foods in a greater number of public eating places and 
schools has increased the chances of exposure to con¬ 
taminated foods. While these suppositions do not ful¬ 
fill all four of Savage’s criteria, they do indicate the 
specific need for intense investigation of this particular 
subject. 

At the same time increased emphasis is placed on edu¬ 
cating those who handle food, a greater effort should be 
made by practicing physicians to provide clues for our 


1. Savage, W,: Problems of Salmonella Food-Poisoning, 
Brit. M. J. 2:317-323 (Aug. 11) 1956. 

2, Dauer, C. C,, and Sylvester, G.: 1955 Summary of Disease 
Outbreaks, Public Health Rep. 71:797-803 (Aug. 6) 1956. 


medical detectives to assist them in solving our food 
poisoning epidemics more rapidly. The key to the 
prevention of further outbreaks of food poisoning is 
held by the family physician. 

ABSENCE FROM WORK 

A recent item in The Journal announcing the avail¬ 
ability of a publication, “Absence from Work Due to 
Non-Occupational Illness and Injury” (November 3, 
page 980), has resulted in a rush of requests for copies. 
The interest displayed in this report by the Committee 
on Medical Care for Industrial Workers, a joint com¬ 
mittee of the Council on Medical Service and Council 
on Industrial Health, is not surprising. It is a reflection 
of the concern that the medical profession, industry, 
labor, and community organizations have shown in one 
aspect of the employee’s relationship to his job that has 
far-reaching implications and effects not only on the 
individual and his family but on the entire economy. 

The report, which constitutes the proceedings of 
a conference held last January in Detroit as part of 
the 16th Annual Congress on Industrial Health, con¬ 
tains the remarks of 22 panel members, most of them 
physicians, who participated in four major panel dis¬ 
cussions. They presented a concise and well-organized 
summary of the knowledge we possess about the prob¬ 
lem of work absence as well as the unresolved issues 
still to be explored. 

In addition to the value the conference had in bring¬ 
ing together physicians engaged in genera] practice 
and occupational medicine, as well as other medical 
personnel and representatives of labor and manage¬ 
ment, the meeting highlighted several aspects of the 
problem that are worth noting. One concerned the 
use of the term “absenteeism,” with its connotation that 
work absence is an undesirable trait. There appeared 
to be general acceptance of the ideas expressed that 
not all work absence is necessarily bad, and that, there¬ 
fore, there are absences “that represent desirable needs, 
sort of investments in better personnel relations, im¬ 
proved production, prevention of prolonged, costly 
absences, and the loss of key personnel.” 

Another dealt with the observation, based upon 
various studies that have been made, that sickness 
absence is not evenly distributed over an employee 
population but is greatly concentrated in a small group. 
This phenomenon has a great deal of significance for 
the physician in charge of an occupational health 
program as well as for the employee’s own physician. 
Among the problems to be resolved, two are of im¬ 
mediate significance. One concerns the need for in¬ 
creasing cooperation between the physician in industry 
and the general practitioner. The other is the need for 
establishing a uniform definition of work absence and 
standard formulas for computing absence rates in 
order to be able to assess the true magnitude of the 
problem of sickness absence. Such uniformity would 
enable comparison of rates not only among different 
companies but among different industries, and for 
the entire working population. These data would, 
moreover, enable the medical profession to identify 
types of illnesses and disabilities, and trends in relation 
to various occupations, and the influence that working 
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environment may have on the early precipitation or 
development of chronic infirmities and disabilities 
among the working population. 

Recognizing the need for developing such defini¬ 
tions and measurements, the Committee on Medical 
Care for Industrial Workers is presently engaged in 
such a project and hopes to have such a guide avail¬ 
able within the next few months. The adoption of such 
a guide can be an important step in bringing about a 
better understanding of the total problem of work 
absence due to illness and injury and in paving the 
way for closer cooperation among all those whose ef¬ 
forts are directed toward reducing disability absence. 

COLORED GLASSES 

Among the most beautiful products of modern 
technology are the numerous colored transparent sub¬ 
stances that have been made available for such pur¬ 
poses as the packaging of merchandise and the illumi¬ 
nation of displays. Any desired color can be had in 
any desired degree of purity, filters for every imagin¬ 
able purpose are elaborately catalogued, and the 
student of physiological optics can repeat with more 
striking effect than ever the classic experiments of 
Helmholtz, Young, and Hering with color boxes, after¬ 
images, mixing wheels, and so on. In color photography 
and color television the use of filters and pigments 
reaches a climax of complexity and magnificence. 
These are exemplified in such color films as those on 
bronchoscopy by Holinger and in the surgical telecasts 
in color that have been a special attraction of A.M.A. 
conventions since 1949. 

It is unfortunate though natural that not all the 
anticipated applications have been successful. The 
feeling of regret is aroused by consideration of the 
recurrent efforts to discover special virtues in tinted 
screens for television viewers, tinted spectacles for 
sunbathers, and tinted windshields for automobile 
drivers. The misleading nature of the claims made for 
some of these items in the past was well brought out 
in an article by Dr. Alfred Cowan. 1 

In connection with automobile driving, especially at 
night, it was shown that any colored lens impaired the 
driver’s ability to discriminate colors. At one time it 
was reported 2 that 5 million cars were “slated to get 
hued windshields in the next 18 months” and that this 
prospect was bringing “howls of anguish from owners 
of drive-in theaters” because the supposedly glare- 
resistant windshields were blurring black-and-white 
motion pictures, making Technicolor unrecognizable, 
and spoiling three-dimensional effects. A campaign 
was launched by the International Drive-In Theatre 
Owners Association “to persuade automobile manu¬ 

1. Cowan, A.: Tinted Lenses, J. A.M.A. 130:1098-1099 
(April 24) 1948. 

2. Wall Street Journal, March 26,1953, p. 1. 

3. Wyszecki, G.: Theoretical Investigation of Colored Lenses 
for Snow Goggles, J. Opt. Soc. America 46:1071-1074 (Dec.) 
1956. 

4. Sunglasses and Solar Eclipse, editorial, J. A. M. A. 155: 
751 (June 19) 1954. 

5. Trendelenburg, W., cited by Rein, H.: Einfiihrung in die 
Physiologic des Menschen, ed. 11, edited by M. Schneider, Ber¬ 
lin, Springer-Verlag, 1955, p. 638. 

6 . Physiology of Flight, Air Force Manual 160-30, Department 
of the Air Force, 1953, p. 95. 

7. Footnote 5, p. 91. 


facturers to attack the problem of glare in some other 
way.” Tinted lenses similarly interfere with the enjoy¬ 
ment of television in color. 

These facts add to the interest of a study on the 
problem of snow goggles. 3 The imminence of February, 
the month of heaviest snowfall, makes it timely. 
Wyszecki notes that safe driving or skiing in the “arctic 
whiteout” depends on the early recognition of cracks, 
holes, and humps in the snow field and considers 
whether one or another color might be best for snow 
goggles, or whether, indeed, any color might be better 
than strictly neutral glasses designed to absorb uni¬ 
formly over the entire visible spectrum. His conclusion 
is that for this purpose “even red glasses of extreme 
purity . . . are not significant!}' more effective than 
neutral glasses.” 

Under the conditions of the arctic whiteout a different 
optical principle has a curious application. The pinhole 
camera is familiar to students of physics as presenting 
a dilemma: the smaller the pinhole, the sharper the 
focus, but the dimmer the image. This seems at first 
like a regrettable shortcoming, but in at least one situa¬ 
tion it is actually an advantage. It has long been known 
to Eskimos that an otherwise dazzling landscape of 
snow can be viewed comfortably by making pinholes 
in a sheet of opaque substance, and that near-sighted 
and far-sighted people can see things more distinctly 
than usual by this device. It is also a standard experi¬ 
ment in physiology to show that a small object can be 
seen distinctly when held much closer than the normal 
near-point if a card with a pinhole is interposed be¬ 
tween object and eye. This principle has been used 
not only in protecting the eyes of explorers in polar 
regions but also to help patients waiting for their eye¬ 
glasses after cataract operations or to enable patients 
in the ophthalmologist’s waiting room to read while 
under the temporary influence of a cycloplegic drug. 
Disposable “pinhole specs” are on the market. 

Neutral glasses, reducing the over-all brightness of 
the transmitted light without imparting any one 
color, are useful in many situations. It is worth point¬ 
ing out, however, that “no commercially marketed 
sunglass is sufficiently dense to permit direct gaze at 
the sun.” 4 This warning has to be repeated whenever 
astronomers predict an eclipse of the sun. The 15 cases 
of retinal burns reported by two French physicians 
after an eclipse in 1955 must have been only a small 
fraction of those that occurred in France, and 37 cases 
were reported in India after a solar eclipse in 1956. 

Red glasses are useful to roentgenologists in prepar¬ 
ing for sessions with the fluoroscope. The continued 
use of enough red light for seeing, and even for read¬ 
ing, does not prevent dark adaptation to the rest of the 
spectrum. 5 This fact is applied in the lighting of in¬ 
strument panels for aircraft, where it is found that dials 
illuminated with red light can be seen without impair¬ 
ing dark adaptation. 6 7 This fact also gives rise to certain 
dilemmas for which there is no single complete solu¬ 
tion. There now is, however, an adequate factual basis 
for replies to most of the questions a patient is likely 
to ask his doctor. As regards the standard sun¬ 
glass listed in the Survival and Personal Equipment 
Officer’s Manual and in the Air Force stock catalog, 1 
the inquirer can be told that it has 15% transmission 
over the visible range, that it looks black or gray, and 
that no color predominates. 
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Today marked the start of the American Medical 
Association’s program to encourage all persons, 
especially those up to age 40, to have the recom¬ 
mended three shots of Salk poliomyelitis vaccine be¬ 
fore the 1957 season begins. 

Representatives from state and territorial medical 
societies met in Chicago today at a special A. M. A.- 
called session to hear about the all-out effort to protect 
millions of American adults, teen-agers, and children 
against poliomyelitis. The medical societies were 
•urged to assume leadership in their states and terri¬ 
tories and to conduct campaigns to get more persons 
inoculated, preferably before June 1. 

Today’s meeting was convened by the American 
Medical Association after a preliminary planning ses¬ 
sion in Washington earlier this month. Under the 
chairmanship of Dr. Julian P. Price of the A. M. A. 
Board of Trustees, a physicians’ program against 
poliomyelitis, spearheaded by the A. M. A., was out¬ 
lined. Representatives included physicians and guests 
from the A. M. A., the American Academy of Pedi¬ 
atrics, the American Academy of General Practice, the 
U. S. Public Health Service, and the Association of 
State and Territorial Health Officers. 

These representatives recommended that the 
A. M. A. call the special Chicago meeting and that 
the states be encouraged to develop and implement 
a program designed to stimulate the general public to 
be inoculated. They also recommended that the 
A. M. A. appoint a special Committee on Poliomyelitis 
to promote the program. These recommendations have 
been endorsed by the Executive Committee of the 
A. M. A. Board of Trustees. 

At the Chicago meeting representatives of the medi¬ 
cal societies were told that statewide programs should 
be started immediately if the first injections are to be 
given by March 1 and if the series of three injections is 
to be completed before the poliomyelitis season ar¬ 
rives. Inertia and apathy, they heard, are primarily 
responsible for the failure of large segments of the 
public to be vaccinated. 

The representatives also were given detailed re¬ 
ports on various poliomyelitis vaccine programs carried 
out in North Carolina; Michigan; New York City; 


Chicago; Akron, Ohio; and Dade County (Miami), 
Florida. These programs were outlined so the states 
can adapt plans of their own from the experiences of 
other states and counties. 

I would like to give my personal endorsement to all 
state poliomyelitis vaccine campaigns and urge all 
physicians to cooperate in every way possible to pro¬ 
mote the use of the vaccine. The vaccine has proved to 
be safe and effective, and it is urgent that the medical 
profession do everything it can to assure Americans of 
protection before the summer’s peak of poliomyelitis. 

There is now a manufacturer’s backlog of more than 
17,000,000 cc. of the vaccine. By using the vaccine in 
the next few months we can reduce paralytic polio¬ 
myelitis to a negligible amount this year. 

It is important, too, that we get young adults to take 
the Salk vaccine. Poliomyelitis is becoming a more 
serious problem for adults, and now that the vaccine 
is plentiful we should work diligently to get these 
potentially susceptible persons inoculated. 

The size of the task is enormous, and the time is 
short. These factors, however, need not be barriers, for 
physician cooperation and public enthusiasm can over¬ 
come them quickly and easily. There are materials 
available for public education if we need them, so I 
do not believe we should allow the size of the job or 
the time element to deter us. 

The work of physicians around the nation in inocu¬ 
lating younger persons and expectant mothers has been 
a tribute to our devotion to patients and preventive 
medicine. Now we have another opportunity—perhaps 
even a greater one—to prove our desire to protect 
Americans from the possible paralytic effects of 
poliomyelitis. 

Now that your American Medical Association has 
launched this program, Americans in every state are 
looking to you and to your state medical societies for 
a large-scale poliomyelitis vaccine program that will 
protect them and their families. Let us not fail them or 
our profession. 

This is your program—a physicians’ campaign 
against poliomyelitis. I urge you to give your best. 

Dwight H. Murray, M.D., Napa, Calif. 
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ORGANIZATION SECTION 


STANDARD NOMENCLATURE INSTITUTES IN 
1957 

The American Medical Association has announced 
plans to conduct two, and possibly three, short courses 
on the use of the Standard Nomenclature of Diseases 
and Operations during 1957. The first institute will be 
in Roanoke, Va., March 11-13, and the second in San 
Francisco, Aug. 5-7. These three-day meetings are con¬ 
ducted as a special service to medical record librarians 
and others using the Nomenclature in the hospital, doc¬ 
tor’s office, or medical clinic. Lectures are given by 
Adaline C. Hayden, C.R.L., associate editor, on the 
theory, construction, basic principles, special and 
specific problems, and installation of the system. 
Anatomy lectures are given by Edward T. Thompson, 
M.D., editor of the Nomenclature and coordinator of 
professional services, hospital facilities, U. S. Public 
Health Service, Washington, D. C. 

Registration for each session is limited to the first 
100 applicants. Anyone contemplating the installation 
of the system or already using it and employed as a 
clinic clerk, doctor’s secretary or receptionist, or nurse 
or physician may attend. Tuition is free. Applications 
should be sent to Mrs. Hayden at A. M. A. Head¬ 
quarters, 535 N. Dearborn St., Chicago 10. 

A. M. A. GRANTS-IN-AID FOR RESEARCH 

The Committee on Research of the American Med¬ 
ical Association announces that the Subcommittee on 
Grants-in-Aid is prepared to make grants up to $500 
in 1957 to supplement clinical investigation and basic 
medical science research. Grants will be made for the 
purchase of supplies, animals, and equipment but are 
not intended for the payment of salaries of full-time 
or part-time secretarial or technical help, labor, or 
overhead. No more than two awards will be made in 
any one medical school for this purpose. The tentative 
closing date for the receipt of applications has been 
set for April 1, 1957. More complete information con¬ 
cerning the program and the application blanks may 
be obtained by writing to the Secretary, Committee 
on Research, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 

STUDIES ON UNIFORM CHEMICAL 
LABELING LAW 

A program to protect the public from the dangers 
of mislabeled household and commercial chemicals 
has been launched by the American Medical Associa¬ 
tion. Through its Committee on Toxicology, informa¬ 
tion is being gathered on existing state labeling 
regulations with the idea of developing model legisla¬ 
tion on the precautionary labeling of chemical prod¬ 
ucts that are not now so regulated, such as paints, 
paint removers, heating and cooking fuels, household 
polishers and cleansers, laundering items, and others. 
The end-result would serve as a guide for uniform 


regulations that would require labels to contain in¬ 
formation on the product’s contents, possible dangers, 
directions for safe use, and first-aid instructions. Ac¬ 
cording to Bernard E. Conley, Ph.D., Committee Sec¬ 
retary, there are at least a quarter of a million different 
trade-name substances now on the market. Without 
proper labeling, physicians and the public may not 
know about harmful materials in these products and 
the ways of treating poisonings from them. 

The American Academy of Pediatrics, American 
Public Health Association, American Pharmaceutical 
Association, • National Safety Council, trade associa¬ 
tions, and state and national governmental agencies 
are being consulted on this problem and its solution. 

A. M. A. RURAL HEALTH MEETING IN MARCH 

“Together We Build” will be the theme of the Amer¬ 
ican Medical Association’s 12th National Conference 
on Rural Health, March 7-9, at the Brown Hotel, 
Louisville, Ky. The principal subjects to be discussed 
are the need for frequent and thorough physical ex¬ 
aminations, the impact on health of modern living, 
rural economics in relation to health, and the migrant 
labor problem. Sponsored by the Council on Rural 
Health, this year’s conference will begin at 10 a. m. 
Thursday, March 7, and end at noon on Saturday, 
March 9. 

MEDICAL EDUCATION FOUNDATION DRIVE 

The 1957 fund drive of the American Medical Edu¬ 
cation Foundation for the nation’s medical schools will 
open with a meeting for state chairmen on Sunday, 
Jan. 27, at the Drake Hotel, Chicago. Each state may 
send one delegate, although all physicians interested 
are welcome to attend. 

NEW RADIO SERIES ON SURGERY 

In a new series of radio transcriptions that the 
American Medical Association is preparing for use 
over local stations, the public will be able to hear 
descriptions of actual surgical procedures performed 
by eminent surgeons. While operating, the surgeon 
will comment in terms that the average person will 
understand. This series, a replacement for one pro¬ 
duced some years ago, is being prepared by the Bur¬ 
eau of Health Education in consultation with the 
officers of the A. M. A. Section on Surgery. The 13- 
program series will be available for placement on radio 
stations by local medical societies about March 1. 

JOURNAL INDEX 

The index to volume 162 of The Journal of the 
American Medical Association appeared in the Jan. 
12, 1957, issue. Those who wish extra copies may 
receive them without charge on request to the Order 
Department, 535 N. Dearborn St., Chicago 10. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, sub¬ 
mitted the following report, which was adopted: 

Resolution No. 2 on Support of a People-to-People 
Friendship Program: It has been stated that the 
prestige of the United States has declined abroad. 
This resolution is the outgrowth of a conference held 
in Washington at the call of President Eisenhower. 
Dr. Louis H. Bauer was a participant in that con¬ 
ference and Dr. Bauer was appointed chairman of the 
Medical and Ancillary Services Group. It is hoped 
to further the exchange of ideas between our country 
and most of the foreign countries of the world, if our 
American ideology is eventually to win out in the 
great struggle being waged between the two opposing 
ways of life. Your committee concurs in this resolution 
and recommends that it be adopted. 

No. 3. Resolution on Annotation of American Medical 
Association Policies 

The following resolution was introduced by Dr. 
Robert N. Larimer on behalf of the Iowa State Medi¬ 
cal Society and was referred to the Reference Com¬ 
mittee on Miscellaneous Business: 

Whereas, There are many areas in which organized medi¬ 
cine must make its views a matter of record; and 

Whereas, The policies and procedures of the American 
Medical Association should at all times be known to all of its 
members and are of particular interest to the officers of state, 
county, and local medical societies and to the legal or lay 
advisors of those groups as well as to many individuals in 
public life; and 

Whereas, At the present time the policies of the American 
Medical Association are not available in any simplified, orderly 
form, and interested individuals who wish to determine the 
current attitude of the American Medical Association in regard 
to a particular question must, in consequence, enter into cor¬ 
respondence with the Headquarters staff or searcli through 
published minutes and transactions of the House of Delegates, 
or for background information must check various handbooks, 
council or committee reports, and other types of source mate¬ 
rial; and 

Whereas, These methods of finding information are slow, 
inefficient, and at times inadequate; and 

Whereas, At times it even then is not altogether clear 
whether the statements that have been found constitute a 
policy adopted by the American Medical Association or merely 
a suggestion that one of its councils or committees has made; 
and 

Whereas, Many national organizations such as the United 
States Chamber of Commerce, the Girl Scouts, the Boy Scouts, 
and others have developed statements of policy which are 
revised yearly, or when deemed necessary, and these statements 
are available in even the smallest local units of those organiza¬ 
tions; and 

Whereas, The Council on Medical Service and some depart¬ 
ments of the American Medical Association have made com¬ 
mendable efforts to define tbeir policies in the past two years, 
and these efforts should be extended; and 


Whereas, The attitudes of the American Medical Association 
may change from time to time, and it is thus reasonable that its 
statement of policies should be annotated, brought up to date, 
and revised yearly; be it 

Resolved, That the Board of Trustees of the American Medi¬ 
cal Association is directed to investigate the practicability of 
developing a statement of policies of the American Medical 
Association, and to arrange for the yearly publication of re¬ 
vised versions of that statement of policies. 

REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Resolution No. 3 on Annotation of American Medi¬ 
cal Association Policies: Your reference committee 
agrees in principle with the ideas embodied in this 
resolution and is informed that already the Board of 
Trustees is aware of this problem. Your committee 
wishes to amend the resolved portion so that it would 
now read: “Resolved, That the Board of Trustees of 
the American Medical Association be directed to con¬ 
tinue to investigate the practicability of developing a 
statement of policies of the American Medical Associa¬ 
tion and to arrange for the periodic publication of 
revised versions of that statement of policy, the fre¬ 
quency of revisions to be determined by the Board 
of Trustees.” 

No. 4. Resolutions on Approval of Hospital Residencies 
and Internships 

Dr. Cleon A. Nafe, for the Indiana State Medical 
Association, introduced the following resolutions, 
which were referred to the Reference Committee on 
Medical Education and Hospitals: 

Whereas, Certification by the various specialty boards has 
become a prominent factor in the educational program of the 
medical profession; and 

Whereas, The American Medical Association through its 
Council on Medical Education and Hospitals is participating 
in and coordinating these certification programs; and 

Whereas, The operation and reputation of educational insti¬ 
tutions and hospitals and the welfare of the physicians who are 
members of those staffs are adversely affected by abrupt with¬ 
drawal of approval or downgrading of the intern or residency 
training programs of these institutions without due notice or 
without opportunity to correct such deficiencies as may be 
alleged to exist; now therefore be it 

Resolved, That the Council on Medical Education and Hos¬ 
pitals of the American Medical Association be requested to 
urge each specialty board to give a minimum of 6 months 
notice to each educational institution and/or hospital of any 
intended withdrawal or downgrading of an approved program, 
giving the institution an opportunity to correct such deficiencies 
that exist and giving the representatives of that institution an 
opportunity to be heard until respect to the suggested changes; 
and be it further 

Resolved, That the withdrawal or downgrading of the ap¬ 
proval of the medical training program of any such institution 
shall be effective at the end of this designated period if the 
institution has failed to demonstrate that the specified deficien¬ 
cies no longer exist. 
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ORGANIZATION SECTION 


STANDARD NOMENCLATURE INSTITUTES IN 

1957 

The American Medical Association has announced 
plans to conduct two, and possibly three, short courses 
on the use of the Standard Nomenclature of Diseases 
and Operations during 1957. The first institute will be 
in Roanoke, Va., March 11-13, and the second in San 
Francisco, Aug. 5-7. These three-day meetings are con¬ 
ducted as a special sendee to medical record librarians 
and others using the Nomenclature in the hospital, doc¬ 
tor’s office, or medical clinic. Lectures are given by 
Adaline C. Hayden, C.R.L., associate editor, on the 
theory, construction, basic principles, special and 
specific problems, and installation of the system. 
Anatomy lectures are given by Edward T. Thompson, 
M.D., editor of the Nomenclature and coordinator of 
professional services, hospital facilities, U. S. Public 
Health Service, Washington, D. C. 

Registration for each session is limited to the first 
100 applicants. Anyone contemplating the installation 
of the system or already using it and employed as a 
clinic clerk, doctor’s secretary or receptionist, or nurse 
or physician may attend. Tuition is free. Applications 
should be sent to Mrs. Hayden at A. M. A. Head¬ 
quarters, 535 N. Dearborn St., Chicago 10. 

A. M. A. GRANTS-IN-AID FOR RESEARCH 

The Committee on Research of the American Med¬ 
ical Association announces that the Subcommittee on 
Grants-in-Aid is prepared to make grants up to $500 
in 1957 to supplement clinical investigation and basic 
medical science research. Grants will be made for the 
purchase of supplies, animals, and equipment but are 
not intended for the payment of salaries of full-time 
or part-time secretarial or technical help, labor, or 
overhead. No more than two awards will be made in 
any one medical school for this purpose. The tentative 
closing date for the receipt of applications has been 
set for April 1, 1957. More complete information con¬ 
cerning the program and the application blanks may 
be obtained by writing to the Secretary, Committee 
on Research, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 

STUDIES ON UNIFORM CHEMICAL 
LABELING LAW 

A program to protect the public from the dangers 
of mislabeled household and commercial chemicals 
has been launched by the American Medical Associa¬ 
tion. Through its Committee on Toxicology, informa¬ 
tion is being gathered on existing state labeling 
regulations with the idea of developing model legisla¬ 
tion on the precautionary labeling of chemical prod¬ 
ucts that are not now so regulated, such as paints, 
paint removers, heating and cooking fuels, household 
polishers and cleansers, laundering items, and others. 
The end-result would serve as a guide for uniform 


regulations that would require labels to contain in¬ 
formation on the product’s contents, possible dangers, 
directions for safe use, and first-aid instructions. Ac¬ 
cording to Bernard E. Conley, Ph.D., Committee Sec¬ 
retary, there are at least a quarter of a million different 
trade-name substances now on the market. Without 
proper labeling, physicians and the public may not 
know about harmful materials in these products and 
the ways of treating poisonings from them. 

The American Academy of Pediatrics, American 
Public Health Association, American Pharmaceutical 
Association,' National Safety Council, trade associa¬ 
tions, and state and national governmental agencies 
are being consulted on this problem and its solution. 

A. M. A. RURAL HEALTH MEETING IN MARCH 

“Together We Build” will be the theme of the Amer¬ 
ican Medical Association’s 12th National Conference 
on Rural Health, March 7-9, at the Brown Hotel, 
Louisville, Ky. The principal subjects to be discussed 
are the need for frequent and thorough physical ex¬ 
aminations, the impact on health of modern living, 
rural economics in relation to health, and the migrant 
labor problem. Sponsored by the Council on Rural 
Health, this year’s conference will begin at 10 a. m. 
Thursday, March 7, and end at noon on Saturday, 
March 9. 

MEDICAL EDUCATION FOUNDATION DRIVE 

The 1957 fund drive of the American Medical Edu¬ 
cation Foundation for the nation’s medical schools will 
open with a meeting for state chairmen on Sunday, 
Jan. 27, at the Drake Hotel, Chicago. Each state may 
send one delegate, although all physicians interested 
are welcome to attend. 

NEW RADIO SERIES ON SURGERY 

In a new series of radio transcriptions that the 
American Medical Association is preparing for use 
over local stations, the public will be able to hear 
descriptions of actual surgical procedures performed 
by eminent surgeons. While operating, the surgeon 
will comment in terms that the average person will 
understand. This series, a replacement for one pro¬ 
duced some years ago, is being prepared by the Bur¬ 
eau of Health Education in consultation with the 
officers of the A. M. A. Section on Surgery. The 13- 
program series will be available for placement on radio 
stations by local medical societies about March 1. 

JOURNAL INDEX 

The index to volume 162 of The Journal of the 
American Medical Association appeared in the Jan. 
12, 1957, issue. Those who wish extra copies may 
receive them without charge on request to the Order 
Department, 535 N. Dearborn St., Chicago 10. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, sub¬ 
mitted the following report, which was adopted: 

Resolution No. 2 on Support of a People-to-Feople 
Friendship Program: It has been stated that the 
prestige of the United States has declined abroad. 
This resolution is the outgrowth of a conference held 
in Washington at the call of President Eisenhower. 
Dr. Louis H. Bauer was a participant in that con¬ 
ference and Dr. Bauer was appointed chairman of the 
Medical and Ancillary Services Group. It is hoped 
to further the exchange of ideas between our country 
and most of the foreign countries of the world, if our 
American ideology is eventually to win out in the 
great struggle being waged between the two opposing 
ways of life. Your committee concurs in this resolution 
and recommends that it be adopted. 

No. 3. Resolution on Annotation of American Medical 
Association Policies 

The following resolution was introduced by Dr. 
Robert N. Larimer on behalf of the Iowa State Medi¬ 
cal Society and was referred to the Reference Com¬ 
mittee on Miscellaneous Business: 

Whereas, There are many areas in which organized medi¬ 
cine must make its views a matter of record; and 

Whereas, The policies and procedures of the American 
Medical Association should at all times be known to all of its 
members and are of particular interest to the officers of state, 
county, and local medical societies and to the legal or lay 
advisors of those groups as well as to many individuals in 
public life; and 

Whereas, At the present time the policies of the American 
Medical Association are not available in any simplified, orderly 
form, and interested individuals who wish to determine the 
current attitude of the American Medical Association in regard 
to a particular question must, in consequence, enter into cor¬ 
respondence with the Headquarters staff or search through 
published minutes and transactions of the House of Delegates, 
or for background information must check various handbooks, 
council or committee reports, and other types of source mate¬ 
rial; and 

Whereas, These methods of finding information are slow, 
inefficient, and at times inadequate; and 

Whereas, At times it even then is not altogether clear 
whether the statements that have been found constitute a 
policy adopted by the American Medical Association or merely 
a suggestion that one of its councils or committees has made; 
and 

Whereas, Many national organizations such as the United 
States Chamber of Commerce, the Girl Scouts, the Boy Scouts, 
and others have developed statements of policy which are 
revised yearly, or when deemed necessary, and these statements 
are available in even the smallest local units of those organiza¬ 
tions; and 

Whereas, The Council on Medical Service and some depart¬ 
ments of the American Medical Association have made com¬ 
mendable efforts to define their policies in the past two years, 
and these efforts should be extended; and 


Whereas, The attitudes of the American Medical Association 
may change from time to time, and it is thus reasonable that its 
statement of policies should be annotated, brought up to date, 
and revised yearly; be it 

Resolved, That the Board of Trustees of the American Medi¬ 
cal Association is directed to investigate the practicability of 
developing a statement of policies of the American Medical 
Association, and to arrange for the yearly publication of re¬ 
vised versions of that statement of policies. 

REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Resolution No. 3 on Annotation of American Medi¬ 
cal Association Policies: Your reference committee 
agrees in principle with the ideas embodied in this 
resolution and is informed that already the Board of 
Trustees is aware of this problem. Your committee 
wishes to amend the resolved portion so that it would 
now read: “Resolved, That the Board of Trustees of 
the American Medical Association be directed to con¬ 
tinue to investigate the practicability of developing a 
statement of policies of the American Medical Associa¬ 
tion and to arrange for the periodic publication of 
revised versions of that statement of policy, the fre¬ 
quency of revisions to be determined by the Board 
of Trustees.” 

No. 4. Resolutions on Approval of Hospital Residencies 
and Internships 

Dr. Cleon A. Nafe, for the Indiana State Medical 
Association, introduced the following resolutions, 
which were referred to the Reference Committee on 
Medical Education and Hospitals: 

Whereas, Certification by the various specialty boards has 
become a prominent factor in the educational program of the 
medical profession; and 

Whereas, The American Medical Association through its 
Council on Medical Education and Hospitals is participating 
in and coordinating these certification programs; and 

Whereas, The operation and reputation of educational insti¬ 
tutions and hospitals and the welfare of the physicians who are 
members of those staffs are adversely affected by abrupt with¬ 
drawal of approval or downgrading of the intern or residency 
training programs of these institutions without due notice or 
without opportunity to correct such deficiencies as may be 
alleged to exist; now therefore be it 

Resolved, That the Council on Medical Education and Hos¬ 
pitals of the American Medical Association be requested to 
urge each specialty board to give a minimum of 6 months 
notice to each educational institution and/or hospital of any 
intended withdrawal or downgrading of an approved program, 
giving the institution an opportunity to correct such deficiencies 
that exist and giving the representatives of that institution an 
opportunity to be heard with respect to the suggested changes; 
and be it further 

Resolved, That the withdrawal or downgrading of the ap¬ 
proval of the medical training program of any such institution 
shall be effective at the end of this designated period if the 
institution has failed to demonstrate that the specified deficien¬ 
cies no longer exist. 
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REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, sub¬ 
mitted the following report, which was adopted: 

Resolution No. 4 on Approval of Hospital Residen¬ 
cies and Interships: Your reference committee would 
like to call to the attention of the House of Delegates 
the position of the Council on Medical Education and 
Hospitals as set forth in its current annual report. 
It recognizes the importance of flexibility and judg¬ 
ment in the application of any set of standards to a 
particular local situation. It is apparent that the intent 
of this resolution is already an important objective 
of the Council which it is implementing through 
cooperation with the various specialty boards. This 
has already led to considerable progress in terms of 
meeting the problem dealt with in the resolution, i. e., 
to assure that an educational program in a hospital or 
other institution will not be precipitously disapproved 
without reasonable, fair warning and reconsideration. 
Therefore, your committee recommends that this 
resolution be approved and a copy sent to the Council 
on Medical Education and Hospitals to assist it in 
further implementation of its policies. 

No. 5. Resolutions on Principles of Medical Ethics 

Dr. Charles H. Richardson, for the Georgia delega¬ 
tion, presented the following resolutions, which were 
referred to tire Reference Committee on Amendments 
to the Constitution and Bylaws: 

Whereas, The proposed revision of the Principles of Medical 
Ethics of the American Medical Association has been designed 
to. serve as a broad general guide in the area of ethics and pro¬ 
fessional conduct; and 

Whereas, The said revision does not in itself make any 
action ethical or unethical; and 

Whereas, The said proposed revision would require a phy¬ 
sician to obtain specific rulings for guidance in any given 
situation; and 

Whereas, Sections 3, 4, 6, 11, 28, and 29 of the said pro¬ 
posed revision do not explicitly condemn the corporate practice 
of medicine; and 

Whereas, The said proposed revision has many loopholes 
permitting loose interpretation of the true meaning of medical 
ethics; now therefore be it 

Resolved, That the said proposed revision be amended so 
that no statement therein may be construed as condoning the 
corporate practice of medicine; and be it further 

Resolved, That the following words be inserted in the proper 
place in the said proposed revision: “Nothing in these Principles 
of Medical Ethics and Precepts of Manners of the American 
Medical Association is meant to condone the corporate practice 
of medicine or to condone policies that result in the diversion 
of physician’s fees to a corporation or governmental agency;” 
and be it further 

Resolved, That the Judicial Council and the Council on Con¬ 
stitution and Bylaws prepare sufficient rules and regulations to 
implement the interpretation of the said proposed revision. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regard¬ 
ing Resolution No. 5 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 

No. 6. Resolution on Intern Shortage 

Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Medical Educa¬ 
tion and Hospitals: 

Whereas, The House of Delegates of the American Medical 
Association, meeting in Atlantic City in 1955, approved the 


report of the Council on Medical Education and Hospitals 
including the Ad Hoc Committee on Internships recommen¬ 
dation on the “25% rule"; and 

Whereas, Continued study of the intern shortage in Penn¬ 
sylvania indicates that some hospitals with excellent intern 
training programs did not secure 25% of their desired quotas of 
interns in 1956; and 

Whereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its 1956 annual session disapproved 
of the “25% rule” in the Essentials of an Approved Internship 
and instructed their delegates to work for its deletion; now 
therefore be it 

Resolved, That this House of Delegates of the American 
Medical Association disapprove the “25% rule” and direct the 
Council on Medical Education and Hospitals to delete it from 
the Essentials of an Approved Internship. 

REPORT OF REFERENCE COMMITEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, read 
the following report, which was adopted: 

Resolution No. 6 on Intern Shortage: Your commit¬ 
tee is aware of tire long-standing study of the intern¬ 
ship by the Council on Medical Education and Hospi¬ 
tals and that, following a very careful and intensive 
study by the Ad Hoc Committee on Internships, 
recommendations were made with regard to the one- 
quarter rule and, further, as stated in the latter report: 
“any requirement of this nature (one-quarter rule) 
must be under constant review and subject to broad 
revision as experience with its operation may dictate.” 
Your reference committee would like to point out 
that this requirement will not go into effect until 1958. 
Since this House has already approved of the principle 
of the one-quarter rule and included this principle in 
the Essentials of an Approved Internship adopted by 
the House in December, 1955, it would seem to your 
reference committee premature to change this require¬ 
ment until it has been given a fair trial. Your reference 
committee, therefore, recommends that this resolution 
be not adopted. 

No. 7. Resolutions on Shortage of Interns 

Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolutions, which were re¬ 
ferred to the Reference Committee on Medical Educa¬ 
tion and Hospitals: 

Whereas, Continuing study of the “intern shortage” shows 
that in 1955 there were 11,048 approved internships and only 
6,960 American medical graduates to fill those internships; and 

Whereas, Previous attempts to narrow the gap between ap¬ 
proved internships and available physicians have not been too 
successful; and 

Whereas, The Council on Medical Education and Hospitals 
J. A. M. A. 150:316 [Sept. 25] 1954 has stated that “A careful 
self-appraisal by hospitals of their individual needs could result 
in a sharp decline in, if not the elimination of, the over-all short¬ 
age, and 

Whereas, Such a voluntary reduction could very well deter 
a spiraling financial bidding for interns; and 

Whereas, A voluntary reduction of 25% of its intern quota 
by every approved hospital in the country' could greatly alleviate 
the intern shortage and contribute to better and more diversified 
intern training programs in the smaller hospitals; and 

Whereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its annual session in 1956 approved a 
resolution of one of its component societies that a voluntary or 
arbitrary reduction of the quota of interns in every approved 
hospital in the country be sought; therefore be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association again approve the principle of a voluntary reduc¬ 
tion in the self-assigned quota of interns as printed in the 1956 
handbook of the National Intern Matching Program, Inc.; and 
be it further 
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Resolved, That this House of Delegates urge every approved 
hospital to reduce voluntarily its self-assigned quota of interns 
hy 25%. 

REPORT OF REFERENCE COMMITTEE ON 

MEDICAL EDUCATION AND HpSPITALS 

Dr. William A. Hyland, Chairman, Michigan, pre¬ 
sented the following report, which was adopted: 

Resolution No. 7 on Intern Shortage: This House 
has gone on record on numerous occasions emphasiz¬ 
ing that internship is an educational experience and 
any service rendered is secondary to the primary 
educational function of a hospital. Further, as long 
as all candidates secure intern positions that offer 
sound educational experience, one should not use the 
term “intern shortage.” On the contrary, there is ac¬ 
tually an excess of internships. In view of the fact 
that there is such a marked excess of intern positions 
over the available candidates for these positions, your 
reference committee would like to present the follow¬ 
ing amended resolution which actually represents a 
direct quotation from part of the original resolution: 

Whereas, The Council on Medical Education and Hospitals 
(J.A. if. A. 150:316 [Sept. 25] 1954) has stated that “A care¬ 
ful self-appraisal by hospitals of their individual needs could re¬ 
sult in a sharp decline in the number of internships”; therefore 
be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association again approve the principle of a voluntary reduc¬ 
tion in the self-assigned quota of interns as printed in the 1956 
handbook of the National Intern Matching Program, Inc. 

No. 8. Resolutions on Pre-Retirement Financing of 
Health Insurance for Retired Persons 

Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolutions, which were re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Whereas, At the present time many older persons are finding 
it more difficult to obtain adequate financial resources for medical 
care; and 

Whereas, Health insurance coverage both nonprofit and com¬ 
mercial does not usually continue after retirement after employ¬ 
ment; and 

Whereas, The Commission on Geriatrics of the Medical So¬ 
ciety of the State of Pennsylvania has had the problem under 
study for several years and has produced a plan entitled Pre- 
Retirement Financing of Health Insurance for Retired Persons; 
and 

Whereas, This Plan (Appendix A) advocates administration 
by the Department of Health, Education and Welfare, Bureau 
of Old-Age and Survivors Insurance, which would be a further 
extension of government into the field of medical care; and 

Whereas, The objectives of the plan are of great importance 
to the health needs of the nation; and 

Whereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its 1956 annual session approved 
submission of the plan for study and' action by the American 
Medical Association; therefore be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association present this plan to the appropriate council of the 
American Medical Association for a full study based upon 
actuarial and other methods; and be it further . 

Resolved, That the council recommend possible methods of 
implementing this plan at the national level on a voluntary basis, 
utilizing existing nonprofit or commercial insurance companies; 
and be it furthei 

Resolved, That a full report of the council’s study and recom¬ 
mended methods of implementation be presented within one year 
to the House of Delegates of the American Medical Association. 


Appendix A 

Pre-Retirement Financing of Health Insurance 
for Retired Persons 

Prepared as a report for the Commission on Geriatrics of 
The Medical Society of the State of Pennsylvania by Dr, Joseph 
T. Freeman. 

There is an increasing awareness of social as well as individual 
limitations in the medical management of the older patient. 
Despite normal boundaries to their responsibilities as health 
officers, physicians have been reproached for reasons that go 
beyond their inherent role. Following the accepted channels of 
symptoms and signs to diagnosis and treatment, they have stum¬ 
bled into a strange and difficult realm of conflicting social prob¬ 
lems and interests. This is a strange melee composed of the total 
as well as proportional increases in the numbers of the elderly, 
associated increases in the figures for long-term illness, particular 
features of the costs of medical care in the senescent that are 
linked with an accelerating progress in therapy, and general 
modifications in the environment as well as the nature of dis¬ 
eases. The aloofness of the old clinician wrapped in his classical 
cloak is not in the current mode. While working in a confining 
routine of petty to gross pathologic states, the physician has had 
few opportunities, and little of the training, necessary to permit 
him to evaluate all of the new forces and circumstances in health. 
In the field of geriatrics and collateral interests, there is an in¬ 
creased likelihood that the total pattern of the patient’s life will 
he seen. This is salutary because the expanding span of individ¬ 
ual existence has been changed only in a secondary way by 
medical intervention. Primary changes have been effected by 
advances in bacteriology, immunology, public health and sani¬ 
tation, food supervision, water control, urban cleanliness, and 
infant care. Historically major health progress predated medical 
specificity, but the elaboration of the latter has become a force 
capable of influencing every individual’s existence. Increasingly 
effective medical measures are now being distributed more wide¬ 
ly, and are having an impact that is forcing an inquiry into the 
total aspect of medical care. 

The general distribution of common hygiene has become a 
right rather than a privilege. The use of specific measures in 
specific conditions with a predictably satisfactory result magni¬ 
fies the physicians’ capabilities and his associated responsibilities. 
The result is to raise the horizons of health problems in an indi¬ 
vidual, to level out the formerly acceptable extreme fluctuations 
in well-being, with a natural progression to longer living that is 
merged with the singular features of that stage of life. The period 
of certitude in medicine is not very old; it is much too short to 
have influenced anything as complex as a pathologic trend. In 
the last century there has been time only to safeguard man’s 
potential life span from premature terminating agencies and 
insufficient time to change his general reactions or to extend his 
chromosomal endowments very much. 

All of these difficult forces become focused in the physician 
who must contribute the products of his experiences to the crea¬ 
tion of new social and economic answers equal in validity to his 
medical status. The potentiality of effective medical care in en¬ 
virons adequate for its exposition must be balanced by methods 
of financing which will not disturb the national economic pic¬ 
ture. It would be a distortion and unfortunate precedent to cre¬ 
ate a state-paid, tax-supported medical structure for older 
persons as a welfare package in a competitive economy. Even 
the consideration of a transitional empirical plan to a time when 
volitional arrangements could be developed is difficult because 
of the eventual disruptions associated with rescinding such 
“ideal” arrangements. 

There can be many practical methods of financing the medical 
care of older people. Such a person generally has made full actu¬ 
arial payments into Old-Age and Survivors Insurance, has an 
average of over forty years of work behind him, has not been 
able to amass more' than a modest amount of income-producing 
capital assets, has medical needs that rise with the years as his 
income falls, desires to be as independent as possible through 
his life span, and must be able to be realistic about his personal 
and family health situations without destroying all that he has 
worked for. An alert expanding economy should be able to de¬ 
fine some method of meeting these needs utilizing traditional 
national methods. 

The aging population in the United States passed 14 million 
of those 65 years of age and over in 1956 which is almost 8.5% 
of the national scene, figures that have quadrupled in 50 years. 
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By 1950, the number of aging women surpassed the number of 
aging men in an unusual historical achievement that demon¬ 
strates certain biological characteristics brought out by the rela¬ 
tion of the control of the environment to the pace of senescence. 
The number of people attaining the 65th year in this country 
daily totals more than 1,000. More than 40% of the American 
electorate is at least 50 years old. These and subsequent statistics 
can be only approximations because of the rapidity with which 
they change. 

Of the 14 million older people, about 4 million are employed, 
6 million are receiving Old-Age and Survivors Insurance, a little 
more than 2 million are receiving Old Age Assistance, 1 million 
have adequate private sources of income, and about twice that 
many have no income. Discrepancies are due to the approxima¬ 
tions and to overlapping; for example, some of those with income 
received OASI distributions. In the 65-69 year age group, 60% 
arc employed. In the next 5 year segment, 40% are employed, 
and tin's drops to 20% in those over 75 years of age. As to em¬ 
ployment and the reception of social security payments, only 5% 
of the eligible retire of their own volition. About 40% more retire 
as the result of ill health. Of those currently receiving this type 
of insurance, 3 out of 4 are over 65, and 2 out of 3 have an 
obvious degree of physical limitation. In this insured segment, 
chronic disease is at least three times as common as in younger 
fractions of the population. 

An American family spends an average of 5% of its income an¬ 
nually on all forms of health care and protection. The total health 
bill amounts to an annual charge of 10 billion dollars, of which 
4 billion is paid to physicians, 2 billion goes to hospitals, 1.6 
billion is paid to dentists, and the remainder covers drugs, health 
insurance, appliances, and incidentals. An average family has a 
yearly medical bill of $207 whereas among aged persons living 
as couples without other family medical responsibilities, the an¬ 
nual cost is about $160. The difference is not necessarily com¬ 
pounded of needs, but is based on a variety of complex condi¬ 
tions. There are 12 hospital admissions per 100 persons per 
annum in this country. An average general admission consists of 
about 10 days which is a total of 1 % hospital days per persons 
in all age groups each year. Generally the average hospital stay 
for the older patient is not much different from that of the 
younger ill. Figures for pulmonary tuberculosis and mental 
health in the young more than balance total custodial care, men¬ 
tal disease, terminal cancer care, and other long-term conditions 
in the old. 

It has been stated that average expenditures for medical care 
do not appear to be related to age, but there is a tendency for 
increases through the years to be associated with increasing age. 
This is demonstrated in the following statistics from the Social 
Security Board. 
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In families headed by males over age 65, coverage with per¬ 
sonal health insurance drops from 70% to 50%, and after age 75, 
down to 35%. In families headed by females in the same age 
groups, the figures are respectively, 69% to 32%, and then down 
to 27%. These figures are related to the time when Old-Age and 
Survivors Insurance income starts. Among those receiving Old 
Age Assistance, as a form of welfare relief, only about I in 10 
has some form of voluntary health coverage. Survival time for 
those on retirement at age 65 has risen from 3 to 6 years, and 
general life expectancy has risen to almost 14 years, with women 
outliving men by almost 5 years on the average. In those older 
couples who have an annual income of at least $1,800, 94% were 
able to pay their own medical expenses, although this type of 
observation is deceptive and ranges all the way from self-neglect, 
fear of medical costs, to relative good health. Where total medi¬ 
cal need and responsibility were met, the utilization of capital 
assets made such independence possible. 

Nonprofit personal hospital insurance plans such as Blue Cross 
must be regarded as still being in a pioneer phase, despite al¬ 
most a quarter of a century’s existence and a membership of 
over 50 million. More than half that number have medical pay¬ 
ment coverage under the Blue Shield. A fixed nation-wide policy 
has not been possible for such organizations because they are 
regionally adapted autonomic plans. Generally it has been neces¬ 
sary for these organizations in the creation of sound reserve poli¬ 
cies to avoid the older age person, particularly those not group- 


affiliated. Of all nongroup Blue Cross contracts that are available 
70% are restricted relative to non-group enrollment after the age 
of 65. Typical Blue Cross-Blue Shield rates for the older couple 
ranges from $70 to $200 per annum, depending on the type of 
contract and the locality. This particular type of medical eco¬ 
nomic agency is very aware and concerned about its responsibili¬ 
ties to the older individual who, in his younger years, has been 
permitted to be a member and to contribute to the effective 
structure. In some fortunate instances, the individual is per¬ 
mitted to continue membership, despite his age, having assumed 
a contract before the excluding age level. It is recognized freely 
that “old age protection . . . will ... be inadequate as long as 
there are no insurance provisions to meet their special needs 
which arise out of illness and the costs of health services.” There 
are two general factors today in such voluntary health insurance, 
namely, (1) that the aging have a steadily lessening opportunity 
to get such coverage, and (2) there is a tendency to an inade¬ 
quate means of maintaining this type of protection if they have 
had it under a previous higher income level. Under average 
circumstances, “expenses for medical care can be expected to 
represent a major living cost of old age.” 

Under the plan of OASI, an individual is taxed 2% of his in¬ 
come up to $4200 which is matched by an equal tax on the 
employer on this amount. Practically the entire working popu¬ 
lation of the United States is covered by this insurance plan 
which has gone through the most difficult phase of its existence 
without fiscal hazard. Among the recipients of OAA, average aid 
is $50 monthly with a national range of $27-$79. Four-fifths of 
the first $25 and half of the balance is allocated by the federal 
government. With the growth of the former insurance plan, there 
has been a definite reduction in the need for the latter aid plan. 
This has been the conversion from a general tax-supported 
method to a specific premium payment plan with a national 
saving in the general budget, aside from the human values and 
privileges involved. In time this method might be able to erase 
the statement that “old age beneficiaries relied heavily on their 
assets to meet large medical bills”, which is of great importance 
for those unable to earn new asset increments due to age, illness, 
or employment barriers. 

The Chamber of Commerce summarized health services under 
nine headings: 

1. Private insurance 

2. Hospital and medical services 

3. Blue Cross and Blue Shield 

4. Employee plans 

5. Employer health plans 

6 . Labor organization plans 

7. Cooperative health organizations 

8 . Government health services 

9. Public health services 

Health arrangements for the medical needs of the older patient 
are part of a nonintegrated development, which includes: 

1. Free medical clinics 

2. Tax-supported hospitals at all levels from national to 
local 

3. Tax-supported beds in private hospitals 

4. Public assistance 

5. Municipal “poor” plans 

6 . Private endowment of special medical services 

7. Public health services 

8 . Cooperative health and welfare services 

9. Auxiliary health care in custodial homes 

Several urgencies are brought out by this partial summary. 
For one thing there must be some way to facilitate and finance 
the medical costs of older retired persons of limited income and 
assets. Second, there is the debate about changes in OASI rates, 
automatic increases of which are provided for in the law. Finally 
there is the contradiction in a society which has contributed to 
individual lengthening survival without establishing an accept¬ 
able means of meeting the associated medical costs. Children 
who were bom to the benefits of modern medicine at the start of 
their lives are living to ages in which other benefits are necessary 
on the long descending curve of their survival. A blanket expan¬ 
sion of OASI charges will not solve the problem of meeting medi¬ 
cal costs adequately. Nonallocated additions to monthly disburse¬ 
ments would be only a thin margin added to meet all of the costs 
of older age living. A method of increasing annual OASI income 
as a special increment for the medical needs of the individual 
or family budget can be effected. This plan would entail an 
increase in OASI rates, the additional amount to be assigned 
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specifically to those medical costs occurring after the age of 
distribution is attained. This could be done on a voluntary 
medical insurance basis, as a special category of personal health 
protection within the structure of the OASI plan. The arrange¬ 
ment would have to be voluntary, fortified by education of the 
recipient in the knowledge that this fund would be applied to 
his particular health costs with his new economic status under 
the insurance plan. There is ample precedent for voluntary pay¬ 
roll deductions. 

The Commission on Geriatrics of the Medical Society of the 
State of Pennsylvania has had under study a method of medical 
payments for all post-employment health needs prepaid in the 
working years, on a voluntary basis, utilizing the administrative 
structure of the Old-Age and Survivors Insurance plan. This is 
only one of many similar types of studies but has the added 
feature of being an effort by physicians themselves to meet the 
problems to which they are exposed daily at the patient-urgency 
level. Grafting a voluntary personal health insurance plan on 
to the established civil service structure of OASI would be an 
enormous job, yet has the advantage of using a going concern, 
staffed, experienced, and established under which administrative 
costs would be minimal and the machinery adapted readily 
since, in a sense, it is already deeply involved in similar prob¬ 
lems which have been met at a high level of government integ¬ 
rity. Many questions come to mind. 

Can OASI be trusted to keep free of state medicine on one 
hand, and political expediency on the other? In tile years since 
the creation of this method of social protection, there has been 
no hint that this federal agency has interfered in any part of the 
tion’s economic structure except beneficially, nor has it ever been 
attacked as a pressure group of any type. 

It can be held that there is not time enough for those ap¬ 
proaching retirement age to accumulate any type of paid-in 
surplus to permit of a realistic capital base between the time of 
retirement and the beginning of insurance benefits. This type of 
objection can be used to stop the creation of any new plan, and 
its use in argument will merely defer this or a similar method 
until that time when there will be more persons requiring more 
expensive outlays to be made to get a plan underway. An initial 
federal allocation in a special fund based on the number of older 
age recipients of OASI, possibly tied to a form of accelerated 
payments by them probably is the only method for starting full 
grown at birth, as it were. Distasteful as this may be, in the long 
run it is a small cost actually in terms of hidden federal tax 
savings, although it cannot be denied that it must begin as a 
deficit fund. Twenty to 40 years are not very long in the economy 
of a nation. In that time, this type of plan probably could be 
made to be self-maintaining and able to repay the initial outlay 
into tire national treasury from accumulating reserves. Concealed 
medical costs with which a government is always faced on a 
short term basis would be eliminated. These are no less costly, 
like hidden taxes, for being a budgetary subterfuge. 

There are the problems of differential medical rates in differ¬ 
ent areas of the country as well as fluctuating hospital charges, 
the adaptation of actuarial and expenditure levels, and others. 
Medical charges have a tendency to adapt themselves to patient 
income. Where the disparities are too great, there is a break¬ 
down in quantity and quality of service which creates pressure 
for a drastic change in the entire system of medicine. General 
forces are tending to uniformity in wages more than ever before 
in the national history. This “regional” type of objection could 
be raised against OASI payments. Since these are uniform to the 
individual rather than to the area, medical charges would be the 
same, linked to the ability to pay in a free system. 

Would this plan encourage state medicine? To the contrary, it 
would be the most effective protection against it because it is 
volitional, it permits a worker to save funds in his best years for 
his own medical costs later, requires no subsidy aside from the 
initial fund, requires no cadre of physicians in any special form 
or body, and fortifies financially every phase of American 
medicine. 

What effect would this plan have on the Blue Cross-Blue 
Shield organization? It would give them a large number of 
older insured individuals with payments made from a central 
OASI pool. It would terminate the special difficulties which have 
to be met ultimately because older persons will not always tol¬ 
erate exclusion from plans which have attained financial sub¬ 
stantiality on the basis of payments made when these same 
persons were age-acceptable. Probably the special medical fund 
would be able to guarantee these organizations against special 


losses potentially associated with such extensions of their in¬ 
surance coverage. No plan of itself increases or decreases the 
number of illnesses in older persons. The morbidity figures are 
always there. A working population which is conditioned to the 
protections of strong unions, OASI, fringe benefits, paid sick 
leave, workmen’s compensation, and other personal defenses is 
not going to forget these with the turn of a birthday at 65. If 
Blue Cross and Blue Shield fail them, there is the hazard that 
there will be enough in numbers to force the creation of meth¬ 
ods which, by backwash, might eliminate (wholly the need for) 
these important private nonprofit agencies. 

The method of financing this plan is based on an increase in 
OASI charges paid equally by employer and employee, the 
additional amount being earmarked for health costs from the 
age of assumption of OASI payments to decease. 

Under OASI in 1956 the maximum payment annually is 
$168, derived from a 2% tax of both employer and employee on 
annual income up to a gross of $4,200. A working career, barring 
interruptions, is over 40 years, and an average fully employed 
worker who has been covered for his entire life’s career of em¬ 
ployment by the age of 65 will have to his maximum credit in 
this insurance plan approximately $7,000. There are exceptions 
to this figure based on failure to earn the gross amounts re¬ 
quiring maximum payments, loss of continuity of employment 
due to illness, economic adjustments, or for other reasons. The 
paid-in amount will have a natural increase since it is an in¬ 
come-producing investment held by the national government. 
This increase might amount to as much as $6,000 at current 
rates. As a cmde estimate, an employee retiring at age 65, all 
things being considered, will have about $13,000 of capital 
assets invested in his security insurance. From this fund, the 
aging retired worker will receive a little over $100 per month 
with new earnings limited as of 1956 to $1200 per annum, and 
not more than $100 in any one calendar month. Seven years 
later, at age 72, when he will have lived about 1 year longer 
than average survival time after retirement, the monthly pay¬ 
ments are maximum regardless of the amount of additional 
monthly or annual earned income. 

On the basis of health costs of less than $200 per annum 
under common circumstances, a voluntary health insurance pre¬ 
paying plan must plan for at least that amount for a period of 
possibly ten years as the mean between the 6 years of expected 
survival after retirement and the 14 years of potential life span 
at age 65. The basis is that the employee may elect to participate 
in a pre-paid pre-retirement, postemployment voluntary health 
financing arrangement. This can be done by increasing both 
the employer’s and the employee’s OASI payment from 2 % to 
2\i%. (Regardless of the graded increases in social security 
charges planned up to 1970, this health fraction need never 
exceed J» of 1 %.) The maximum annual saving rises from $168 
(2%+2% on $4,200) to $210 (2'i%+2'A% on $4,200). In 40 years 
of working tin's would have an accural of $1,600, which as an 
income-producing investment with the government might in¬ 
crease by $1,200 to a total of approximately $2,800 held solely 
for health payments. This figure is close to the estimate of needs 
in terms of current costs. There is no more hazard in such 
projections than in the establishment of an individual’s private 
insurance plans early in maturity. 

The American Medical Association has held relative to physi¬ 
cians that “there is and will be no objection to legislation per¬ 
mitting voluntary inclusion [in OASI]”. In the same vein, a 
worker who is covered by OASI as the accepted federal law 
could have the privilege of designating whether he wishes to 
have a special allocation from his income made for medical costs 
in his retirement years. It would seem that the widespread use 
of this type of arrangement could remove the threat of com¬ 
pulsory health insurance which has features that could alter not 
only the entire plan of American medicine but also the total 
scope of this nation’s economy detrimentally. 

At retirement, in the normal course of OASI payments, the 
special fraction would do the following: 

1. Assume the annual payments for the continuation of Blue 
Cross-Blue Sliield or other accredited nonprofit health plans; 

2. Pay private physician’s fees possibly in accordance with 
regional agreements; 

3. Supplement hospital charges for unusual health situations 
in amounts to be determined; 

4. Allocate, at periodic internals, a certain amount for general 
personal health surveys of the individual by his private physician 
a diagnostic clinic, or a paid hospital out-patient sendee- ’ 
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5. In case of failure to survive to age 65 or to that time when 
all paid-in amounts will have been utilized, the estate of the 
individual would benefit in the amount of the paid-in sums but 
not for the accumulated interest which shall revert to the central 
fund; 

6 . The retired worker shall have free choice not only of being 
a participant but of selecting his physician, diagnostic center, 
hospital, and all agencies involved in his health welfare; and 

7. The plan would use the OASI as a collection agency but 
would be administered by a special autonomic administrative 
board executively designated and approved by the Congress. 
This board would consist of representatives of medicine, gov¬ 
ernment, Blue Cross, Blue Shield, and others who are normally 
involved in national health problems of the individual. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, presented 
the following report, which was adopted: 

Resolution No. 8 on Pre-Retirement Financing of 
Health Insurance for Retired Persons: Your reference 
committee believes this type of plan merits further 
study and recommends that it be referred to the 
Board of Trustees for assignment to the appropriate 
council or committee. 

No. 9. Resolution on Proposed Revision of Principles 
of Medical Ethics 

Dr. William F. Costello, for the Medical Society of 
i New Jersey, introduced the following resolution, which 
■/ was referred to the Reference Committee on Amend¬ 
ments to the Constitution and Bylaws: 

Whereas, The present Principles of Medical Ethics of the 
American Medical Association are definite and binding, and the 
proposed principles are indefinite, not binding, and therefore 
ineffectual; and 

Whereas, It is of the nature of ethical principles that they 
necessarily embody fundamental moral considerations that must 
be deferred to and observed by all for the preservation of sound 
social order; and 

Whereas, If each individual physician is to judge for himself 
concerning the adequacy or inadequacy with which he lives up 
to these ethical principles, there is no possibility or use in 
organized medicine for judicial bodies of any kind; and 

Whereas, Ethical principles must be universally binding or 
they are impotent, and they must have, as in the natural order 
they do have, the impact and the effect of law, the natural 
moral law; therefore be it 

Resolved, That, having carefully studied the proposed revision 
of the Principles and found them unsatisfactory, incomplete, 
and in disregard of fundamental moral responsibilities and in¬ 
herent personal rights and privileges of the physicians, the 
Medical Society of New Jersey urges that said proposed revision 
in its present form be rejected. 

No. 10. Resolutions on Revision of Principles of 
Medical Ethics 

Dr. Kenneth C. Sawyer, for the Colorado delega¬ 
tion, introduced the following resolutions, which also 
were referred to the Reference Committee on Amend¬ 
ments to the Constitution and Bylaws: 

Whereas, The proposed revision of the Principles of Medical 
Ethics of the American Medical Association as submitted by 
report of the Council on Constitution and Bylaws at the June, 
1956, session of the House of Delegates presents such Principles 
in so radically condensed form that there is no clear statement 
of many basic principles, especially tire following: (a) The 
principle of free choice of physician; (b) the principle opposing 
the practice of medicine by corporations and other lay bodies 
by whatever name called; (c) the principle prohibiting improper 
division of fees; (d) the principle commanding gratuitous physi¬ 
cians’ sendees to the poor and opposing excessive fees for all 
services- (e) the principle requiring climes and groups of physi¬ 
cians to obsen-e the same ethical code of conduct imposed upon 


individual physicians; (/) the group of principles delineating 
relationships between physicians and the media of public in¬ 
formation; and (g) the principle holding that tire unwisdom of 
physicians treating themselves or their immediate families should 
normally command gratuitous services of physicians to one an¬ 
other; and 

Whereas, It is generally conceded and was so reported by 
the Council on Constitution and Bylaws at the December, 1955, 
session of the House of Delegates that the existing Principles of 
Medical Ethics do need some revision, primarily to rearrange 
and recodify them by separating those sections that are clearly 
statements of ethical principles from those sections which relate 
to medical manners and etiquette; and 

Whereas, The carefully prepared revision of the Principles 
of Medical Ethics so proposed in December, 1955, has been 
inadequately publicized and explained to the membership of 
the American Medical Association; now therefore be it 

Resolved, That the revision of the Principles of Medical 
Ethics as proposed by the Council on Constitution and Bylaws 
in June, 1956, is hereby disapproved; and be it further 

Resolved, That the Council on Constitution and Bylaws is 
hereby directed to prepare a new proposal for revision of the 
Principles of Medical Ethics, retaining specifically and in clear 
language the principles above enumerated and based upon the 
plan of revision proposed by the said Council at the December, 
1955, session of the House of Delegates; and be it further 

Resolved, That such proposal for revision be prepared with 
all possible dispatch and be communicated in full detail and 
with appropriate explanation to all members of the American 
Medical Association with the request of the House of Delegates 
that it be given careful consideration by constituent associations 
and component societies in advance of its final consideration by 
this House of Delegates. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regarding 
Resolutions No. 9 and 10 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 

No. 11. Resolution on Essay Contest Sponsored 
by Association of American Physicians and Surgeons 

Dr. Kenneth C. Sawyer, for the Colorado delega¬ 
tion, presented the following resolution, which was 
referred to the Reference Committee on Miscellaneous 
Business: 

Whereas, For the 11th year the Association of American 
Physicians and Surgeons is sponsoring an essay contest for high 
school students in the interest of American medicine, offering 
as alternate titles “The Advantages of Private Medical Care,” 
or “The Advantages of the American Free Enterprise System; 
and 

Whereas, For several years the American Medical Association 
has cooperated in these contests by furnishing thousands of 
reprints of source material to contestants for a package library 
service; and 

Whereas, Many state medical associations and county medi¬ 
cal societies or their auxiliaries are directly sponsoring this 
contest in their respective areas; and 

Whereas, This contest offers organized medicine an oppor¬ 
tunity to participate in educating not only the contestants but 
their families and friends and the general public in the value 
of die American free enterprise system; therefore be it. 

Resolved, That the American Medical Association does hereby 
commend the establishment of such essay contests. 

REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Resolution No. 11 on Essay Contest Sponsored by 
Association of American Physicians and Surgeons: 
Your committee believes that it would be unwise for 
the American Medical Association to adopt a policy 
of commending any essay contest sponsored by another 
organization. It is felt that any commendation should 
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come from the local medical organizations, such as 
county and state medical associations. Your reference 
committee moves disapproval of this resolution. 

No. 12. Resolutions on Veterans Affairs 

Dr. Alvia G. Young, Washington, introduced the 
following resolutions, which were referred to the Ref¬ 
erence Committee on Insurance and Medical Service: 

Whereas, In many Veterans Administration hospitals the 
full-time medical staff employees are rendering hills to patients 
treated in the veterans hospitals who are covered by Workmen’s 
Compensation Insurance or by private medical insurance; and 
Whereas, These same hospitals are rendering bills for the 
cost of care for these same patients covered by industrial- 
compensation or private insurance; and 

Whereas, It was never intended that veterans covered by 
this type of insurance or compensation that pays their hills 
should be covered under V. A. Reg. 6047-D 1; therefore be it 
Resolved, That the American Medical Association considers 
these procedures unlawful and in direct violation of V. A. Reg. 
6047-D 1 and hereby requests its officers to take such action 
as feasible to bring about the discontinuance of these practices; 
and be it further 

Resolved, That in order to implement this resolution the 
American Medical Association Secretary be instructed to obtain 
from each state testimony or record of each known case that 
violates V. A. 6047-D 1. 

REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 
Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Resolution No. 12 on Veterans Affairs and Resolu¬ 
tion No. 23 on Veterans Administration Hospitals: 
Your committee recommends the adoption of these two 
resolutions. 

No. 13 

Resolution No. 13 was withdrawn without introduc¬ 
tion on request of its author, Dr. Alvia G. Young, 
Washington. 

No. 14. Resolution on Medical Ethics 
Dr. Alvia G. Young, Washington, introduced the 
following resolution, which was referred to the Refer¬ 
ence Committee on Amendments to the Constitution 
and Bylaws: 

Whereas, The present Principles of Medical Ethics of the 
American Medical Association include the following provision 
in Chapter VII, Section 5: “A physician should not dispose of 
his professional attainments or services to any hospital, lay body, 
organization, group or individual, by whatever name called, or 
however organized, under terms or conditions which permit 
exploitation of the services of the physician for the financial 
profit of the agency concerned. Such a procedure is beneath 
the dignity of professional practice and is harmful alike to the 
profession of medicine and the welfare of the people;” and 
Whereas, The problems sought to be covered by this principle 
have been the subject of extreme concern, both to the American 
public and to the American Medical Association; and 

Whereas, Because of the many problems presented, the in¬ 
terpretation of this principle has been a subject of much con¬ 
troversy between physicians and lay organizations of various 
kinds; and 

Whereas, As a result of such controversy, the Guides for 
the Conduct of Physicians in Relationship with Institutions were 
adopted by the House of Delegates of the American Medical 
Association after years of study by the so-called Hess Committee; 
and 

Whereas, The report of the Council on Constitution and 
Bylaws presented before the House of Delegates of the American 
Medical Association in June, 1956, omits the above stated ethical 
principle and leaves the medical profession and the public again 
to the interpretation of broad generalities which do not clearly 
resolve the controversies here presented; and 


Whereas, It is to the best interests of the public and to the 
members of the American Medical Association that the progress 
made in the last several years not be lost and that the medical 
profession be not again subjected to debate, public criticism, 
litigation, and disputations concerning the problems here in¬ 
volved; therefore be it 

Resolved, By the House of Delegates of the American Medical 
Association that any Principles of Medical Ethics of the Ameri¬ 
can Medical Association should include at least the langmv e 
contained in Chapter VII, Section 5, of the Principles of Medical 
Ethics of the American Medical Association, quoted in the 
preamble of this resolution. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws concern¬ 
ing Resolution No. 14 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 

No. 15. Resolution on Commendation of Medical 
Assistants Organizations 

Dr. George F. Gsell, Kansas, introduced the follow¬ 
ing resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 

Whereas, A national organization, the American Association 
of Medical Assistants, recently has been formed; and 

Whereas, Fourteen state medical assistant associations were 
represented at this organizational meeting; and 

Whereas, The objectives of this organization are to inspire 
members to render honest, loyal, more efficient service to the 
profession and the public, to strive to cooperate with the pro¬ 
fession in improving public relations, to render educational 
services for the self-improvement of its members, to stimulate 
a feeling of fellowship and cooperation among the societies, and 
to encourage and assist in forming local and state assistants 
societies; and 

Whereas, Many county and state medical societies have en¬ 
dorsed or sponsored medical assistants organizations, and many 
physicians served as advisors to local and state associations; and 

Whereas, A physicians advisory committee to the American 
Association of Medical Assistants is provided for in its constitu¬ 
tion and bylaws; therefore be it 

Resolved, That the American Medical Association commends 
the objectives of the American Association of Medical Assistants 
and its sincere desire to work closely with the medical profession 
in improving medical service and medical public relations. 

REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which-was adopted: 

Resolution No. 15 on Commendation of Medical As¬ 
sistants Organizations: This organization is composed 
primarily of full-time employees, particularly recep¬ 
tionists, assistants, and nurses, who are under the direct 
supervision of a physician. It has been stated that there 
is incorporated in the constitution and bylaws of this 
organization that it is not organized for bargaining 
purposes under any guise. These associations presently 
are receiving considerable help from the American 
Medical Association, particularly from the Public Re¬ 
lations Department. Your committee recommends the 
adoption of this resolution. 

No. 16. Resolutions on Medical Care Insurance Plans 

Dr. Lester D. Bibler, Section on General Practice, 
introduced the following resolutions, which were re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Whereas, Medical insurance plans (Blue Shield) in the past 
10 years have performed a momentous task of providing pro¬ 
tection against medical costs to more than one-fourth of the 
people of our nation; and 



274 


PROCEEDINGS OF THE SEATTLE CLINICAL MEETING 


J.A.M.A., January 26, 1957 


Whereas, Acceptance by the public and the physicians indi¬ 
cates that the provision of medical care for all is possible through 
voluntary efforts rather than compulsory; and 
Whereas, The plan has understandably had to gain experi¬ 
ence before benefits could be expanded; and 
Whereas, The original intent might have been to provide 
the public with protection against the unexpected and costly 
surgical emergencies; and 

Whereas, The public is now demanding protection against 
prolonged medical care in hospitals and there exists discrepan¬ 
cies between present benefits for surgical and medical care; 
therefore be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association approve of all efforts’of the various Blue Shield 
plans to extend benefits to the fullest extent commensurate with 
actuarial soundness, approaching as closely as possible actual 
costs of professional medical care in hospitals; and be it further 
Resolved, That this information be transmitted to each Blue 
Shield plan. 

REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 

Dr. George A. Ear), Chairman, Minnesota, submitted 
the following report, which was adopted; 

Resolution No. 16 on Medical Care Insurance Plans: 
Your reference committee recommends the adoption of 
this resolution. 

No. 17. Resolution on Revision of Medical Ethics 

Dr. Donovan F. Ward, Iowa, introduced the follow¬ 
ing resolution, which was referred to the Reference 
Committee on Amendments to the Constitution and 
Bylaws: 

Whereas, The North Central Medical Conference, which in¬ 
cludes representatives in its membership from the states of 
Minnesota, Wisconsin, Nebraska, North and South Dakota, and 
Iowa, in session in St. Paul, Minn., Sunday, Nov. 11, 1956, gave 
thoughtful consideration to the proposed simplification of the 
Principles of Medical Ethics; and 
Whereas, Following careful study of this proposed revision 
of the Principles of Medical Ethics, the conference approved the 
following resolution: 

"Whereas, The members of the North Central Medical Con¬ 
ference endorse the basic principle of simplification for the 
Principles of Medical Ethics and heartily commend the efforts 
of the Council on Constitution and Bylaws and the Judicial 
Council of the American Medical Association for their untiring 
efforts to this end; and 

“Whereas, Most of the members of the Association are not 
familiar with the interpretations and decisions made by the 
Judicial Council in the past with respect to the Principles of 
Medical Ethics; and 

“Whereas, The codification of these interpretations and de¬ 
cisions has not yet been completed; therefore be it 

" Resolved, That final action on simplification and revision be 
further postponed until the codification now under way has been 
completed and made available to the members of the American 
Medical Association;” and 

Whereas, The executive council of the Iowa State Medical 
Society in session Nov. 15, 1956, approved the intent of this 
resolution; and 

Whereas, The executive council instructed the delegates of 
the Iowa State Medical Society to the American Medical Asso¬ 
ciation to introduce said resolution under sponsorship of the 
Iowa State Medical Society; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association defers approval of the revised Principles of 
Medical Ethics until further study has been made and reported 
at the annual session. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regard¬ 
ing Resolution No. 17 will be found following the sup¬ 
plementary report of the Council on Constitution and 
Bylaws. 


No. 18. Resolution on Interim Session 

Dr. B. E. Montgomery, for the Illinois delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Amendments to 
the Constitution and Bylaws: 

Whereas, The American Medical Association interim session, 
as a scientific meeting, has only reached 1,600 to 4,200 (average 
2,300) doctors; and 

Whereas, Few major policy changes have been made at the 
interim sessions; and 

Whereas, The general practitioner award may be given at 
the great annual session; and 

Whereas, The loss, in the form of our dues, has exceeded 
850,000 for each session; and 

Whereas, At least a week of busy doctors’ and important 
staff people’s time, effort, and money is necessary to make such 
a session possible, plus all the monies and efforts by state socie¬ 
ties and territories; and 

Whereas, It woidd be cheaper, easier, better, and less waste¬ 
ful of time and money for committee, council and staff members 
to meet in Chicago at the call of chairmen to conduct council 
and committee business between the annual sessions; and 

Whereas, Chapter IX, Section 3 of the Bylaws calls for a 
meeting of the House of Delegates—this could be called for 
Chicago on any Saturday and Sunday and would and could 
effect any major business or policy needs of the American Medi¬ 
cal Association; therefore be it 

Resolved, That Chapter IX, Section 3 be amended and the 
Seattle session, or as soon as possible, be the last interim session 
approved by the House of Delegates. 

REPORT OF REFERENCE COMMITTEE 
ON AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, pre¬ 
sented the following report, which after discussion 
was adopted: 

Interim Session: Your reference committee next con¬ 
sidered Resolution No. 18 which recommended the dis¬ 
continuance of the interim session. On the basis of 
opinion clearly expressed by those in attendance at our 
reference committee meeting, it is the recommendation 
of your committee that this resolution be disapproved. 
Your committee believes that the interim sessions 
should be continued because of the public relations 
value of these meetings to the Association and the 
educational value to physicians and the general pub¬ 
lic in the various geographical areas involved. It is the 
suggestion of the reference committee that maximum 
attention be given to these potential benefits in select¬ 
ing a city for the interim meeting. It is your commit¬ 
tee’s further recommendation that the Board of 
Trustees consider the advisability of holding an interim 
meeting of the House of Delegates in Chicago each 
November or December and an interim scientific ses¬ 
sion in November or December of each year in differ¬ 
ent parts of the United States. The reference committee 
suggests that the views of the Board of Trustees in this 
regard be reported to the House of Delegates next 
June. 

No. 19. Resolution on Principles of Medical Ethics 

Dr. James Z. Appel, Pennsylvania, introduced the 
following resolution, which was referred to the Ref¬ 
erence Committee on Amendments to the Constitution 
and Bylaws: 

Whereas, The Principles of Medical Ethics proposed for 
action by the House of Delegates of the American Medical 
Association have been under study for b t a few months; and 
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Whereas, These Principles are ostensibly to supersede a code 
of ethics in existence for many years; and 

Whereas, So important changes in so fundamental a code of 
procedure should have ample study and consideration; and 

Whereas, Changes and amplifications would seem advisable 
before an acceptable final version could be determined or ap¬ 
proved; therefore be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association not only gives full and complete study to all 
suggested changes or amplifications to the proposed Principles 
of Medical Ethics but also avoids precipitous action by post¬ 
poning the final decision upon these Principles until the June, 
1957, session of the House of Delegates. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws on Reso¬ 
lution No. 19 will be found following the supplemen¬ 
tary report of the Council on Constitution and Bylaws. 

No. 20. Resolution on Liaison Between Organized 
Medical Profession and Other Groups and 
Agencies 

Dr. Clarence I. Owen, for the Michigan delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Whereas, The protection and preservation of the rights and 
privileges which are, and ought to be, accorded professional 
people are matters of mutual concern among all the learned 
professions; and 

Whereas, Continuity of liaison between the medical profes¬ 
sion and other organized groups having a major interest in health 
can advance a progressive and coordinated pattern of health 
progress; and 

Whereas, Present relationships in both of the above categories 
can be strengthened and improved, to the advantage of all, by 
the establishment of an organized program of liaison on the 
national administrative level; and 

Whereas, Such program would cut across all segments of 
activity of the American Medical Association and thus belongs 
to no single unit or department of the American Medical Asso¬ 
ciation; therefore be it 

Resolved, That an American Medical Association Office of 
Liaison be established, reporting directly to the Secretary and 
General Manager, the duty of which will be (1) to seek out 
all possible avenues of communication and coordination of effort 
with other recognized groups, professional and lay, that have 
interests in common with the medical profession; (2) to deter¬ 
mine those methods whereby, through administrative contact, 
common professional aims and purposes can be advanced to 
mutual advantage; and (3) to aid in the development of such 
liaison on a continuing basis; subject to the approval of the 
American Medical Association Board of Trustees. 

REPORT OF REFERENCE COMMITTEE 

ON INSURANCE AND MEDICAL SERVICE 

Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Resolution No. 20 on Liaison Between Organized 
Medical Profession and Other Groups and Agencies: 
This resolution is very general and might involve the 
Association in activities beyond its professional scope. 
Your reference committee therefore refers it to the 
Board of Trustees for disposition. 

No. 21. Resolution on Need for Study of Hospital 
Design and Construction 

Dr. Willis H. Huron, for the Michigan delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Medical Educa¬ 
tion and Hospitals: 


Whereas, A recognized need exists for a comprehensive study 
of ways and means of simplifying the design, building, and 
operation of hospitals in communities of varying sizes, needs, 
and economic resources in order that adequate facilities may be 
made available and the costs of hospital care may be kept within 
reasonable bounds; and 

Whereas, Any effective study of this problem requires the 
concerted efforts, not only of the organized medical and hospital 
groups, but of the architectural profession, industrialists, finan¬ 
ciers, charitable and educational foundations, religious groups, 
appropriate governmental agencies, and others; and 

Whereas, Effectual leadership in this field is an obligation 
of the medical profession and is essential to prevent such leader¬ 
ship falling into less qualified hands and to combat the fallacious 
public belief that the constantly increasing costs of hospital care 
are solely attributable to the medical profession; now therefore 
be it 

Resolved, That this body go on record as approving such 
study and that it delegate to such appropriate body as may be 
designated by the Board of Trustees the duty of initiating the 
formation of such study group and of actively participating 
therein. 

REPORT OF REFERENCE COMMITTEE 
ON MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, sub¬ 
mitted the following report, which was adopted after 
discussion and after a motion to substitute a new 
resolution for the one contained in the report was lost: 

Resolution No. 21 on Need for Study of Hospital 
Design and Construction: In the hearing before your 
reference committee, it was learned that the American 
Hospital Association and the American Institute of 
Architects have made a request to the Public Health 
Service for a five-year grant of $1,200,000 to study hos¬ 
pital design and construction. Your committee has 
been informed that a prospectus has been prepared 
for a collaborative study of this program, if funds are 
obtained, which will set up an executive committee, 
a broad advisory group and a research staff. There are 
basic items that the research project will include: (1) a 
better definition of the function of hospitals, both for 
chronic and acute conditions, and (2) the development 
of proper design criteria for hospital facilities includ¬ 
ing various technical problems, such as light, air con¬ 
ditions, and other disciplines. This project, your 
reference committee has been informed, has been ap¬ 
proved in principle and will be considered at a 
subsequent meeting of the Public Health Service. 

Your reference committee was of the opinion that 
the intent of Resolution No. 21 has already been par¬ 
tially implemented. Your reference committee, in 
general, approves the resolution and subscribes en¬ 
tirely to its intent but, because of the information 
which has come to light, would suggest that, as a 
substitute resolution, the American Medical Associa¬ 
tion endorse the activities that have already been initi¬ 
ated and urge that it have official representation in the 
study and that it not initiate an independent study. 
Your committee understands that the American Med¬ 
ical Association participation will be welcomed. There¬ 
fore, your reference committee recommends that the 
following substitute resolutions be adopted: 

Resolved, That the American Medical Association join with 
the American Hospital Association and the American Institute 
of Architects in their proposed study of hospital design and 
construction; and further be it 

Resolved, That this resolution be referred to the Board of 
Trustees for its implementation. 
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No. 22. Resolutions on Fluoridation of Public 
Water Supplies 

Dr. Paul A. Davis, Ohio, introduced the following 
resolutions, which were referred to the Reference 
Committee on Hygiene, Public Health, and Industrial 
Health: 

Resolved, That the Speaker of the House of Delegates be 
authorized and instructed to appoint a special ad hoc committee 
to conduct a thorough study of all pertinent presently available 
information concerning the fluoridation of public water supplies; 
and be it further 

Resolved, That a report on the committee’s findings and rec¬ 
ommendations be made to the House of Delegates at its annual 
meeting in New York City in June, 1957. 

REPORT OF REFERENCE COMMITTEE 
ON HYGIENE, PUBLIC HEALTH, 

AND INDUSTRIAL HEALTH 

Dr. Paul D. Foster, Chairman, California, read the 
following report, which was adopted: 

Resolution No. 22 on Fluoridation of Public Water 
Supplies: Your committee has listened to many inter¬ 
ested parties and to much information provocative of 
consideration. Fluoridation of some community water 
supplies began approximately 10 years ago. Your com¬ 
mittee feels there is a definite need for reevaluation of 
the problem of fluoridation of public water supplies at 
this time. Your committee feels, however, that the 
mechanism for the study and evaluation already exists 
in the Council on Foods and Nutrition and the Council 
on Pharmacy and Chemistry. The committee therefore 
wishes to substitute the following “Resolved” which 
would replace the two “Resolveds” in the original 
resolution: 

Resolved, That the Board of Trustees of the American Medi¬ 
cal Association direct the Councils on Pharmacy and Chemistry 
and on Foods and Nutrition to conduct a joint study of all 
presently available information concerning the fluoridation of 
public water supplies and that a documented report of the 
findings, together with any recommendation arising from these 
findings, be presented to the House of Delegates at its meeting 
in Philadelphia in December, 1957. 

No. 23. Resolution on Veterans Administration 
Hospitals 

Dr. Malcom E. Phelps, for the Oklahoma delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Whereas, In some Veterans Administration hospitals full-time 
Veterans Administration physicians, and physicians in private 
practice, appointed by Deans’ Committees to serve on the staffs 
of V. A. hospitals are rendering care to patients who are covered 
by Workmen’s Compensation Insurance or by private medical 
care insurance; and 

Whereas, Some Veterans Administration hospitals are render¬ 
ing bills for the cost of the care of these patients covered by 
Workmen’s Compensation Insurance or by private insurance and 
thus places the Veterans Administration hospitals in direct com¬ 
petition with private hospitals and medical personnel; and 

Whereas, It is manifestly evident that patients who have 
nonservice-connected disabilities and carry Workmen s Com¬ 
pensation Insurance or adequate sickness and accident insurance 
are able to pay their own expenses through such coverage; and 

Whereas, This practice of Veterans Administration hospitals 
in admitting patients who have adequate insurance coverage is 
not only a plain violation of the Veterans Act but can be con¬ 
sidered a definite violation of the ethical principles governing 
the practice of mcMci.ie: now therefore be it 


Resolved, That the American Medical Association consider 
these actions on the part of some Veterans Administration hos¬ 
pitals, apparently approved by the Veterans Administration in 
Washington, to be in direct violation of V. A. Reg. 6047-D1 and 
hereby request the proper Council or Committee of the American 
Medical Association to take such action as deemed necessary 
to bring about a discontinuance of these practices by Veterans 
Administration hospitals. 

Note: The report of the Reference Committee on 
Insurance and Medical Service regarding Resolution 
No. 23 will be found following Resolution No. 12. 

No. 24. Resolution on Secretaries’ Traveling Expenses 

Dr. William A. Hyland, Michigan, introduced the 
following resolution, which was referred to the Refer¬ 
ence Committee on Reports of Board of Trustees and 
Secretary: 

Whereas, The office of secretary of a section of the Scientific 
Assembly of the American Medical Association involves con¬ 
siderable work and responsibility; and 

Whereas, Its duties also involve attendance at the annual 
meetings of the Association each year for a period of one to 
three years; and 

Whereas, The present practice of a flat honorarium to the 
secretaries may compensate them more than adequately for their 
expenses if the meeting is in or near their home town but is far 
from adequate to compensate them if they are required to travel 
far to the meetings; and 

Whereas, It is undesirable that the office should carry with 
it any financial inducement and still less any onerous financial 
liability; now therefore be it 

Resolved, That the Board of Trustees be requested to study 
the question of reimbursement of secretaries of sections of the 
American Medical Association for the cost of their transportation 
to and from meetings of the American Medical Association 
which they are required to attend. 

REPORT OF REFERENCE COMMITTEE 
ON REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 

Dr. Charles G. Hayden, Chairman, Massachusetts, 
submitted the following report, which was adopted: 

Resolution No. 24: The final matter to come before 
your committee was consideration of Resolution No. 

24 on Secretaries’ Traveling Expenses. Your committee 
is in sympathy with this resolution and recommends 
that it be referred to the Board of Trustees for what¬ 
ever action may be deemed by it to be appropriate. 

No. 25. Resolution on Administration 
of Public Law 880 

Dr. Wendell C. Stover, for the Indiana delegation, 
introduced the following resolution, which was re¬ 
ferred to the Reference Committee on Legislation and 
Public Relations: 

Whereas, The Congress of ihe United States has passed 
Public Law 880, 84th Congress, which calls for the provision 
of cash benefits for total and permanently disabled persons; and 

Whereas, The law requires that these people must be ex¬ 
amined by physicians who are required to certify the impairment; 
and 

Whereas, It is our understanding that the proposed adminis¬ 
trative plans place the physician in the position of being re- ■ 
sponsible for determining the extent, degree, and probable length ' 
of such impairment; and 

Whereas, It is the intent of the physicians to make a thorough 
determination of .such impairment, in keeping with good medical 
practice; now therefore be it 

Resolved, That the Board of Trustees immediately undertake 
a study of a plan in which it would recommend to the proper 
government authority that said authority adopt the following 
as an administrative regulation for the purpose of administering 
Public Law 880: 
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(1) That the finding made 1))' the physician making the origi¬ 
nal examination be forwarded to a rotating committee of physi¬ 
cians established at the county or regional level and that such 
committee be empowered to review the report, examine the 
applicant, and be authorized to file the final report of impairment 
determination; and 

(2) That such committees be appointed by the county or 
regional medical societies and that such committees be com¬ 
posed of representatives of the various fields of medicine. 

REPORT OF REFERENCE COMMITTEE 
ON LEGISLATION AND PUBLIC RELATIONS 

Dr. John F. Lucas, Chairman, Mississippi, presented 
the following report, which was adopted: 

Resolution No. 25 on Administration of Public Law 
SSO: Your reference committee received Resolution No. 
25 on Administration of Public Law 880. Your com¬ 
mittee feels that this resolution is most timely and 
points out difficulties inherent in the administration of 
this law, which will become effective July 1,1957. Your 
committee appreciates the fact that regulations for the 
administration of this program have not been promul¬ 
gated by the Social Security Administration. Your 
committee therefore recommends that this resolution 
be referred to the Board of Trustees for study, recom¬ 
mendations, and report to the 1957 New York meeting. 

No. 26. Resolutions on Medical Care Plans 

Dr. Orwood J. Campbell, for the Minnesota delega¬ 
tion, introduced the following resolutions, which were 
referred to the Reference Committee on Insurance and 
Medical Service: 

Whereas, The medical profession of this country has spon¬ 
sored various types 0 f prepaid medical care plans in the interests 
of the general public; and 

Whereas, The active participation, whether in a service or 
indemnity plan, of practicing physicians in each area of the 
country is essential to the success of all such movements; and 
Whereas, The general body of practicing physicians has little 
or no voice in the formulation of medical policy in some plans 
sponsored by the profession, including plans which in form but 
not in fact are under physician direction, and this development 
is not in the interests of the public which has so generously 
supported these plans; therefore be it 

Resolved, That the House of Delegates of the American Medi¬ 
cal Association endorse the principle that all members of the 
medical profession be encouraged to participate actively in the 
formulation of medical policy of those plans that in fact are 
under physician direction as well as sponsorship; and be it 
further 

Resolved, That the profession be encouraged to retain or re¬ 
gain responsibility for the formulation of the medical policy of 
those plans that continue to enjoy medical sponsorship. 

REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 
Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted; 

Resolution No. 26 on Medical Care Plans: This reso¬ 
lution was approved by the North Central Medical 
Conference. Your reference committee recommends 
the adoption of the resolution. 

No. 27. Resolution on Additional Member of Council 
on Medical Service 

Dr. Jay Crane, Section on Urology, introduced 
the following resolution, which was referred to the 
Reference Committee on Amendments to the Consti¬ 
tution and Bylaws: 

Resolved, That the immediate Past-president be a member 
ex officio of the Council on Medical Service and that the Bylaws 
be amended accordingly. 


REPORT OF REFERENCE COMMITTEE 
ON AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 

Dr. Laurence S. Nelson, Chairman, Kansas, pre¬ 
sented the following report, which was adopted and 
the Speaker declared that the amendment to the By¬ 
laws also was adopted: 

Membership of Council on Medical Service: Your 
reference committee next considered Resolution No. 
27 suggesting that the immediate Past-president be 
made a member of the Council on Medical Service. 
The reference committee recommends the approval of 
this resolution and suggests that Chapter XI, Section 2 
(C), be amended by adding the following sentence: 
“The immediate Past-president shall be an ex officio 
member of this Council.” 

Introduction and Remarks of 
Surgeon General Leroy E. Burney 

Dr. Wendell C. Stover, Indiana, introduced to the 
House of Delegates Dr. Leroy E. Burney, formerly of 
Indiana and recently appointed Surgeon General of 
the United States Public Health Service. 

Dr. Burney addressed the House as follows: 

Mr. Speaker, Members of the House of Delegates: 
I just want to say that as a Hoosier I am very proud 
to have been presented at my first session as a delegate 
to this group by my fellow Hoosier. I am extremely 
honored to be a member of the House of Delegates 
representing the United States Public Health Service, 
and I hope I may contribute to the House and do 
honor to this responsibility. 

Report of Reference Committee on Rules and Order 
of Business 

Dr. Orwood J. Campbell, Chairman, Minnesota, 
presented the following report, which was adopted 
unanimously: 

Your Reference Committee on Rules and Order of 
Business, acting on behalf of the House of Delegates, 
expresses to the Washington State Medical Association, 
the King County Medical Society, and the Womans 
Auxiliary, its grateful appreciation of their extraordi¬ 
nary hospitality and their many courtesies to all of us. 

Your reference committee recommends that a sin¬ 
cere vote of thanks be extended to the Local Commit¬ 
tee on Arrangements, under the Chairmanship of Dr. 
M. Shelby Jared, for its efficient planning of tin's meet¬ 
ing; to the Washington State Medical Association, the 
King County Medical Society, the Western States and 
their auxiliaries, whose efforts on our behalf have con¬ 
tributed so much to our comfort and enjoyment. The 
House is particularly appreciative of the excellent 
cooperation and coverage given at this meeting by the 
communication media and the many courtesies and 
fine facilities offered by the hotel management. 

We acknowledge our gratitude to the Speaker and 
Vice Speaker for the efficient manner in which the}' 
have conducted the affairs of the House, and to Dr. 
Lull and his staff for their capable handling of the 
mechanical details for the meeting. 

The House of Delegates adjourned sine die at 12:40 
p. m., Thursday, Nov. 29,1956. 
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COUNCIL ON MEDICAL SERVICE 


A STUDY OF MATERNAL MORTALITY COMMITTEES 


This is part 7 of a series of articles by the Committee on Maternal and Child Care of the 
Council on Medical Service reviewing the organization and operation of maternal mortality 
study committees. The purpose of this specific study is to obtain information that may be 
utilized in the preparation of guides that, in turn, may be helpful in the development and 
operation of maternal mortality committees in other areas of the United States. The ma¬ 
terial to follow is concerned with the Committee on Maternal Welfare of the Medical So¬ 
ciety of the State of North Carolina. 


North Carolina Committee on Maternal Welfare 


History.—North Carolina has a rich and colorful 
heritage—distinctive in many ways, not the least of 
which is the development of obstetrics in the state. 
With the establishment of the first permanent English 
colony at Roanoke Island (part of the present state of 
North Carolina) in 1587 and with the birth of the 
first child of English parents in America only a few 
weeks after that colony was established, it is evident 
that the problems of maternal and infant health had an 
early start in this as well as in all other areas of early 
America. The membership of that first English colony 
did not include a doctor; it is apparent, then, that this 
delivery and others that followed were attended by 
midwives of the colony. The problems of those early 
colonists were manifold. Sickness and death took a 
big toll, and mothers and babies suffered and died. 
However, the advance in the new country continued. 
Many of the problems encountered in the early 
colonial days are encountered in rural areas even to 
this day; some of these problems have only recently 
yielded to the advance in medical care and treatment 
for reasons that will become evident as the following 
data are presented. 

A history of obstetrics in North Carolina has re¬ 
cently been published in the North Carolina Medical 
Journal. 1 The chronological development of events 
and personalities is described, beginning with the 
first-known physician “man midwife” to practice in 
North Carolina in the 18th century. The medical so¬ 
ciety was first organized in 1799 but lapsed after a 
few years; it was permanently revived in 1849. A 
“branch” of obstetrics was formed in 1853 but lapsed 
into inactivity until a section on obstetrics and 
gynecology was established in 1879. The pioneers in 
obstetrics are noted and their activities described. A 
state maternal mortality' committee was organized in 
1932. In the same year and with essentially the same 
persons (physicians limiting their practice to obstetrics 
and gynecology), the North Carolina Obstetrical and 
Gynecological Society was formed. 

In 1916 the Public Health Section of the North 
Carolina Nurses Association was founded. Tribute is 
given to these nurses for their contribution in teaching 
and service to the public and especially to the preg- 
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phv MID., E\ Dorado, Ark.; Howard A. Nelson, M.D., Green¬ 
wood, Miss.; and Donald A. Dukelow, M.D., Consultant, Chicago. 


nant woman. The pioneering work in health educa¬ 
tion, particularly that concerning the necessity for 
prenatal care, as initiated by the Infant Hygiene 
Bureau of the state board of health, is commended. 
Efforts were made as early as 1920 by the combined 
Public Health Nursing and Infant Hygiene Bureau of 
tire state health department to bring midwives to¬ 
gether in series of conferences to teach them about 
prenatal and postpartum care, more hygienic methods 
of delivery, and the complications that may occur. 

Midwifery has a prominent place in tire story of 
maternal care in the state. There are indications of 
some supervision and training of midwives in the 
latter half of the 18th century but little during the 
19th when the “granny” became a well-known indi¬ 
vidual on whom a large portion of the population was 
dependent for maternity care. These midwives were 
responsible to no one. However, in 1912 a law was 
passed by the state legislature giving control and 
supervision to the county boards of health. In 1917, 
the legislature enacted another bill making mandatory 
a registration of midwives. With this authority, the 
state board of health made a survey that revealed there 
were 9,000 midwives in the state. In 1920, midwives 
were delivering one-third of all the babies in North 
Carolina; pregnancy was second only to tuberculosis 
as the leading cause of death. Some counties began 
attempts to more rigidly supervise midwifery; in spite 
of this there were still 6,500 midwives in North Caro¬ 
lina in 1925. 

In the second quarter of the 20th century, with the 
expansion of medical schools and with more qualified 
specialists in obstetrics, and more physicians generally, 
practicing in the state, a lowering of the maternal 
mortality rate occurred. The educational programs of 
the state board of health and the infant and maternal 
hygiene units established in most counties were un¬ 
doubtedly contributing to this improvement in ma¬ 
ternal health. The growth and activity of the Public 
Health Section of the North Carolina Nurses Asso¬ 
ciation, with public health nurse supervision and train¬ 
ing of midwives, also contributed to this lower mor¬ 
tality. 

However, in 1945 the maternal mortality rate in 
North Carolina was among the eight highest in the 
nation. This fact, plus the reports of successful pro¬ 
grams in some states for lowering the number of 
maternal deaths through their respective maternal 
mortality study committees, led to the establishment 
of a Maternal Welfare Committee by the North Caro¬ 
lina Medical Society. The society charged the com- 
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mittee with a fourfold task: (1) to promote the highest 
standard of obstetric care for the state; (2) to conduct 
a study of every maternal death in North Carolina in 
order to determine the problems and needs; (3) to 
provide for education of the laity as to what constitutes 
adequate maternity care and why it is necessary to 
obtain such care; and (4) to employ other procedures 
necessary to further the progress of obstetric care and 
further investigation of existing problems. The im¬ 
mediate objective, of course, was the lowering of 
maternal mortality in the state. 

Members .—It seemed apparent to the medical so¬ 
ciety planning group that the Maternal Welfare Com¬ 
mittee should be composed of physicians from various 
areas of the state and that these physicians should be 
appointed on a rather permanent or semipermanent 
basis. This extended length of tenure seemed especial¬ 
ly desirable in regard to the chairman, since record 
files and other equipment would be difficult to move 
and a secretary working with the chairman could not 
be trained satisfactorily each year or move from place 
to place. A smooth running and efficient organization 
was considered essential to the success of the program. 
Members are appointed or reappointed annually by 
the president of the state medical society on the 
recommendation of the chairman. Currently the com¬ 
mittee consists of six obstetricians, four general prac¬ 
titioners, one state health department representative, 
and one local health officer. Some of the present 
members are among the original nine members first 
appointed in 1945. Tire first chairman held office until 
1952, at which time he was succeeded by the present 
chairman. 

Scope of Study .—All maternal deaths are included in 
the committee’s study. A maternal death is defined as 
any death, irrespective of cause, occurring during 
pregnancy or within six months after the termination 
of pregnancy. The committee determines whether 
these maternal deaths are obstetric or nonobstetric. 
Obstetric deaths are those due to pure obstetric causes 
as included in the sixth revision of the International 
Lists and those due to any medical or surgical disease 
where the prognosis is made worse by the fact of 
pregnancy. Every obstetric death is studied in detail 
to determine whether it was preventable or had pre¬ 
ventable factors; this is determined on the basis of 
the ideal situation. A maternal death is considered 
preventable if it “probably” could have been avoided 
by the application of ideal standards of medical care. 
The committee further assigns the responsibility fac¬ 
tor to each case—physician, patient and/or family, 
midwife, or facilities. If assigned to the physician, this 
responsibility is again subdivided into one of the 
following categories: diagnosis, judgment, technique, 
and management. A maternal death is classified as 
nonobstetric if the major cause is in no way related to 
the pregnancy. These nonobstetric deaths are not 
further classified or subdivided in regard to preven- 
tability or responsibility. 

Operation: Agencies and Personnel Involved .—The 
Medical Society of the State of North Carolina spon¬ 
sors and conducts the maternal death study in the 
state through its Committee on Maternal Welfare. It 
has the full cooperation of the North Carolina State 
Board of Health, whose Bureau of Vital Statistics 


supplies the committee with a duplicate of every 
death certificate concerning a maternal death plus 
copies of related birth certificates in those cases in 
which a delivery has occurred. The bureau also cross¬ 
checks the death certificates of women between the 
ages of 10 and 48 years with birth and fetal death 
(stillbirth) certificates within the preceding six 
months. The cost of providing this extra service is 
assumed by the North Carolina State Board of Health. 
The committee has complete cooperation from the 
three medical schools, the state obstetric and gyne¬ 
cologic society, the local health officers, and the 
physicians and hospitals of the state. Except for 
office space provided by one of the hospitals affiliated 
with one of the medical schools, the state medical 
society provides a budget for the total expense of 
operating the program. This includes a full-time sec¬ 
retary. The society’s budget for 1955 was $2,600. 

After receiving duplicates of the accumulated ma¬ 
ternal death certificates each month from the Bureau 
of Vital Statistics, the committee secretary sends a 10- 
by-14.5-in. one-page questionnaire to each physician 
who has signed a death certificate. Accompanying 
each questionnaire is a letter from the chairman ex¬ 
plaining the purpose of the study and the importance 
of obtaining complete information on each maternal 
death. Emphasis is placed on the objective and im¬ 
personal manner in which the study is conducted; the 
physician is assured that complete anonymity is al¬ 
ways observed. If another physician has signed the re¬ 
lated birth certificate, a questionnaire is sent to him, 
too, and he is asked to supply all the information that 
he might have on the case. Consultants, if called upon, 
are also sent questionnaires. In most instances these 
questionnaires receive prompt attention; in some cases, 
however, it has been necessary to send follow-up let¬ 
ters, and in cases of a second follow-up letter a dupli¬ 
cate questionnaire is also sent in the event that the 
original may have been misplaced. Rare instances have 
occurred in which there has been no response; in such 
situations the health officer, a committee member in 
the area, or the hospital administrator is asked to help 
obtain the information requested by the committee. 
In rare cases of suspected misinformation means are 
employed to cross-check replies. 

After all essential information has been obtained 
(through additional correspondence, if necessary), it 
is studied by the committee board of review, com¬ 
posed of the chairman and others chosen by him as 
deemed appropriate. The true cause of death is de¬ 
termined, and the case is classified as obstetric or non¬ 
obstetric. If it is an obstetric death, the preventability 
aspects of the case are analyzed and those cases con¬ 
sidered preventable (by ideal academic standards) 
are assessed as to the primary responsibility factor 
previously described. This total analysis plus a clinical 
summary of the case and constructive suggestions, 
where appropriate, regarding its management is sent 
by the chairman to all physicians involved in the 
management of the case. When the above procedures 
are accomplished, all identifying names and addresses 
are obliterated (patient, physician, and hospital). 
The essential data and the committee’s analysis of 
each case are entered on a specially arranged four- 
page record sheet from which IBM punch cards are 
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made. Various statistical data and tabulations can then 
be easily obtained. This becomes the permanent, com¬ 
pletely anonymous, record of the case; not even a 
number-name code is preserved, thereby eliminating 
any possibility that the committee’s files could be used 
for other than scientific study. 

Tire whole committee meets at regularly scheduled 
semiannual meetings, with interim meetings called at 
the discretion of the chairman. One meeting is pri¬ 
marily devoted to a scientific program and centers 
around one general subject or problem encountered 
in the study. Business and policy matters are decided 
at the other meeting, and progress of the program is 
evaluated. These meetings are held in different areas 
of the state and often in conjunction with other med¬ 
ical meetings. All interested physicians are welcome 
to attend. 

Follow-up .—In preparation for the study of all ma¬ 
ternal deaths in 1946, letters were sent to all physicians 
in the state who would be concerned directly or in¬ 
directly with the program. The various phases of the 
study were explained, and it was emphasized that 
"The object of this study is not to criticise the indi¬ 
vidual physician or his management of a given prob¬ 
lem, but learn through the mutual efforts of all the 
physicians in the state the circumstances which are 
responsible for our maternal deaths. It is only through 
the collective experience of all of us that we can hope 
to make any headway in correcting our high maternal 
death rate.” Consistent with this philosophy, the letters 
that are sent to the attending physician by the chair¬ 
man of the committee are designed to point out, in an 
uncritical, diplomatic manner, methods of manage¬ 
ment of a particular case that may have prevented the 
death. The committee does not declare itself to be the 
final authority on whatever it is recommending but, 
rather, refers to a higher authority, such as some large 
medical research center that has reported on this par¬ 
ticular problem. 

After being established in December, 1945, the Ma¬ 
ternal Welfare Committee immediately began its edu¬ 
cational program for physicians practicing obstetrics 
in North Carolina. The committee began publishing 
pertinent articles in the North Carolina Medical Jour¬ 
nal on various phases of obstetrics and the manage¬ 
ment of complications that occur. These were up-to- 
date treatises on such current problems as anesthesia, 
use of posterior pituitary extract, cesarean section, 
toxemia, and hemorrhage. A report on the first 127 
deaths that were studied appeared in the state medical 
journal less than a year after the study began. The 
causes of death were categorized and tabulated; pre- 
ventability and responsibility factors were noted and 
described; existing problems were pointed out; and 
ways and means were suggested for alleviating them. 
Articles on these obstetric problems and case reports 
exemplifying specific complications appeared monthly 
in the state medical journal during those first years. 

Between August, 1946, and January, 1951, more 
than 1,000 maternal deaths occurred in the state and 
were studied by the committee. They were reported in 
die state medical journal in five installments—each 
part of which was devoted to a particular significant 
phase, or cause-of-death category, of the study and 
the findings relating thereto. The chairman and 


members of the committee are called upon by medical 
groups, both within North Carolina and in other states, 
to give papers on the general study and on specific 
problems and findings encountered. These papers are 
published in other state medical journals as well as 
in that of North Carolina. Using the basic facts as un¬ 
covered in the study, other specialists, such as anes¬ 
thesiologists, collaborated with the chairman in articles 
relating to their specialty but also directly concerned 
with maternal welfare. Articles such as “Fetal Loss in 
Relation to Maternal Mortality” and analyses of spe¬ 
cific problems, such as toxemia, have been reported in 
regional and national journals on obstetrics and gyne¬ 
cology. Up to now, between 60 and 70 articles have 
been published as a result of the committee’s total pro¬ 
gram. This educational means has been further 
strengthened by the enormous amount of direct cor¬ 
respondence with physicians, hospitals, clinics, and 
other agencies. All of this is designed to help solve 
some of the many problems encountered and to im¬ 
prove maternal care. 

Because so many maternal deaths were due to 
hemorrhage, the committee, early in its study, began 
a campaign to increase the number of blood banks. 
Therefore, in 1948 a booklet entitled “Management of 
a Blood Bank” that was distributed to all hospitals of 
the state was prepared by the committee. The com¬ 
mittee also advocated the establishment of “walking 
blood banks” in those communities where the physical 
plants were not adequate to maintain regular “on 
hand” blood banks. 

The chairman and other members of the committee 
are available to all county medical societies for dis¬ 
cussion of specific problems in obstetrics and maternal 
care as well as for the general presentation of the com¬ 
mittee’s program. In this personal way the committee 
has been of direct service to a majority of the county 
societies of the state. Presentation of the committee’s 
program has not been limited to the medical profes¬ 
sion alone. The chairman has been active in programs 
of ancillary organizations, such as at social service 
conferences and at meetings sponsored by public 
health groups directly and indirectly concerned with 
maternity service and care. As a constant reminder of 
the maternal mortality problem and as a means for 
indicating improvement, a map appears in the state 
medical journal each month. Each maternal death is 
indicated on that map by a dot at the particular loca¬ 
tion where the death occurred. The dots are cumula¬ 
tive for each month of a year. 

For the benefit of the lay public the committee has 
publicized, through preparation of radio transcriptions 
and through local newspapers, the essentials of ade¬ 
quate maternity care and the necessity to seek pre¬ 
natal care early in pregnancy. Currently the committee 
is preparing similar material for television presenta¬ 
tion. 

The three medical schools use much of the material 
and findings of the committee in their undergraduate 
and graduate training programs. The chairman and 
some of the members of the committee are associated 
with the departments of obstetrics and gynecology at 
these schools. The chairman also lectures in the School 
of Public Health at the University of North Carolina. 
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Reports are currently in preparation on the second 
1,000 maternal deaths on which the committee will 
soon have completed study. Obviously this second 
series is taking longer to accumulate than the first, 
which covered the period from August, 1946, to Jan- 
Y^uary, 1951, because of the great reduction in the ma- 
ternal mortality rate in tire state. 

Table l.-Causcs and Number of Maternal Deaths for Each 
Year from A tig. 1,1946, to Jan. 1,1955 0 

Cause of Death 1910 1917 1918 1919 1950 1931 1032 1033 1951 Total 

Toxemia. 20 04 SO 49 60 51 59 00 41 483 

Hemorrhage . 18 00 78 38 50 50 89 80 31 416 

Embolism . 8 IS 20 21 12 17 20 15 17 143 

Infection . 8 21 17 14 14 10 14 10 7 116 

Cardiac. 59 12 8 11 0088 63 

Anesthesia ....... 0 11 3 2 4 5 2 5 9 47 

Other . 1 19 25 27 23 IS 23 15 15 101 

Indeterminate .... 1 8 10 10 0 1G 4 7 2 70 

Nonobstetric . 3 19 39 28 20 S3 83 35 20 230 

Total . 05 235 284 203 202 201 200 192 148 1.733 

* Data obtained from James F. Donnelly, M.D., Chairman, Maternal Wel¬ 
fare Committee, 1935. 


Results: Statistical Analysis.— No attempt wifi be 
/ Vmade here to give a complete statistical analysis of the 
> findings of the Maternal Welfare Committee in North 
Carolina. This has been accomplished in the many 
papers published by the committee and by those using 
committee findings. (A bibliography will be furnished 
upon request.) The statistics to follow will summarize 
briefly some of the results of the committee findings 
and indicate the effect of the total effort to improve 
maternal welfare in North Carolina. 

As shown by the figures from the Bureau of Vital 
Statistics, North Carolina State Board of Health, in the 
10-year period from 1945 through 1954 the maternal 
mortality rate has decreased 71.5% (28 per 10,000 live 
births in 1945 to 8 per 10,000 in 1954). The 1954 rate 
can be further subdivided for white and nonwhite. 
Analyses reveal that one-third (38,189) of the total 
live births (114,563) in North Carolina for 1954 were 
\ nonwhite, with 60 maternal deaths (official state health 
department statistic). This represents a nonwhite ma¬ 
ternal mortality rate of 16 per 10,000 live births as 
compared to that of 4 per 10,000 among the white 
group (31 maternal deaths in 76,374 live births). 

By Jan. 1, 1955, the committee had analyzed 1,733 
maternal deaths. Table 1 gives : a summary of these 
deaths for each year tabulated according to the various 
causes of death. From a peak of 284 maternal deaths 
occurring in 1948, the number was reduced to 148 in 
1954—a gross reduction of 48%. This reduction oc¬ 
curred while there was a 4.5% increase in resident 
live births. The deaths classified as obstetric remained 
in approximately the same proportion each year—an 
average of 86% of the total number studied. 

, From the first 1,000 maternal deaths studied by the 
Ycommittee, table 2 indicates that 844 were classified 
-'as obstetric and 767 of these were considered pre¬ 
ventable. The committee’s criterion for determining 
preventability is based upon the academic ideal. 
Therefore, an obstetric death is classified preventable 
if it would probably not have occurred under ideal 
circumstances. Although there may be more than one 
responsibility factor involved in many cases, the factor 
considered primarily responsible is selected. It is then 
possible, as in table 2, to assign the responsibility to 


the physician, patient, midwife, or facilities. Table 2 
also indicates the causes of the 9.1% of obstetric deaths 
considered nonpreventable. 

Comments and Conclusions .—How a rural state 
(only one city over 100,000), with a population of 
over 4 million and with over one-fourth of this number 
Negroes, met forthright its problems in maternal health 
and succeeded in accomplishing its purpose is well 
exemplified by the activities of the Maternal Welfare 
Committee of the North Carolina Medical Society. 
The preceding sections make apparent the commit¬ 
tee’s accomplishments. That the maternal mortality 
rate has been reduced to almost one-fourth in the 10- 
year period is a statistical attestation of its success. 
The committee realizes, of course, that this degree of 
success could not have been attained without the com¬ 
plete cooperation of the state health department and 
its divisions of records and statistics, public health 
nursing, nutrition, and others; the local health depart¬ 
ments, with their health officers and public health 
nurses; the state nursing association, with its organiza¬ 
tion and promotion of public health nursing; the three 
medical schools and their part in supplying well- 
trained physicians for the state; and other activities of 
the state medical society, such as the rural health com¬ 
mittee’s work in health education. The committee is 
also cognizant of the impossibility of evaluating the 
relative degree of each contributor’s effort but knows 
that cooperation is necessary to attain the goal for 
which it works—better medical care for the mothers 
and infants of North Carolina. 

The committee believes that the maternal mortality 
survey has stimulated the interest of physicians in 
obstetrics. The information gained by the study has 
provided concrete evidence of the problems that exist 
in the state relative to maternity. The dissemination of 
this information has promoted and will continue to 
“promote alertness to major obstetrical hazards and 
the prompt initiation of preventive measures designed 


Table 2 .—Distribution of Preventability and Responsibility 
Factors in the 844 Maternal Deaths Classified as Obstetric in 
the First 1,000 Cases Studied by the Maternal Welfare 
Committee, 1946-1950 0 


Preventable 


-■-—a— -■-—, Nonpre- 

Physiclan PatleDt Midwife Fnellitics ventnblc Total 


Hemorrhage . 184 42 25 5 3 259 

Toxemia . 127 I9S 21 — S 264 

Infection. 34 SO 9 — — 73 

Embolism . 25 5 ' 2 — 42 74 

Anesthesia . 25 — — — — 25 

Cardiac . 19 23 1 — 3 40 

Other . 51 27 4 — 21 103 

Total . 405 235 02 5 77 844 


(557c) (28%) (7.37c) (0.0%) (9.17c) 


• Data obtained from James F. Donncllv, M.D., Chairman. Maternal Wel¬ 
fare Committee, 1955. 


to reduce maternal and infant loss.” 2 One tangible 
result as an example of the above statement is the 
number of blood banks now in North Carolina com¬ 
pared to the number 10 years ago. Only 12 blood 
banks were in operation at the time the committee 
began its studies. Analysis of the first 1,000 maternal 
deaths revealed that 259 were due to hemorrhage; 
only 3 of these were considered nonpreventable. Of 
the 259 deaths due to hemorrhage, only 81 of the 




















282 


COUNCIL ON MEDICAL SERVICE 


J.A.M.A., January 26, 1957 


patients had received blood and most of them had 
received it in inadequate amounts. With the assistance 
of the Red Cross Blood Program and the insistance 
by the committee, the number of blood banks (with 
blood on hand) had increased to over 87 by 1953, 
with numerous “walking blood banks” serving small 
communities of the state. 

Early in its studies, the committee found a definite 
inverse relationship between the maternal death rate 
and the number of hospital deliveries. The Hill-Burton 
program, as promulgated by the North Carolina Med¬ 
ical Care Commission, did much to improve this situa¬ 
tion. In 1947, hospital beds numbered 9,636 in 115 
hospitals. In 1951, 248 hospitals and/or health centers 
were in operation, with 13,700 beds available. Better 
distribution and greater numbers of hospital beds 
have been the pattern since that time, and, conse¬ 
quently, more hospital deliveries have been made. For 
example, in 1953 tire number of deliveries of white 
patients in hospitals totaled 95% in contrast to an 
average of 69% for the 1946-1950 period. The non¬ 
white hospital deliveries also increased from 31% to 
52% in the same short period of time. Relatively few 
counties in the state are now without a local hospital 
or health center. The road improvement program in 
the state has also contributed to the availability of 
these facilities. 

After analysis of the first 1,000 maternal deaths, as 
indicated in table 2, the committee found that the 
lack of facilities was a primary responsibility factor 
in only a small number of cases. This factor was 
recognized, of course, for its contributory effect in 
many cases assigned to the other three responsibility 
factors. The physician was found primarily responsible 
in 55%, the patient in 28%, and the midwife in 7.3% 
of those deaths classified as preventable (table 2). 

Several papers and published articles have appeared 
on the subject of toxemia, the most common cause of 
maternal mortality in North Carolina. Complete anal¬ 
yses of all the important features of this complica¬ 
tion have been made; management and treatment have 
been outlined; and in this regard, the necessity for 
adequate prenatal care has been repeatedly empha¬ 
sized. The analysis of the first 1,000 cases revealed 
that 80% of those who died had received inadequate 
prenatal care. 

The findings and activities of the Maternal Welfare 
Committee have alerted the anesthesiologists and other 
physicians to the importance of anesthesia and anal¬ 
gesia in obstetrics. Although the number of maternal 
deaths from anesthetic complications is relatively 
small, it nevertheless is extremely important, because 
most are considered preventable. Because trained 
anesthesiologists are relatively few in North Carolina, 
the committee, in cooperation with some of the anes¬ 
thesiologists, have outlined in detail the types of com¬ 
plications that may occur. They urge all physicians 
doing obstetrics to familiarize themselves with these 
possible complications and with the need for pre¬ 
vention, early recognition, and prompt treatment. 

■ It has been conceded that the midwife situation in 
North Carolina was a necessary evil that could not be 
eliminated before physicians, hospitals, and health 
centers were available to all. The committee and state 


board of health have been working toward this goal. 
The number of licensed midwives has dropped since 
1950 from 1,000 to 529, and the ones currently prac¬ 
ticing are elderly; few new permits are being issued, 
and the recommendations of the North Carolina State 
Board of Health call for more stringent regulations 
of midwifery. It is hoped that this problem will be 
eliminated in a few years. 

With the unfolding of tire over-all planning and die 
resultant progress made in North Carolina relative 
to improvement of maternal welfare, it becomes obvi¬ 
ous that much credit is due the physicians of the state 
through their medical society’s Maternal Welfare Com¬ 
mittee. The experience and findings of the committees 
study of nearly 2,000 maternal deaths is further being 
utilized by the chairman in his present capacity as 
obstetric consultant to the state board of health. He 
is in the strategic position of being able to coordinate 
the commitee’s fourfold program for improving ma¬ 
ternal health, his own experience as obstetrician, and 
chairman of the committee, and the resources of the 
state and local health departments concerned with 
public health aspects of maternity care. Writing iug^ 
recent issue of The Bulletin of Maternal Welfare, the 
chairman says that “Although current vital statistics 
place North Carolina among the states having the 
highest maternal and infant mortality rates, the basic 
instruments to correct this are available and simply 
need to be utilized.” 3 

Consistent with this need, a program has been initi¬ 
ated for the improvement of the county health de¬ 
partment and local hospital and health center pre¬ 
natal or maternity clinics (usually well-baby clinics 
too) in those areas where shortage of physicians and 
socioeconomic conditions necessitate such arrange¬ 
ments. An outline of minimum criteria has been pre¬ 
pared and presented to each of these counties and its 
workability demonstrated. These criteria are con¬ 
cerned until both prenatal and postpartum medical 
supervision, including contraceptive service. The pre-~- 
natal phase of this extensive maternal care program, 
is currently being emphasized; when this phase of the 
program has shown the desired improved results in 
attendance, etc., the postpartum phase will, in turn, 
receive proper emphasis. In addition, courses in basic 
obstetrics have been given to nursing personnel at 
many of these clinics. Also, the local physicians and 
health officers who supervise these clinics are pro* 
vided refresher courses in obstetrics and pediatrics m 
a three-day course established by the state board of 
health on an annual basis. 

The Maternal Welfare Committee of the North 
Carolina Medical Society and the North Carolina State 
Board of Health are directing their combined efforts 
toward accomplishing the utilization of the basic in¬ 
struments for maternal health by the families of the , 
state. 
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BLOOD TRANSFUSIONS—MEDICOLEGAL 
RESPONSIBILITIES 

Although the blood transfusion is now generally con¬ 
sidered to be a relatively minor procedure, it is never¬ 
theless responsible for a significant number of medical 
accidents each year throughout the United States. The 
technique has become so routine that many physicians 
have a tendency to disregard the inherent dangers that 
accompany blood and plasma transfusions but that are 
not usually present in other intravenous procedures. It 
has been estimated that the mortality due to blood 
transfusions is about one death in 1,000 to 3,000 trans¬ 
fusions. 1 It has also been estimated that as many as 
3,500,000 transfusions are given each year in the United 
States. 2 As a cause of death, the blood transfusion ranks 
with appendicitis or anesthesia. Yet, despite these facts, 
blood transfusions have been given by some physicians 
f merely to facilitate the more rapid recuperation of a 
“run-down” patient, without even the suggestion of an 
emergency. Inasmuch as the transfusion of blood is as¬ 
sociated with significant medical and legal hazards, 
such treatment should be prescribed only in instances in 
which it is essential for the patient’s recovery. 

It would seem to go without saying that accuracy in 
blood grouping and cross-matching tests is fundamental 
to a safe blood transfusion. In giving a blood trans¬ 
fusion, the physician, of necessity, must frequently rely 
entirely upon the laboratory. If blood is incorrectly 
grouped or cross-matched by the laboratory the physi¬ 
cian has no way of correcting the mistake. Therefore, 
the utmost care must be taken to provide precautionary 
measures in the laboratory that will minimize the possi¬ 
bility of errors. Those in charge of such laboratories 
should entrust grouping and cross-matching tests only 
to reliable and specially trained technicians. Many of 
the accidents that have occurred are directly attrib¬ 
utable to untrained interns and physicians who per¬ 
formed these tests at night or on holidays, in the absence 
of regularly assigned technicians. 

Even when grouping and cross-matching tests are 
performed by highly skilled persons, labels are some¬ 
times switched or bottles of blood mislabeled. A trans¬ 
fusion accident is practically inevitable once a bottle of 
blood has been mislabeled. Accidents occurring because 
of mislabeling seem to be just as prevalent as those re¬ 
sulting from errors in blood grouping or cross-matching. 
Besides errors in blood grouping, accidents occur be¬ 
cause of clerical errors or sheer carelessness, as in the 
case in which one of two patients with similar or identi¬ 
cal names may require a transfusion and blood is ad- 
y- ministered to the wrong person. If a patient suffers a 
’ prolonged illness or dies as a result of a transfusion of 
blood of an incorrect group, the patient, or his family, 
if he does not survive, may be entitled to damages un¬ 
less the immediate need for blood to sustain life allowed 
no time for adequate tests. The transfusion of blood of 
an incompatible group is prima facie evidence of neg¬ 
ligence and legal liability. 


Undoubtedly, transfusion of blood of an incorrect 
blood group occurs far more frequently than is recorded 
in the published, reported court decisions, since, gener¬ 
ally, only the decisions of appellate courts are reported. 
Then, too, not all the accidents that occur mature into 
claims; most claims are settled out of court and those 
that go to trial are appealed infrequently. However, the 
number of court decisions that have been reported, 
particularly within the last five years, offers convincing 
evidence that blood-transfusion accidents are not iso¬ 
lated occurrences. 

In order to illustrate the medicolegal responsibilities 
that are associated with the taking or administration of 
blood, a review of some of the important reported cases 
may be helpful. 

In Necolayff v. Genesee Hospital , y a New York case, 
the plaintiff was placed by her own physician in the 
defendant charitable hospital as a paying patient. While 
she was recovering from a surgical operation there, an 
intern and a nurse entered her room and told her that 
she was to have a blood transfusion from her daughter. 
Although she protested and informed them that she had 
no daughter, they nevertheless administered the trans¬ 
fusion. As a result she became seriously ill and tempo¬ 
rarily insane. Actually, the transfusion was intended for 
another patient. The court held the hospital liable for 
damages and asserted that a charitable hospital could 
be held liable for an injury to a patient resulting from 
the negligence of an employee acting in an administra¬ 
tive capacity even though such employee be a physicia i, 
nurse, or other person normally considered professional. 
The court reasoned that giving a transfusion to the 
wrong patient was negligence and the entrance of the 
intern and nurse into the wrong room caused the pro¬ 
fessional nature of their errand to cease, thereby making 
the hospital responsible for such negligence. 

In New York, charitable hospitals are liable for the 
acts of employees that are administrative and not pro¬ 
fessional in nature. As a matter of common sense there 
does not seem to be much logic in holding charitable 
hospitals free from liability by labeling an act as “pro¬ 
fessional” in one case and imposing liability in a similar 
situation by the semantic device of calling the act 
“administrative.” 

Giving a blood transfusion is clearly a medical act, 
and its professional nature is not destroyed merely be¬ 
cause, as in the Necolayff case, it was performed upon 
the wrong patient. By calling it administrative because 
of the mistake, the New York court imposed liability 
upon a charitable hospital. 

It had been the previous rule in New York that chari¬ 
table hospitals were not liable to patients through 
respondeat superior for the torts due to negligence of 
their employees. The rule was based upon a theory of 
implied waiver by the recipient of hospital services. The 
implied-waiver theory was abandoned in 1937 by the 
Court of Appeals in Sheehan v. North Community 
Hospital 4 in which the hospital was held liable in neg¬ 
ligence for the administrative acts of its employees; the 
court reasoned that medical personnel insulated the 
hospital from liability because they were independent 
contractors. Hence, the doctrine of immunity that chari¬ 
table institutions had enjoyed in New York had been 
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splintered to permit liability in “administrative” negli¬ 
gence 7 although it was retained in cases of “medical” 
negligence.* 5 The liability or nonliability' of charitable 
hospitals was based upon this distinction until recently, 
and then the trend toward unconditional liability was 
resumed in New York. 

If the roll of the state and territorial courts were 
called on the question of whether a charitable hospital 
is immune from suit to recover for injuries caused by 
the negligent act of an employee, it is believed that it 
would show that 25 courts would grant immunity, 22 
would deny’ immunity', and 4 states and one terri¬ 
tory' would be doubtful. 7 Courts that would grant im¬ 
munity are Connecticut, Idaho, Indiana, Louisiana, 
Massachusetts, Michigan, Nebraska, New Jersey, New 
York, North Carolina, Pennsylvania, Rhode Island, 
Texas, Virginia, West Virginia, Wisconsin, Wyoming, 
Arkansas, Kansas, Kentucky, Maine, Maryland, Mis¬ 
souri, Oregon, and South Carolina. Only the last eight 
states have complete immunity. In New York, in a 
recent case 8 that is discussed below, the court 
held a charitable hospital liable for the “medical” 
acts of a nonprofessional employee but expressly 
refused to rule on the general question as to 
whether a hospital should be liable for the medical acts 
of professional employees. No immunity exists in New 
York with reference to the administrative acts of pro¬ 
fessional or nonprofessional employees. In Rhode Island 
the immunity rule is established by statute. In Maryland 
the court-made immunity rule is apparently overcome 
by statute in cases in which the institution carries liabil¬ 
ity' insurance. The courts that would deny immunity are 
Alabama, Alaska, Arizona, California, Colorado, Dela¬ 
ware, District of Columbia, Florida, Georgia, Illinois, 
Iowa, Minnesota, Mississippi, New Hampshire, North 
Dakota, Ohio, Oklahoma, Puerto Rico, Tennessee, Utah, 
Vermont, and Washington. In four of these jurisdictions 
—Colorado, Georgia, Illinois, and Tennessee—execution 
on such a judgment can be had only against nontrust 
property', such as liability insurance. The five jurisdic¬ 
tions that must be classified as doubtful are Hawaii, 
Montana, New Mexico, and South Dakota, in which no 
reported cases are to be found, and Nevada, in which 
the one reported decision provides no reliable indication 
of what that court would decide on this precise 
question. 

Thus, although the weight of older authority in the 
United States is on the side of nonliability of charitable 
hospitals for the negligence of hospital employees, the 
trend now is definitely toward liability.” The courts of 
Arizona, 10 California," Iowa, 12 Mississippi, 13 Ohio," 
and Washington 15 have in recent years overruled prior 
decisions and now allow unconditional recovery. 

New York has not gone so far as to expressly allow 
unconditional recovery against charitable hospitals for 
the negligence of hospital employees, but a case decided 
in 1956 appears to point in this direction. There are 
several interesting medical and legal facets to this case, 
entitled Berg v. New York Society for the Relief of the 
Ruptured and Crippled,™ and it deserves detailed dis¬ 
cussion. The plaintiff, Mrs. Berg, suffering from rheuma¬ 
toid .arthritis, entered the defendant’s hospital for a 
course of treatment that included the administration of 


500 cc. of blood. Prior to the performance of the trans¬ 
fusion, a sample of her blood was sent to the hospital’s 
laboratory for analysis. The technician who tested it re¬ 
ported that Mrs. Berg’s blood was type A, Rh positive. 
She was transfused with Rh-positive blood, but the 
transfusion was stopped when she started to develop 
an unfavorable reaction. A few months after she was 
discharged from the hospital she became pregnant 
and was directed by her family physician to a labora¬ 
tory for the purpose of determining her blood type and 
Rh factor. It was then discovered, and later verified, 
that she was type A, Rh negative, and not Rh positive. 
During the course of Mrs. Berg’s pregnancy it was 
established that the fetus was an Rh-positive one, since 
her titer index rose substantially. She was advised that 
this increased titer would in all probability' be fatal to 
the fetus. Later the fetus died, but Mrs. Berg was ad¬ 
vised to carry through for the full period. Because of 
the circumstances, the attending physician at delivery 
found it necessary to use manual pressure upon the ab¬ 
domen for a much longer period than is usual or cus¬ 
tomary. This caused various internal difficulties that 
required medical treatment and ultimately a vaginal"' 
hysterectomy. 

In the trial court, suit was brought against the at¬ 
tending physician and the defendant hospital. The case 
against the physician was dismissed, and, after a trial 
without a jury, the court awarded a judgment for 
the plaintiff against the hospital on the ground that the 
act of the laboratory technician was an administrative 
and not a medical act and that the hospital was there¬ 
fore responsible for the technician’s negligence. 

From this decision, tire defendant hospital appealed 
to the Appellate Division. There was a rather lengthy 
dissenting opinion that considered the negligent act to 
be administrative, but the majority of the court felt 
that the plaintiff, as a patient in the defendant hospital, 
was being given medical treatment and care under 
the direction of a phy'sician. Of course, said the Appel- .... 
late Division, the realities of hospital procedure are 
not readily separated into “medical” and “administra- •' 
tive” acts. It may be presumed that almost all acts 
that a hospital performs for its patients inevitably re¬ 
late in some degree to their medical care and treatment. 
The determination of whether any' single act is “medi¬ 
cal” or “administrative" often hinges on blending bord¬ 
erline considerations that, as may be supposed, invite 
delicate distinctions. The Appellate Division conclud¬ 
ed, therefore, that the negligent act in this case bore 
a sufficiently direct and immediate relationship to the 
care and treatment specified for the plaintiff by her 
own physician to require it to be construed as a “medi¬ 
cal” act. The judgment of the trial court in favor of the 
plaintiff was, therefore, reversed. 

Then the plaintiff appealed to the Court of Appeals, ^ 
the court of last resort in New York. In the first para-- H 
graph of its opinion that clearly states the gist of the 
decision, the court said: 

The blood test was a “medical" act in the sense that it was 
preparatory to a transfusion. However, the test was performed 
not by a physician or nurse but by a technician who was em¬ 
ployed and paid by the hospital and who was so far short of 
“professional” status or attainments that only four to six weeks 
training was necessary for her job. She was no independent prac- 
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titioner of a learned profession, working in but not for the hos¬ 
pital. She was a salaried employee doing routine work which 
required a minimum of skill and training. Therefore . . . we hold 
that this particular hospital as the employer of this particular 
young woman is liable for her negligence. 

The judgment of the trial court in favor of the plain¬ 
tiff and against the hospital was therefore reinstated. 

The Court of Appeals, thus, reached the same conclu¬ 
sion as did the dissenting judge of the Appellate Divi¬ 
sion but for different reasons. The dissenting judge of 
the Appellate Division was of the opinion that the act 
of the technician was an administrative act for which, 
under prior New York decisions, a charitable hospital 
is liable. 

If the Court of Appeals had merely wanted to hold 
for the plaintiff in this individual case without making 
law to apply to other cases, it could have simply fol¬ 
lowed the pattern of the trial court, the dissenting opin¬ 
ion of the Appellate Division, and the many other 
New York cases that hinged upon the distinction be¬ 
tween administrative and medical acts of negligence. 
Instead, the Court of Appeals chose to make judicial 
law by acknowledging the act of negligence to be med¬ 
ical but nevertheless holding the hospital liable be¬ 
cause the negligent technician was “no independent 
practitioner of a learned profession.” Thus it appears 
that, although the Court of Appeals did not by express 
language overrule its prior line of decision, charitable 
hospitals in New York are no longer immune from 
liability for the negligence of its employees of a rou¬ 
tine medical nature. 

At least from the standpoint of basic logic the dis¬ 
tinction between medical and administrative negli¬ 
gence that prevailed in New York was an artificial one. 
If it serves the public interest that charitable hospitals 
shall enjoy immunity for tire negligence of its employ¬ 
ees, then such interest is best served if the immunity 
is recognized without artificial exception. On the other 
hand, if social necessity recognizes that, as between 
even a charitable hospital and an injured patient, the 
hospital is better able to bear the risk, here, too, the 
needs of an injured person to be compensated for neg¬ 
ligent injuries are exactly the same, regardless of any 
false legalisms that linger in the decisions of our courts. 
Some court decisions have pointed out that, in this 
modern society, charitable hospitals like noncharitable 
institutions may protect themselves through insur¬ 
ance. 17 It goes without saying that improvement of 
medical standards and the promotion of hospital safety 
for the patient should be motivated by professional 
zeal to provide the best patient care that science and 
human ingenuity can achieve and not by legal consid¬ 
erations of liability. Nevertheless, cases such as the 
Berg case served to remind the medical profession 
and hospital administrations that the quality of patient 
care does not depend solely upon the trained physician 
or the skilled surgeon who has spent years in training 
but in fact depends just as much upon the skill of a 
technician who, according to the Berg case, was re¬ 
quired to have but four to six weeks of training. 

Probably the most serious risk relating to blood trans¬ 
fusion and one that defies medical science and preven¬ 
tive measures is the danger of transmitting hepatitis. 


Careful screening and questioning of donors may to a 
limited degree lessen this risk. However, a healthy per¬ 
son who gives no history of hepatitis or jaundice and 
no clinical evidence of liver dsease may nevertheless 
carry the virus of hepatitis. Dr. Wiener has estimated 
that this complication is a result of blood transfusion 
in 1 out of 500 cases. 18 Although the development of 
hepatitis is recognized as one of the calculated risks of 
blood transfusion, the danger of this disease cannot be 
ignored and the hospital blood bank probably has a 
medical if not the legal duty at least to inquire into 
the medical history of a prospective donor and to re¬ 
ject those donors with a recent history of the disease. 
There are no reported court cases in which a hospital 
blood bank has been charged with negligence on this 
score, but, since such inquiry is customary, a patient 
injured by contaminated blood under circumstances in 
which it is shown that the use of such blood could 
have been avoided by reasonable diligence and inquiry 
probably would have a right to recover damages. 

A few years ago, a patient who had contracted jaun¬ 
dice from a blood transfusion sought to hold a New 
York hospital liable for damages even though no claim 
of negligence on the part of the hospital was made. 
In Per/mutter v. Beth David Hospital,™ the plaintiff 
became ill with jaundice after receiving a blood trans¬ 
fusion while a patient at the defendant hospital. The 
hospital charged her $60 for this blood that the hospi¬ 
tal had purchased from the third party defendant, the 
Blood Transfusion Association. The plaintiff alleged 
in her complaint that the blood was responsible for 
her illness and that the hospital had breached implied 
warranties of fitness and merchantabilty in providing 
contaminated blood. The pleadings were not framed in 
negligence but in warranty'. Section 15 of the Uniform 
Sales Act, which has been adopted in New York, 20 
provides that in every “sale of goods” there are im¬ 
plied warranties as to the quality of goods. The plain¬ 
tiff contended that she “bought” blood from the de¬ 
fendant hospital, that she was billed separately for this 
purchase, and that as a result thereof she suffered per¬ 
sonal injury that entitled her to damages. Accordingly, 
she claimed that there was an implied warranty that 
the blood furnished was suitable for a blood transfu¬ 
sion. The defendant, Beth David Hospital, filed a mo¬ 
tion to dismiss the complaint in which it contended that 
the transaction involved “services” and that the implied 
warranties of quality found in the Uniform Sales Act 
do not apply to transactions that are not “sales of 
goods.” In filing a motion to dismiss, the defendant ad¬ 
mitted the allegations of the complaint for purposes 
of the pleadings but called upon the court to dismiss 
the action for failure to state a cause of action. The trial 
court denied the motion to dismiss the complaint, hold¬ 
ing in effect that if the plaintiff could prove the allega¬ 
tions of her complaint she would be entitled to a 
verdict. 

The defendant appealed and in a 4-to-3 deci¬ 
sion the Court of Appeals reversed the trial court and 
dismissed the complaint as not stating a cause of 
action. The majority held that the supply of blood by 
the hospital for a price was not a sale but merely an 
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incident of an entire contract for sendees. The Uniform 
Sales Act attaches implied warranties to sales, but 
these warranties are not implied in contracts for serv¬ 
ices. 

Disregarding legalisms, it is clear that the majority 
felt that, notwithstanding the Uniform Sales Act, liabil¬ 
ity without fault should not be imposed upon a hospi¬ 
tal. The dissenting judges contended that, since the 
plaintiff paid a consideration of $60 for the blood alone, 
the transfer could be considered a separate transaction, 
unrelated to the sendees provided by the hospital in 
return for payment of its normal fees. Furthermore, 
the plaintiff had contracted for the provision of medical 
services with her own physician, who performed the 
transfusion, and all the hospital did in this transaction 
was to supply the blood. 

Notwithstanding the result in this case, there is still 
the very real possibility that under a similar set of facts 
a court may yet see fit to impose liability upon a sup¬ 
plier of blood without proof of negligence. Since the 
Perlmutter case was a 4-to-3 decision, a change 
in the composition of the New York Court of Appeals 
might produce an opposite ruling if these facts are 
again presented to die Court. Furthermore, courts in 
other jurisdictions conceivably may be more influenced 
by die dissenters than die majority, since the decision 
has been criticized by a number of legal scholars. 

A writer in St. John’s Law Review stated 21 : 

It does not seem that an opposite conclusion would have re¬ 
sulted in imposing a serious burden upon the Hospital. If a 
recovery were had, then, as the dissent indicated, the hospital 
would have a right of indemnity over against a third party. [The 
blood was supplied by the Blood Transfusion Association.] Nor 
does it seem that the possibility of ultimate personal liability 
would result in the case of blood, in any general public refusal 
to sell blood. The instances in which diseased blood reaches the 
patient would be few. Furthermore, in these cases, the ends of 
justice would be best served by imposition of liability since, in 
the case of jaundice whether or not the blood reaches a patient 
depends upon the integrity of the paid donor in most instances. 
The purpose of implied warranty is to afford protection to the 
buyer. It is an answer of natural justice to the doctrine of caveat 
emptor. 

Tire Harvard Law Review commented 

It would seem that the plaintiff should have been allowed the 
opportunity to attempt to prove the existence of a sale. . . . 
Under these circumstances a jury might reasonably have found 
facts from which a sale could be inferred. 

What apparently represents the current legal and 
social philosophy of many courts in dealing with 
hospital and physician liability for injuries to patients 
was expressed in the University of Pennsylvania Law 
Review 

In the preponderance of cases involving patients and hospitals, 
the hospital will be the better risk bearer, since expensive medical 
treatment is beyond the means of most individuals, while most 
hospitals have sufficient reserves to meet such costs.... In addi¬ 
tion, standard insurance policies to cover this liability are avail¬ 
able to hospitals and have been obtained by many of them. . . . 
These policies provide a means for wider distribution of the 
economic burden of illness caused by infected blood. Pure chance 
determined that the plaintiff rather than any other patient re¬ 
ceived the particular pint of blood which caused the harm, and 
it seems just to distribute the burden among those who had an 
equal opportunity of receiving it. This is particularly true in the 
instant case, where this hospital could pass the loss back to the 


third party defendant which could then distribute the loss among 
all the hospitals to which it sells blood, and through them, in tire 
form of a higher charge for blood, to the persons who obtained 
blood from this common source and received benefit therefrom. 

One conclusion is evident from the Perlmutter case: 
that there is the very real possibility that other courts, 
and even the New York court, may yet hold hospitals 
and blood banks to be insurers of the quality of blood 
they furnish. The American Medical Association Law 
Department has given the problem considerable 
thought and offers these suggestions. First, it would 
seem that as a precautionary measure hospitals should 
change their billing practice with reference to supply¬ 
ing blood. Instead of making a charge for blood, the 
hospital should make an equivalent and specific charge 
for the use of its facilities and the services of its techni¬ 
cians who assist the physician. Second, inasmuch as 
the Uniform Sales Act implies warranties in the sale of 
goods and in the absence of an express agreement to 
the contrary, it is suggested that this situation be cov¬ 
ered by a contractual provision between the patient 
and the hospital to the effect that the hospital does not 
guarantee the quality of tire blood furnished. This 
could be included in a form of consent or agreement 
for blood transfusion or a similar form. A contractual 
provision of this nature would offer no protection in 
a situation where there is negligence on the part of 
the hospital, such as knowingly taking blood from a 
diseased donor or improper storage of blood, because 
a contract to protect oneself from his own future negli¬ 
gence is invalid. However, it may offer protection 
against liability without fault. (forms 1 and 2.) 

Form 1 .— Agreement for Blood Transfusion 

To: Dr. 

(Attending physician) 

and.Hospital Date. 19. 

1. I hereby request and authorize the administration of a 

blood transfusion to.. and such 

(Insert “myself” or name of patient) 
additional transfusions as may be deemed advisable in the judg¬ 
ment of Dr.. the attending phy¬ 

sician, or such physicians as he may designate to assist him. 

2. It is understood and agreed that the physicians will be 
responsible only for the performance of their own individual 
professional acts, and that the blood typing and tire selection of 
compatible blood are the responsibilities of those who actually 
perform the necessary laboratory tests. 

3. It has been fully explained that blood transfusions are not 
always successful in producing a desirable result and that there 
is a possibility of ill-effects such as the transmission of infectious 
hepatitis or other diseases or blood impairments. 

4. Also, it has been explained that emergencies may arise 
when it may not be possible to make adequate cross-matching 
tests, and that immediate need may make it necessary to use 
existing stocks of blood which may not include the most com¬ 
patible blood types. 

5. It is understood and expressly agreed that the blood sup¬ 
plied in accordance with this agreement is incidental to the 
rendition of services and that no requirement, guarantee, or 
warranty' of fitness or quality shall apply. 

Signature of patient. 

When patient is a minor or incompetent to give consent: 

Signature of person authorized to consent for patient 


Address . 

Relationship to patient. 
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Witness: Signature. 

Address . 

City and State. 

Form 2 .— Agreement for Blood-Plasma Transfusion 

To: Dr. 

(Attending physician) 

and.Hospital Date.19. 

1. I hereby request and authorize the administration of blood 

plasma to.in such amounts 

(Insert “myself” or name of patient) 
and at such times as may be deemed advisable in the judgment 

of Dr.. the attending physician, or such 

physicians as he may designate to assist him. 

2. It has been fully explained that blood plasma is a product 
manufactured from pooled blood of many donors and sometimes 
carries the virus of infectious hepatitis and other diseases. It has 
been further explained that the administration of blood plasma 
is not always successful in producing a desirable result. 

3. It is understood and expressly agreed that the blood sup¬ 
plied in accordance with this agreement is incidental to the ren¬ 
dition of sendees and that no requirement, guarantee, or war¬ 
ranty of fitness or quality shall apply. 

Signature of patient. 

When patient is a minor or incompetent to gioe consent: 

Signature of person authorized to consent for patient 


Address . 

Relationship to patient. 

Witness: Signature. 

Address . 

City and State. 

It is difficult to determine the number of accidents 
that occur in the taking of blood. Usually such acci¬ 
dents do not involve injuries as serious as those sus¬ 
tained by patients as a consequence of negligent blood 
transfusions. It is probable that a preponderance of 
such claims are settled out of court. There are, how¬ 
ever, several reported cases in which injuries have 
been sustained by blood donors. 

In Brown v. Shannon West Texas Memorial Hospi¬ 
tal , 24 a blood donor sought to recover for serious injury 
that he alleged to be caused by the use of a nonsterile 
needle. The court held that the burden of proof was 
upon the plaintiff to show by competent evidence that 
the needle was contaminated when used and was a 
proximate cause of the injury of which the plaintiff 
complained. The mere proof that infection followed 
the taking of blood or that it could possibly be attrib¬ 
uted to the use of a nonsterile needle was insufficient 
in the opinion of the court. 

In Saltzer v. Be chord,"'" the plaintiff blood donor was 
not injured, strictly speaking, as a result of any lack 
of technique in the taking of blood. After giving blood 
the plaintiff remarked that he felt faint. He was seated 
by the physician and thereupon fell against a sterilizer 
and was scalded. The court held that the physician 
was not guilty of malpractice in seating the donor in 
proximity to the sterilizer. 

However, the defendant was less fortunate in Boll v. 
Sharp 6- Dohmer 0 In this case a professional blood 
donor who was supplying his blood to a drug company 
signed a release in which the donor stated that he had 
not consulted or received treatment from a physician 
for a period of six weeks, that he was submitting to the 
procedure at his own risk, and that he would not hold 
die company responsible for any consequences that 


might occur. The court held that the signing of such a 
release did not free the defendant company from liabil¬ 
ity resulting from negligence in its technique in taking 
blood. It is basic in tort law that die courts will disre¬ 
gard a contract or release in which one party agrees to 
hold free from liability for future acts of negligence. 

However, it is important to procure a statement from 
a prospective donor, and such a statement will offer 
a measure of protection in some situations. For ex¬ 
ample, it is considered good medical practice that a 
donor should not be permitted to give blood more 
frequently than once in six weeks. There are no re¬ 
ported cases on this precise point, but a court might 
very well consider it negligence for a blood bank to 
knowingly accept blood from a donor at more frequent 
intervals than is good medical practice. It might even 
be held that the hospital blood bank has an affirmative 
duty to inquire as to the last time die donor gave 
blood. Since viruses such as those that cause hepatitis 
cannot be detected by blood examination, there prob¬ 
ably is also a duty upon the blood bank to inquire 
regarding the medical history of a prospective donor. 
A signed statement from the donor would be valuable 
evidence in defending a suit by a patient in which it 
was claimed that adequate precautions were not taken 
to avoid the use of infected blood. 

There is probably a similar responsibility to permit 
the donor to rest for a reasonable period immediately 
following die taking of blood for this is accepted med¬ 
ical practice. Also it is probably customary medical 
practice to caution the donor to avoid physical exertion 
for the remainder of the day. In malpractice cases the 
courts have repeatedly imposed liability upon physi¬ 
cians who have departed from accepted sound medical 
practice. In considering methods to minimize legal 
liability with respect to blood donors, the A. M. A. 
Law Department has these suggestions to offer. Before 
accepting a prospective blood donor it is desirable to 
procure a signed statement from him that sets fortii 
his medical history regarding illnesses that may affect 
the quality of his blood or that might suggest that the 
giving of blood might seriously impair the health of 
the donor. Although a release signed before the taking 
of blood is of no legal value, a release signed after 
the taking of blood, for valuable consideration, may 
possibly be of substantial value in many instances. In 
the case of a paid blood donor, his compensation 
would be stated as consideration in the release. In the 
case of an unpaid blood donor who is supplying blood 
on behalf of a particular patient, the consideration 
would be relinquishment of a stated dollar amount of 
the patient’s bill for services rendered by the hospital. 
Also the release should state that the donor is leaving 
the premises after recovery and is free from the effects 
of the procedure and at his own request and volition 
(forms 3 and 4). 

Form 3 .— Agreement with Blood Donor 
To: Dr. 

(Physician in charge of blood bank) 

and.Hospital Date.19. 

1. On behalf of.., a patient who has been the 

recipient of blood from the.hospital, and in 

order to reduce the obligation which was incurred by this patient 
in receiving such blood, I request that I be accepted as a blood 
donor. 
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2. I represent that I am not now nor have I ever been afflicted 
with syphilis, tuberculosis, malaria, infectious hepatitis, brucel¬ 
losis, infectious mononucleosis or any other infectious diseas, or 
blood impairment, except as stated in paragraph 3. I am in good 
health and know no reason or condition which might impair or 
affect the suitability of my blood or create a danger in any way 
for the recipient of my blood; nor do I know of any condition, 
physical or mental, which might impair my own health and well¬ 
being as a result of my serving as a blood donor. 

3. The following are all the infectious diseases or blood im¬ 
pairments which I have ever had;. 


4. In consideration of the sum of.dollars 

($.) to be paid me for my services as a blood donor, 

which I direct to be applied against the bill for services due and 
owing by the patient referred to in paragraph 1,1 agree to assume 
all of the direct and indirect risks involved, including but not 
limited to personal injuries which I may sustain. 

5. I have been given, understand, and agree to follow the pre¬ 
cautionary instructions which are intended to facilitate my own 
recovery after giving blood. I have also been informed of the 
possibility of ill-effects and the risks involved in serving as a 
blood donor. 

6. The last time that I served as a blood donor was on 

.19. I HEREBY SWEAR THAT ALL OF 

THE ABOVE STATEMENTS ARE TRUE AND CORRECT 
AND THAT I FULLY UNDERSTAND THE MEANING OF 
THIS AGREEMENT. 

Signed . 

Address .. 

City and State. 

Witness . 

ACCEPTED: 

Dr. 

and .Hospital 

By . 

(Duly authorized agent) 

RELEASE AND RECEIPT 

I hereby acknowledge receipt of the sum of. 

dollars ($.), which I direct you to apply against the bill 


for sendees due and owing by., the 

patient on whose behalf I have given my blood, and in consider¬ 
ation therefor I hereby and forever release Dr. 

(Physician in 

. and .Hospital 

charge of blood bank) 


and their agents, employees, and assistants from all liability of 
whatsoever nature, whether in tort or in contract, in connection 
with or resulting from the services that I have already rendered, 
and I am now leaving the premises at my own request. 

I FULLY UNDERSTAND THAT THIS IS A COMPLETE 
RELEASE OF ALL CLAIMS. 

Signed. 

Date...19. 

Witness. 

Witness. 

Form 4.—Agreement with Blood Donor 

To: Dr. 

(Physician in charge of blood bank) 

and.Hospital Date.19. 

1. I represent that I am not now nor have I ever been afflicted 
with syphilis, tuberculosis, malaria, infectious hepatitis, brucel¬ 
losis, infectious mononucleosis or any other infectious disease or 
blood impairment, except as stated in paragraph 2. I am in good 
health and know no reason or condition which might impair or 
affect the suitability of my blood or create a danger in any way 
for die recipient of my blood; nor do I know of any condition, 
physical or mental, which might impair my own health and well¬ 
being as a result of my serving as a blood donor. 

2. The following are all the infectious diseases or blood im¬ 
pairments which I have ex'er had:. 


3. In consideration of the sum of.dollars 

($.) to be paid me for my services as a blood donor, 

I agree to assume all of the direct and indirect risks involved’ 
including but not limited to personal injuries which I may sustain! 

4. I have been given, understand, and agree to follow the 
precautionary instructions which are intended to facilitate my 
own recovery after giving blood. I have also been informed of 
the possibility of ill-effects and the risks involved in my serving 
as a blood donor. 

5. The last time that I served as a blood donor was on 

.19.I HEREBY SWEAR THAT ALL OF 

THE ABOVE STATEMENTS ARE TRUE AND CORRECT 
AND THAT I FULLY UNDERSTAND THE MEANING OF 
THIS AGREEMENT. 

Signed . 

Address . 

City and State. 

Witness . 

ACCEPTED: 

Dr. 

and...Hospital 

By . 

(Duly authorized agent) 

RELEASE AND RECEIPT 

I hereby acknowledge receipt of the sum of. 


dollars ($.) in hand paid, and in consideration thereto; 

I hereby and forever release Dr. 

(Physician in charge of blood bank) 
and.Hospital and their agents, 


employees and assistants from all liability of whatsoever nature, 
whether in tort or in contract, in connection with or resulting 
from the services that I have already rendered, and I am now 
leaving the premises at my own request. 

I FULLY UNDERSTAND THAT THIS IS A COMPLETE 
RELEASE OF ALL CLAIMS. 

Signed... 

Date.19. 

Witness. 

Conclusions 

A number of medical, social, and legal conclusions 
can be drawn from a study of the recent cases involving 
blood transfusions and the taking of blood—all of which 
are interrelated and interdependent. 

From a medical standpoint, the taking and transfu¬ 
sion of blood have evolved from difficult to relatively 
simple techniques, while at the same time the number 
of accidents has apparently increased appreciably. 
This is characteristic of medical progress, for as the 
number of lifesaving procedures increase the number 
of accidents likewise tend to increase even though the 
ratio of accidents to treatment may remain constant 
or even diminish. 

The compensation of injured persons at the expense 
of those who are deemed responsible is determined 
fundamentally by the social philosophy of the courts 
and justified by legal doctrines. Most lawyers will ac¬ 
knowledge the pliability of the law applicable to per¬ 
sonal injuries and the manner in which the courts use 
legal doctrines to accommodate their conceptions of 
social justice. More and more it is evident that the 
courts are relying upon recognition of an underlying 
principle of risk distribution, and this is reflected in 
the frequency of verdicts for the plaintiff. 

No hospital, even if it is a charitable hospital that is 
operated in a jurisdiction that holds such institutions 
to be immune from tort liability, can afford to be 
without insurance coverage in the face of ever-broad¬ 
ening liability. 
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When effective ways are discovered to eliminate 
the legal problems that arise out of accidents in blood 
transfusion and similar accidents, it will be physicians 
and not lawyers who will lead the way by devising 
fool-proof techniques that will avoid such errors as 
mistakes in blood-grouping or label-switching. In some 
of the grey areas the use of good medicolegal forms 
will offer a measure of protection. However, in the final 
analysis these legal problems can be dealt with ade¬ 
quately only if medicine will provide similar emphasis 
upon accident prevention and the utilization of already 
acquired knowledge as it does to scientific advance¬ 
ment, for true medical progress can only be measured 
by the preservation of life. 
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COUNTIES HAVING THE CORONER FUNCTION 
UNDER MEDICAL CONTROL 

In an editorial that appeared in The Journal on 
Sept. 1, 1956, entitled “Medical Examiner Versus 
Coroner System,” it was pointed out that now is the 
time for state medical societies to consider the creation 
of a statewide medical-examiner system for presenta¬ 
tion to their respective 1957 state legislatures. 

Societies that are formulating such programs may 
be interested in the following summary, recently re¬ 
ceived from the National Municipal League, concern¬ 
ing counties that have the coroner function under 
qualified medical control. 

Arizona—Maricopa County only. 

Arkansas—Coroners remain elective but have been 
under the control of the State Medical Examiner since 
1951. 

Connecticut—Coroners must employ physicians. 

Georgia—Since 1953 coroners have been elective but 
are subject to the Director of Crime Laboratory and 
his field medical examiners. 

Maryland—Complete state medical-examiner system 
has been in existence since 1939. 

Massachusetts—Complete state medical-examiner 
system has been in existence since 1877. 

Michigan—Ten counties including Wayne (Detroit) 
have substituted qualified medical examiners under 
optional laws. 

New Hampshire—Medical referee physicians are ap¬ 
pointed by governor. 

New Jersey—County supervisors appoint qualified 
medical examiners. 

New York—There is a civil-service medical examiner 
in the five counties of New York City and in several 
others populous counties. 

North Carolina—Since the passage of enabling legis¬ 
lation of 1955, Union, Polk, and Cumberland counties 
have initiated the medical examiner system. 

North Dakota—County commissions in 29 populous 
counties out of the 53 appoint qualified medical 
examiners. 

Pennsylvania—Philadelphia county has had a med¬ 
ical examiner since 1953. 

Rhode Island—Medical examiner has statewide juris¬ 
diction. 

Vermont—Qualified state pathologist appoints doc¬ 
tors as regional medical examiners. 

Virginia—Post of medical examiner with statewide 
power has been in existence since 1946. 

Wisconsin—Milwaukee county has civil-service ex¬ 
aminer. 

In other states with elective county coroners, phy¬ 
sicians serve from time to time in a minority of the 
counties. Counties required by law to be served by 
qualified medical examiners number about 300 out of 
a total of 3,049. 
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ARIZONA 

Conference on Coccidioidomycosis.—The Arizona 
State Department of Health announces that a confer¬ 
ence on coccidioidomycosis will be held at the Phoenix 
Public Library Auditorium in Phoenix, Feb. 11-13. 
The sessions will open with remarks by Dr. Clarence 
G. Salsburv, commissioner, Arizona State Department 
of Health, Phoenix, and Dr. Robert J. B. Anderson, 
chief, U. S. Public Health Service, Communicable Dis¬ 
ease Center, Atlanta, Ga. The following panels have 
been scheduled for Tuesday: Ecology of Coccidioides 
Immitis; Immunological Studies on Coccidioidomyco¬ 
sis; and Coccidiodomycosis as an Armed Forces 
Problem. A motion picture film, “Coccidioidomycosis— 
Its Epidemiologic and Clinical Aspects,” by Drs. Roger 
O. Egeberg, director, Los Angeles County Hospital, 
and Libero Ajello, Ph.D., U. S. Public Health Service, 
Chamblee, Ga., will be shown Monday at 4:15 p. m. 
Dr. Egeberg will serve as chairman of the opening ses¬ 
sion Monday morning and Chester W. Emmons, Ph.D., 
U. S. Public Health Service, Bethesda, Md., will be 
chairman of the afternoon session. Chairmen of the 
Tuesday sessions will be Dr. Charles E. Smith, dean, 
School of Public Health, University of California, 
Berkeley, and Dr. H. Gilbert Crecelius, director of 
laboratories, Arizona State Department of Health, 
Phoenix. On Wednesday the chairmen will be Dr. 
Peter R. Meis, chief, professional services, U. S. Air 
Force, Davis-Monthan Air Force Base, Tucson, and 
Dr. Anderson. 

CALIFORNIA 

Meeting on Chest Diseases.—“Facts and Fancies in 
Diseases of the Chest” will be the topic of Dr. Maurice 
S. Segal, clinical professor of medicine, Tufts College 
Medical School, Boston, at the meeting of the Ala- 
meda-Contra Costa Medical Association (presented 
in cooperation with the Tuberculosis and Health Asso¬ 
ciation of Alameda and Contra Costa counties), Jan. 
28, 8:15 p. m., in the Highland Auditorium (East 31st 
Street and Vallecito Place, Oakland; KEllog 2-1122). 

CONNECTICUT 

Lecture on Cardiopulmonary Changes at Birth.—The 
Yale University School of Medicine, New Haven, will 
offer a lecture, “Cardiopulmonary Changes at Birth” 
by Dr. Virginia Apgar, professor of anesthesiology, 
Columbia University College of Physicians and Sur¬ 
geons, Feb. 4, 8:15 p. m., in the Fitkin Amphitheater. 
Physicians are invited. 

Course on Economics of Medical Practice.—Drs. David 
B. Allman, Atlantic City', N. J., President-Elect, Ameri¬ 
can Medical Association, and Ralph T. Ogden, Hart- 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. ■ 


ford, president, Connecticut State Medical Society, 
will speak at the Jan. 31 session of the course on 
medical practice that is being presented by the Con¬ 
necticut State Medical Society in cooperation with the 
Yale University School of Medicine, department of 
public health. Their discussion (Brady Auditorium, 
310 Cedar St., New Haven, 4 p. m.) will deal with 
county and state medical organizations, the American 
Medical Association, and their relationship to public 
affairs. 


IDAHO 

Personal.—Dr. Alfred H. Rossomando, Nampa, has 
been named Idaho state chairman of the 1957 Crusade 
for Freedom, which will be conducted in February to 
raise funds for continued operations of Radio Free 
Europe and the Free Europe Press. Dr. Rossomando 
is chief of surgery at the Mercy Hospital and vice- 
president of the Samaritan Hospital, both in Nampa. 
In World War II, he served as a captain in the Medical 
Corps in both the European theater and the South 
Pacific. 

ILLINOIS 

Lecture in Winnetka.—Dr. Frederick H. Allen, direc¬ 
tor, Philadelphia Child Guidance Clinic, and clinical 
professor of psychiatry. University of Pennsylvania 
School of Medicine, Philadelphia, will present “Prob¬ 
lems of Teenagers,” Feb. 6, 8 p. m., at the North Shore 
Health Resort, 225 Sheridan Rd., 'Winnetka. Dr. Allen 
is president of the American Academy of Child Psychi¬ 
atry and past-president of the International Association 
of Child Psychiatry. Physicians are invited to attend. 

Chicago 

Lectures on the Growth of Medicine.—In its series, 
“The Growth of Medicine,” Northwestern University 
Medical School will present the following lectures in 
room 641 of the Ward Memorial Bldg., 303 E. Chicago 
Ave., from 5 to 6 p. m.: 

Feb. 5, Medical Ethics Through the Ages, Ilza Veith, Ph.D., 
assistant professor of the history of medicine. University of 
Chicago Medical School. 

Feb. 12, Siamese Twins, Lester R. Dragstedt, chairman, depart¬ 
ment of surgery. University of Chicago Medical School. 

Feb. 19, The Growth of Our Knowledge of Tumors, William B. 
Wartman, professor of pathology, Northwestern University 
Medical School. 

Feb. 26, Religio Medici (a discussion of the change of attitude 
of doctors toward the practice of medicine through the ages), 
Samuel J. Zakon, associate professor of dermatology, North¬ 
western University Medical School. 

Lectures on Cancer.—The University of Chicago 
School of Medicine will present the following lectures 
in its series, “Fundamental Problems in Cancer,” at 
5 p. m., in room P-117: 

Jan. 28, Biological Comparison of Adult, Embryonic, and Can¬ 
cer Tissue, Harry S. N. Greene, New Haven, Conn. 

Feb. 4, Mammary Cancer, Charles B. Huggins, Chicago, 
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Feb. 11, Biometric Aspects of Neoplastic Disease, Michael B. 
Shimkin, Bethesda, Md. 

Feb. 18, Biochemical Aspects of Cancer, Van R. Potter, Ph.D., 
Madison, Wis. 

Feb. 25, Experimental Pituitary Tumors and the Role of Pitui¬ 
tary Hormones in Target Organ Tumorigenesis, Jacob Furth, 
Boston. 

March 4, Fundamental Considerations in the Chemotherapy of 
Cancer, Chester M. Southam, New York. 

March 11, Natural History of Cancer, David A. Karnofsky, 
New York. 

The series, which began Jan. 7, has presented lec¬ 
tures by Elwood V. Jensen, Ph.D., Dr. Paul E. Steiner, 
Chicago, Wendell M. Stanley, Ph.D., and Dr. Lester 
Breslow, San Francisco. 


NEW JERSEY 

Symposium on Fetal Salvage.—A symposium on fetal 
salvage is scheduled for the Jersey City Medical Cen¬ 
ter, Jan. 26, under the sponsorship of the Margaret 
Hague Maternity Hospital and the Seton Hall College 
of Medicine and Dentistry. Speakers and discussants 
include: 

Placental Insufficiency, Arthur T. Hertig and Donald G. Mc¬ 
Kay, Boston; and Georgeanna E. S. Jones, Baltimore. 
Nutrition in Pregnancy, Elmer L. Severinghaus, Nutley, and 
Bertha S. Burke, A.M., Boston. 

Prevention of Abortion, Carl T. Javert, New York; and George 
V. S. Smith, Brookline, Mass. 

Anesthesia in Pregnancy, Virginia Apgar, New York; and Ben¬ 
jamin E. Marbury, New York. 

Steroids in Pregnancy, M. Edward Davis, Chicago; and Abra¬ 
ham E. Rakoif, Philadelphia. 

NEW YORK 

Symposium on Renal Failure.—A symposium on acute 
renal failure, sponsored by State University of New 
York College of Medicine in Syracuse and the Veterans 
Administration Hospital, will be held at the hospital, 
Feb. 1-2. The program is open to all physicians in 
upstate New York. No registration is necessary. Out- 
of-state participants will include Drs. Jerry A. B. Stir- 
man, Dallas, Texas; Carl W. Walter, Boston; Louis G. 
Welt, Chapel Hill, N. C.; Arthur D. Mason, St. Louis; 
and Arthur J. Merrill, Emory University, Ga. The 
symposium will be moderated by Homer W. Smith, 
Sc.D., of New York University College of Medicine, 
New York City, who will also deliver an address Friday 
evening. The program will include “Pathogenesis of 
Acute Renal Failure,” “Disordered Physiology of Acute 
Renal Failure,” and “Case Presentation and Discussion 
of Therapy of Acute Renal Failure.” 

New York City 

Lecture on Neoplastic Diseases.—In its lectures on neo¬ 
plastic diseases, Montefiore Hospital will offer “Occu¬ 
pational Cancer” by Dr. Wilhelm C. Hueper, chief, 
environmental cancer section, National Cancer Insti¬ 
tute, Bethesda, Md., Feb. I, 3 p. m., in the West Base¬ 
ment Conference Hall. 

Biggs Lecture by Dr. White.—Dr. Paul D. White, 
emeritus professor of medicine, Harvard Medical 
School, Boston, will deliver the 32nd Hermann M. 
Biggs Memorial Lecture at the New York Academy of 


Medicine (2 E. 103rd St.), Feb. 7, 8:30 p. m. His sub¬ 
ject will be "The Relation of Ways of Life to Heart 
Disease.” 

Medical Aid to Hungary.—The American Hungarian 
Medical Association will sponsor a gala dinner concert 
for the benefit of medical aid to Hungary, Feb. 2, at 
the Hotel Plaza. The reception at 6:30 p. m. will be 
followed by dinner at 7:30 p. m. Artists participating 
in the after-dinner concert will include Joseph Szigeti, 
violinist; Agi Jambor and Sari Biro, pianists; and Leslie 
Chabay and Regina Resnick, singers. Tickets for the 
dinner concert ($20 a person) may be obtained from 
the dinner chairman, Dr. Jerome Gerendasy, 11 E. 
68 St., New York 21. 

OHIO 

Dr. Chenoweth Named Professor Emeritus.—Dr. 
Laurence B. Chenoweth, director of students’ health 
service at the University of Cincinnati, who has re¬ 
tired after 36 years of service to the university, has 
been named professor emeritus. Dr. Chenoweth is a 
past-president of the American College Health Associa¬ 
tion and of Phi Epsilon Kappa, physical education 
fraternity. He has served on the board of directors of 
the Cincinnati Social Hygiene Society and on the 
staffs of Deaconess, Bethesda, Jewish, and Christian 
R. Holmes hospitals. 

Dr. Blankenhorn Appointed Educational Director.— 
The Jewish Hospital Association, Cincinnati, an¬ 
nounces the appointment of Dr. Marion A. Blanken¬ 
horn to the position of director of education in the 
department of internal medicine of the Jewish Hospi¬ 
tal. Dr. Blankenhorn has retired as Taylor Professor 
of Medicine and director of the department of internal 
medicine in the University of Cincinnati College of 
Medicine and director of the medical service at the 
Cincinnati General Hospital. Appointed to his post at 
the University of Cincinnati in 1935, he remains as 
professor emeritus at the college of medicine. 

OREGON 

University Mews.—The University of Oregon Medical 
School, Portland, announces that gifts and grants total¬ 
ing $105,642 have been received since early September 
to support educational, research, and service programs. 
Of the total, $56,088 came from the U. S. Public Health 
Service. The largest individual grants went to Robert F. 
Labbe, Ph.D., assistant professor of biochemistry, 
$16,000 from the National Science Foundation, in 
support of research on “The Mechanism by Which 
Iron Is Incorporated into Heme”; Drs. Thomas B. 
Fitzpatrick, professor and head of the division of 
dermatology and syphilology, and Howard S. Mason, 
Ph.D., associate professor of biochemistry, $15,000 
from the Damon Runyon Fund for continuing re¬ 
search on skin cancer; and Dr. Archie R. Tunturi, 
assistant professor of anatomy, $10,000 from the U. S. 
Office of Naval Research, for continuation of funda¬ 
mental research in the anatomy and physiology of the 
acoustic system in the brain and mechanism of the ear. 
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TENNESSEE 

University News.—The University of Tennessee Col¬ 
lege of Medicine, Memphis, announced that Dr. Fried- 
rick Diecke, formerly with the University of Wurzburg, 
has joined the staff of the division of physiology as an 
instructor. 

Dr. Rolfe Honored.—At the 61st annual convention of 
the National Medical Association, its Distinguished 
Service medal was awarded to Dr. Daniel Thomas 
Rolfe, dean of medicine, Meharry Medical College, 
Nashville. The citation emphasized Dr. Rolfe’s long 
and faithful service in the development of Meharry as 
a school of medicine and medical research, his contri¬ 
butions as a teacher of physiology, and his constructive 
enterprise as secretary of the Meharry Alumni Asso¬ 
ciation. 

GENERAL 

Western Society for Clinical Research.—The Western 
Society for Clinical Research will hold its 10th annual 
meeting, Jan. 31-Feb. 2, at the Golden Bough Theatre, 
Carmel, Calif. The president’s address will be delivered 
Thursday at 1:45 p. m. by Dr. William M. M. Kirby, 
Seattle. In all, 50 papers will be read, and more than 
80 speakers will participate by invitation. 

Borden Award to Dr. Greene.—The Borden Award in 
the Medical Sciences was bestowed on Dr. Harry 
S. N. Greene, professor of pathology, Yale University 
School of Medicine, New Haven, Conn., at the annual 
banquet of the association of American Medical Col¬ 
leges in Colorado Springs, Colo., Nov. 11. The award, 
consisting of a gold medal and $1,000, is made an¬ 
nually to an outstanding scientist affiliated with one of 
the nation’s medical schools. Dr. Greene is noted for 
his development of techniques in transplanting tumors. 
A member of the Yale medical faculty since 1943, he 
has been Anthony N. Brady Professor of Pathology 
and chairman of the Yale department of pathology 
since 1950. 

Kenfield Memorial Scholarship.—The American Hear¬ 
ing Society, 1800 H. St. N. W., Washington 6, D. C., 
announces that competition for the Kenfield Memorial 
Scholarship, awarded annually to a prospective teacher 
of lipreading, will open on Feb. 1. Application blanks 
may be obtained from Miss Ruth Bartlett, chairman 
of the society’s Teachers Committee, 432 S. Curson 
Ave. E., Los Angeles 36. Deadline for returning com¬ 
pleted applications to her is April 1. The winner of 
the annual award is entitled to take a course in methods 
and practice in teaching lipreading from any school 
or university in the United States offering a course 
acceptable to the teachers committee of the American 
Hearing Society'. The scholarship is to be used within 
one year from the date of award. The applicant must 
be a well-adjusted person with a pleasing personality, 
legible lips, good speech and voice, and no unpleasant 
mannerisms. Graduation from college with a major 
in education, psychology 7 , and/or speech is a require¬ 
ment. 


Surgeons Meet in New Orleans.—A sectional meeting 
of the American College of Surgeons will be held at 
the Roosevelt and Jung hotels, New Orleans, Feb. 4-7. 
Clinics will be held at Charity Hospital of Louisiana; 
Ey'e, Ear, Nose and Throat Hospital; Hotel Dieu, 
Sisters’ Hospital; Mercy Hospital-Soniat Memorial; 
Ochsner Foundation Hospital; Southern Baptist Hos¬ 
pital; Touro Infirmary; and Veterans Administration 
Hospital. The Louisiana chapter of the college invites 
all registrants to the dinner meeting, Feb. 3, at which 
Dr. James T. Priestley, Rochester, Minn., will be the 
guest speaker. Dr. R. Gordon Holcombe Jr., Lake 
Charles, president of the Louisiana chapter, will pre¬ 
side. Panel discussions have been scheduled on Surgery 
of the Hand; Fluid Balance and Electrolytes; and 
Vascular Grafts. There will be symposiums on the 
Care of the Patient with Multiple Injuries; Cancer of 
the Oral Cavity and Face; Management of the Patient 
with Advanced Cancer; Pediatric Surgery; Manage¬ 
ment of Intrathoracic Lesions; and Congenital Anoma¬ 
lies of the Genitourinary Tract. Numerous panel dis¬ 
cussions and symposiums have also been planned for 
the section meetings. A motion picture symposium is 
scheduled for Tuesday, 8:30-10 p. m. 

Motion Picture Workshop.—A medical motion picture 
workshop will be held Feb. 4-6 on the sound stages of 
the Calvin Company 7 , 1105 Truman Rd., Kansas City 7 , 
Mo. A demonstration will be sponsored by and pre¬ 
sented at the Kansas Medical Center, Kansas City, 
Kan., on Feb. 7. Tuition for the workshop, $60, will 
cover all sessions of the three days and nights, includ¬ 
ing the banquet. There will be no additional fee for the 
Kansas Medical Center tour and audio-visual demon¬ 
strations. Guest speakers include Mr. Ralph Creer, Di¬ 
rector, Motion Pictures and Medical Television, Amer¬ 
ican Medical Association; J. Edwin Foster, Ed. D., 
Audio-Visual Institute of the Association of Medical 
Colleges, Chicago; Mr. Mervin W. La Rue Sr., pro¬ 
ducer, Chicago; Miss Helaine S. Levin, director, film 
library, American Dental Association, Chicago; Joseph 
E. Markee, Ph.D., department of anatomy, Duke 
University School Medicine, Durham, N. C.; Dr. John 
L. Mey'er II, U. S. Public Health Service Hospital, 
Staten Island, N. Y.; Dr. David S. Ruhe, head, depart¬ 
ment of audio-visual education, University of Kansas 
Medical Center, Kansas City; Mr. Warren Sturgis, 
Sturgis-Grant Productions, Inc., New York; and Mr. 
Sy Wexler, Churchill-Wexler Film Productions, Los 
Angeles. 

FOREIGN 

American Hospital in Saudi Arabia Accredited.—The 
Dhahran Health Center of the Arabian American Oil 
Company in Saudi Arabia has been fully accredited by 
the Joint Commission on Accreditation of Hospitals in 
the United States. The 3M> million dollar center in¬ 
cludes a clinic, a 340-bed hospital, and a research sec¬ 
tion. When an additional 67-bed medical wing and a 
40-bed isolation ward now under construction are 
completed, the center will represent an investment of 
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6 million dollars. The two identical outer wings of the 
building constitute the hospital. The ground floor of 
the central wing houses the clinic, laboratories, x-ray 
and physiotherapy sections, and the pharmacy. On the 
second floor are the offices of Dr. Robert C. Page, med¬ 
ical director, his assistant directors, the administrator 
of the center, and other he}' staff members, as well as 
a medical library and conference room. Among the 
projects under way is the development of a vaccine 
for the prevention of trachoma. Aramco has appropri¬ 
ated $500,000 for a five-year project that has been 
undertaken in cooperation with the Harvard School 
of Public Health. The Dhahran Health Center provides 
for the medical needs of over 21,000 employees of 
Aramco and their families and for the public as well, 
devoting 51% of the hospital beds and 28% of the clini¬ 
cal facilities to the general public. These services either 
are given without charge or are heavily subsidized. 
The center maintains a staff of nearly a thousand, in¬ 
cluding 56 physicians, 3 dentists, 260 nurses, 34 tech¬ 
nicians, and a staff of specialists, including radiologists, 
pathologists, and an ophthalmologist, and operates a 



Saudi nurse trainees at the Dhahran Health Center. 


nurses’ training school with S2 students. The clinical 
facilities are capable of treating 50,000 outpatients a 
month. Patients include men, women, and children of 
many nations—Saudis, Lebanese, Pakistanis, Sudanese, 
Americans, Dutch, and Italians. 


EXAMINATIONS 
AND LICENSURE 


American Board of Anesthesiology: Part I. Various locations, 
July 19. Final date for filing application is Jan. 19. Oral. Ashe¬ 
ville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 80 
Seymour St., Hartford 15, Conn. 

American Board of Dermatology: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application is April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

American Board of Internal Medicine: Written. Oct. 21 . 
Oral. New Orleans, Feb. 4-8; Boston, April 3-6. Final date for 
filing application is Jan. 2 . Chicago, May 27-29; San Francisco 
or Los Angeles, September. Final date for filing application is 
Feb. 1. Subspecialties. Gastroenterology. Philadelphia, April 
5-6. Final date for filing application is March 1. Exec. Sec., 
Dr. W. A. Werrell, 1 West Main St., Madison 3, Wis. 


American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: Part I. Vari¬ 
ous cities of the United States, Canada, and military centers 
outside the Continental United States, Feb. 1. Candidates must 
submit case reports to the office of the Secretary within thirty 
days of being notified of their eligibility to Part I. The cases 
must be prepared in the manner described in the Bulletin of 
the board with a duplicate index list. Part II. Chicago, May 
16-25. Request for reexamination in Part II must be received 
prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 

American Board of Ophthalmology: Written. Jan. 21. Final 
date for filing application was July 1. Oral. New York', May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

American Board of Orthopaedic Surgery: Oral. Part II. Chi¬ 
cago, January’ 1957. Final date for filing application was Aug. 
15. Sec., Dr. Sam W. Banks, 116 South Michigan Ave., Chi¬ 
cago 3. 

American Board of Otolaryngology: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date for filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

American Board of Pediatrics: Oral. New Orleans, Feb. 22-24. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilitation: 
Parts I and II. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

American Board of Plastic Surgery: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

American Board of Preventive Medicine: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 

American Board of Proctology: Oral and Written. Parts I and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y'. 

American Board of Psychiatry and Neurology: Oral. New 
Orleans, Mar. 18-19. Final date for filing application was Sept. 
10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S. W., 
Rochester, Minn. 

American Board of Radiology: Tampa, April 1-6. Final date 
for filing application is Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi¬ 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Part II. San Francisco, Jan. 17-18; 
Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, June 10-11. 

American Board of Urology: February 1957. Sec., Dr. William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Board of Thoracic Surgery: Written. Various centers through¬ 
out the country, February 1957, and the closing date for regis¬ 
tration was Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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AIR FORCE 

Insignia and Criteria for Flight Surgeons.—The chief 
of staff, U. S. A. F., recently approved distinctive in¬ 
signia for wear by physicians and dentists. The insig¬ 
nia for flight surgeons, which incorporate the basic 



design of the new medical insignia, are illustrated 
here. The requirements for the flight surgeons’ ratings 
follow: 

Chief Flight Surgeon 

Criteria, Has been rated as senior flight surgeon or aircraft 
observer and has a minimum of 15 years service on flying status 
while assigned to aviation medical duties, during which time he 
must have acquired a minimum of 1,500 hours of flying time; be 
physically qualified; currently on flying status; actively engaged 
in the practice of aviation medicine, and recommended for rating 
by the surgeon general, U. S. A. F. 


Senior Flight Surgeon 

Criteria 1. Has been designated a flight surgeon and has a 
minimum of seven years’ service on flying status while assigned 
to aviation medical duties. During this time he must have acquired 
a minimum of 1,000 hours of flying time; be physically qualified; 
currently on flying status, and actively engaged in the practice 
of aviation medicine. He must have fully completed the aviation 
medicine specialty training program and/or been certified by the 
American Board of Preventive Medicine in aviation medicine or 
satisfactorily completed a professional examination prescribed by 
the surgeon general, U. S. A, F. He must be recommended for the 
rating by the major air command surgeon and/or the surgeon 
general, U. S. A. F. 

Criteria 2. Is currently rated as an aircraft observer and is 
recommended for the rating by the major air command surgeon 
and/or the surgeon general, U. S. A. F. 

Flight Surgeon 

Criteria 1. Has successfully completed phase 2 (advanced 
course in aviation medicine) at the U. S. A. F. School of Aviation 
Medicine. 

Criteria 2. Has practiced in the field of aviation medicine as an 
aviation medical examiner for a period of one year, during which 
time he must have been on flying status. Is credited with a 
minimum of 100 hours of flying time as an aviation medical 
examiner; is physically qualified; currently on flying status, and 
recommended for rating by the major air command surgeon 
and/or the surgeon general, U. S. A. F. 

Criteria 3. Is currently designated as a flight surgeon and 
recommended for rating by the major air command surgeon 
and/or the surgeon general, U. S. A. F. 

New Flights for Patients.—The Military Air Transport 
Service recently instituted a flight from McGuire Air 
Force Base in New Jersey to Travis Air Force Base in 
California, to provide additional transportation of pa¬ 
tients. In addition to its everyday operations, MATS 
flies patients for the entire Department of Defense. 
The big C-118 Liftmaster assigned to the transconti¬ 
nental trip will augment other air transportation of 
patients within the United States. Two trips each week 
are routed from McGuire Air Force Base via Andrews 
Air Force Base, Maryland, Scott Air Force Base, Cali¬ 
fornia, and return, in order that patients may be on- 
loaded or offloaded for distribution to hospitals of final 
destination in those areas. The Liftmaster will be fitted 
with a minimum of IS litters and 30 seats. Col. L. Ren¬ 
der Braswell said that the new schedule not only 
would speed the movement of patients within this 
country but would add to their comfort and well¬ 
being. The East Coast and West Coast terminuses of 
the flights are the principal aerial ports to which 
MATS flies patients from overseas theaters. 

Traffic Safety Conference in Texas.—The state of 
Texas and the U. S. Air Force held a joint conference 
on traffic safety at Austin, Dee. 5-7. Governor Allen 
Shivers of Texas called the conference to discuss a 
better method for reducing traffic accidents among 
Air Force personnel who drive on public highways. 
Col. Homer Garrison Jr., director, Department of 
Public Safety, Texas, gave the conference objectives 
for state traffic officials; Mr. E. C. McFadden, presi¬ 
dent, Texas Safety Association, gave the objectives of 
the Texas traffic safety organizations; Col. W. L. 
Tubbs, (retired), assistant for ground safety, Head¬ 
quarters U. S. A. F., expressed the Air Force objec- 
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tives. Sessions were held on the role of the commander 
and staff in the Air Force traffic program; accident 
control through traffic engineering; driver control 
through enforcement and related functions; improving 
military driver control; the control of vehicle accidents 
through education; and how the Air Force and Texas 
communities could assist each other in the problem. 
Representatives of the Texas Department of Public 
Safety, Texas Highway Department, Texas safety 
organizations, national traffic agencies, national safety 
agencies, and the commanders and their staffs from 
Air Force bases in the state of Texas attended the 
conference, in addition to members of the Headquar¬ 
ters U. S. Air Traffic Safety Committee. Lieut. Col. 
Charles N. Moss, M. C., represented the surgeon gen¬ 
eral as a member of the Headquarters U. S. Air Force 
Traffic Safety Committee. 


NAVY 

Personal.—Capt. John R. Seal, M. C., lectured at the 
University of Wisconsin Medical School, Madison, 
Dec. 9, on “Progress in the Conquest of Acute Respira¬ 
tory Diseases in the Armed Forces.” This paper was 
given on the Medical Education for National Defense 
program being conducted at the university. 


VETERANS ADMINISTRATION 

Blind Veteran Given Rehabilitation Award.—A blind 
veteran who has dedicated his life to helping others 
who have lost their sight received the National Re¬ 
habilitation award of the American Veterans of World 
War II, Dec. 14. He is Russell C. Williams, chief of 
the rehabilitation center at the VA Hospital at Hines, 
Ill., where sightless veterans are taught to “see” with 
the walking cane. 

The award was presented at a ceremony in Chicago, 
attended by more than 300 veterans and government 
and civic officials. Mr. Williams, who was blinded by 
an exploding shell in France in World War II, has 
helped 384 sightless veterans toward a new life dur¬ 
ing the 16 weeks of training each received at the 
Hines center. Last April he represented the VA at 
the two-week world-wide seminar on rehabilitation 
of the blind in London. He is a central figure in the 
training film, “The Long Cane,” which is shown to 
demonstrate the techniques used at the Hines center. 


PUBLIC HEALTH SERVICE 

Stipends for Fellowships Increased.—Increased sti¬ 
pends will be given in fellowships for scientific re¬ 
search or study awarded by two federal agencies, the 
National Science Foundation and the Public Health 
Service. The increase will be made available to all 
fellows appointed after Jan. 1, 1957. 

National Science Foundation fellowships are 
awarded in all fields of science, while Public Health 
Service research fellowships are awarded in medical 


and allied sciences. The stipends at the predoctoral 
level will be increased by $200, which will raise the 
stipend to $1,600 for the first year, $1,800 for the in¬ 
termediate year, and $2,000 for the terminal year. 
Allowances, which include tuition, certain travel ex¬ 
penses, and $350 for each dependent, will remain un¬ 
changed. The new stipends from both agencies at the 
postdoctoral level will be $3,800 for the first year, 
$4,200 for the second year, and $4,600 for the third 
year. This represents increases of $400, $500, and $600 
respectively. Postdoctoral allowances of $350 for each 
dependent, certain travel expenses, and up to $500 
for research supplies will remain unchanged. 

An increase in the stipend for Public Health Service 
regular traineeships will be effective beginning Jan. 1, 
1957. These are awards made directly to candidates 
by an institute of the National Institutes of Health 
for training in an institution of the individual’s choice. 
These stipends are for advanced clinical research 
training in schools of the health sciences. The new 
stipends for Public Health Sendee regular trainee- 
ships will be $3,800 for the first year, $4,200 for the 
second year, and $4,600 for the third year. These 
represent increases over the present traineeships sti¬ 
pends of $400, $500, and $600 respectively. Allow¬ 
ances, which include $350 for each dependent and 
certain travel expenses, will remain unchanged. 

Special traineeship stipends are also awarded by 
certain of the Institutes of Health concerned with 
heart disease, neurological diseases, blindness, arthri¬ 
tis, and metabolic disease to senior candidates for 
specialized training in clinical research and in clinical 
teaching in these fields. 

Water Pollution Control Programs.—Under the new 
Water Pollution Control Act, Congress appropriated 
50 million dollars for the fiscal year 1957 for grants to 
municipalities to aid in constructing sewage treat¬ 
ment facilities. The statute limits a grant to any one 
municipality to 30% of the cost of its project or $250,- 
000, whichever is smaller. Among other conditions, a 
project must be part of a federal-state water pollution 
control program developed cooperatively by the Public 
Health Service, other federal agencies, state and inter¬ 
state agencies, municipalities, and industries. The 
program list now includes about 10,000 municipalities. 

In approving federal aid, the surgeon general is 
required by the act to consider the public benefits of 
the project, the propriety of federal aid in its con¬ 
struction, and the relation of the ultimate costs to 
public interest and necessity. The new statute also 
authorizes a broadened research program to aid in 
establishing and earning out water pollution control 
programs. 

Eight prominent citizens, long interested in water 
conservation problems, were appointed by President 
Eisenhower on Nov. 9 to serve as members of the 
Water Pollution Control Advisory Board of the Public 
Health Service. A ninth member is yet to be named. 
The chairman of the board, as specified by law, will.be 
either the surgeon general or a sanitary engineer officer 
designated by him. 
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AIR FORCE 

Insignia and Criteria for Flight Surgeons.—The chief 
of staff, U. S. A. F., recently approved distinctive in¬ 
signia for wear by physicians and dentists. The insig¬ 
nia for flight surgeons, which incorporate the basic 



design of the new medical insignia, are illustrated 
here. The requirements for the flight surgeons’ ratings 
follow: 

Chief Flight Surgeon 

Criteria. Has been rated as senior flight surgeon or aircraft 
observer and has a minimum of 15 years' service on flying status 
wlrile assigned to aviation medical duties, during which time he 
must have acquired a minimum of 1,500 hours of flying time; be 
physically qualified; currently on flying status; actively engaged 
in the practice of aviation medicine, and recommended for rating 
by the surgeon general, U. S. A. F. 


Senior Flight Surgeon 

Criteria 1. Has been designated a flight surgeon and has a 
minimum of seven years’ service on flying status while assigned 
to aviation medical duties. During this time he must have acquired 
a minimum of 1,000 hours of flying time; be physically qualified; 
currently on flying status, and actively engaged in the practice 
of aviation medicine. He must have fully completed the aviation 
medicine specialty training program and/or been certified by the 
American Board of Preventive Medicine in aviation medicine or 
satisfactorily completed a professional examination prescribed by 
the surgeon general, U. S. A. F. He must be recommended for the 
rating by the major air command surgeon and/or the surgeon 
general, U. S. A. F. 

Criteria 2. Is currently rated as an aircraft observer and is 
recommended for the rating by the major air command surgeon 
and/or the surgeon general, U. S, A. F. 

Flight Surgeon 

Criteria 1. Has successfully completed phase 2 (advanced 
course in aviation medicine) at the U. S. A. F. School of Aviation 
Medicine. 

Criteria 2. Has practiced in the field of aviation medicine as an 
aviation medical examiner for a period of one year, during which 
time he must have been on flying status. Is credited with a 
minimum of 100 hours of flying time as an aviation medical 
examiner; is physically qualified; currently on flying status, and 
recommended for rating by the major air command surgeon 
and/or the surgeon general, U. S. A. F. 

Criteria 3. Is currently designated as a flight surgeon and 
recommended for rating by the major air command surgeon 
and/or the surgeon general, U. S. A. F. 

New Flights for Patients.—The Military Air Transport 
Service recently instituted a flight from McGuire Air 
Force Base in New Jersey to Travis Air Force Base in 
California, to provide additional transportation of pa¬ 
tients. In addition to its everyday operations, MATS 
flies patients for the entire Department of Defense. 
The big C-118 Liftmaster assigned to the transconti¬ 
nental trip will augment other air transportation of 
patients within the United States. Two trips each week 
are routed from McGuire Air Force Base via Andrews 
Air Force Base, Maryland, Scott Air Force Base, Cali¬ 
fornia, and return, in order that patients may be on- 
loaded or offloaded for distribution to hospitals of final 
destination in those areas. The Liftmaster will be fitted 
with a minimum of 18 litters and 30 seats. Col. L. Ren¬ 
der Braswell said that the new schedule not only 
would speed the movement of patients within this 
country but would add to their comfort and well¬ 
being. The East Coast and West Coast terminuses of 
the flights are the principal aerial ports to which 
MATS flies patients from overseas theaters. 

Traffic Safety Conference in Texas.—The state of 
Texas and the U. S. Air Force held a joint conference 
on traffic safety at Austin, Dee. 5-7. Governor Allen 
Shivers of Texas called the conference to discuss a 
better method for reducing traffic accidents among 
Air Force personnel who drive on public highways. 
Col. Homer Garrison Jr., director, Department of 
Public Safety, Texas, gave the conference objectives 
for state traffic officials; Mr. E. C. McFadden, presi¬ 
dent, Texas Safety Association, gave the objectives of 
the Texas traffic safety organizations; Col. W. L- 
Tubbs, (retired), assistant for ground safety, Head¬ 
quarters U. S. A. F., expressed the Air Force objec- 
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tives. Sessions were held on the role of the commander 
and staff in the Air Force traffic program; accident 
control through traffic engineering; driver control 
through enforcement and related functions; improving 
military driver control; the control of vehicle accidents 
through education; and how the Air Force and Texas 
communities could assist each other in the problem. 
Representatives of the Texas Department of Public 
Safety, Texas Highway Department, Texas safety 
organizations, national traffic agencies, national safety 
agencies, and the commanders and their staffs from 
Air Force bases in the state of Texas attended the 
conference, in addition to members of the Headquar¬ 
ters U. S. Air Traffic Safety Committee. Lieut. Col. 
Charles N. Moss, M. C., represented the surgeon gen¬ 
eral as a member of the Headquarters U. S. Air Force 
Traffic Safety Committee. 


NAVY 

Personal.—Capt. John R. Seal, M. C., lectured at the 
University of Wisconsin Medical School, Madison, 
Dec. 9, on “Progress in the Conquest of Acute Respira¬ 
tory Diseases in the Armed Forces.” This paper was 
given on the Medical Education for National Defense 
program being conducted at the university. 


VETERANS ADMINISTRATION 

Blind Veteran Given Rehabilitation Award.—A blind 
veteran who has dedicated his life to helping others 
who have lost their sight received the National Re¬ 
habilitation award of the American Veterans of World 
War II, Dec. 14. He is Russell C. Williams, chief of 
the rehabilitation center at the VA Hospital at Hines, 
Ill., where sightless veterans are taught to “see” with 
the walking cane. 

The award was presented at a ceremony in Chicago, 
attended by more than 300 veterans and government 
and civic officials. Mr. Williams, who was blinded by 
an exploding shell in France in World War II, has 
helped 384 sightless veterans toward a new life dur¬ 
ing the 16 weeks of training each received at the 
Hines center. Last April he represented the VA at 
the two-week world-wide seminar on rehabilitation 
of the blind in London. He is a central figure in the 
training film, “The Long Cane,” which is shown to 
demonstrate the techniques used at the Hines center. 


PUBLIC HEALTH SERVICE 

Stipends for Fellowships Increased.—Increased sti¬ 
pends will be given in fellowships for scientific re¬ 
search or study awarded by two federal agencies, the 
National Science Foundation and the Public Health 
Service. The increase will be made available to all 
fellows appointed after Jan. 1, 1957. 

National Science Foundation fellowships are 
awarded in all fields of science, while Public Health 
Service research fellowships are awarded in medical 


and allied sciences. The stipends at the predoctoral 
level will be increased by $200, which will raise the 
stipend to $1,600 for the first year, $1,800 for the in¬ 
termediate year, and $2,000 for the terminal year. 
Allowances, which include tuition, certain travel ex¬ 
penses, and $350 for each dependent, will remain un¬ 
changed. The new stipends from both agencies at the 
postdoctoral level will be $3,800 for the first year, 
$4,200 for the second year, and $4,600 for the third 
year. Tin's represents increases of $400, $500, and $600 
respectively. Postdoctoral allowances of $350 for each 
dependent, certain travel expenses, and up to $500 
for research supplies will remain unchanged. 

An increase in the stipend for Public Health Service 
regular traineeships will be effective beginning Jan. 1, 
1957. These are awards made directly to candidates 
by an institute of the National Institutes of Health 
for training in an institution of the individual’s choice. 
These stipends are for advanced clinical research j 
training in schools of the health sciences. The new 
stipends for Public Health Service regular trainee- 
ships will be $3,800 for the first year, $4,200 for the 
second year, and $4,600 for the third year. These 
represent increases over the present traineeships sti¬ 
pends of $400, $500, and $600 respectively. Allow¬ 
ances, which include $350 for each dependent and 
certain travel expenses, will remain unchanged. 

Special traineeship stipends are also awarded by 
certain of the Institutes of Health concerned with 
heart disease, neurological diseases, blindness, arthri¬ 
tis, and metabolic disease to senior candidates for 
specialized training in clinical research and in clinical 
teaching in these fields. 

Water Pollution Control Programs.—Under the new 
Water Pollution Control Act, Congress appropriated 
50 million dollars for the fiscal year 1957 for grants to 
municipalities to aid in constructing sewage treat¬ 
ment facilities. The statute limits a grant to any one 
municipality to 30% of the cost of its project or $250,- 
000, whichever is smaller. Among other conditions, a 
project must be part of a federal-state water pollution 
control program developed cooperatively by the Public 
Health Service, other federal agencies, state and inter¬ 
state agencies, municipalities, and industries. The 
program list now includes about 10,000 municipalities. 

In approving federal aid, the surgeon general is 
required by the act to consider the public benefits of 
the project, the propriety of federal aid in its con¬ 
struction, and the relation of the ultimate costs to 
public interest and necessity. The new statute also 
authorizes a broadened research program to aid in 
establishing and carrying out water pollution control 
programs. 

Eight prominent citizens, long interested in water 
conservation problems, were appointed by President 
Eisenhower on Nov. 9 to serve as members of the 
Water Pollution Control Advisory Board of the Public 
Health Service. A ninth member is yet to be named. 

The chairman of the board, as specified by law, will be 
either the surgeon general or a sanitary engineer officer 
designated by him. 
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DEATHS 


Anderson, Ernest Albert, Rock Island, Ill.; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1905; member of the Association of Life In¬ 
surance Medical Directors of America; for many years 
medical director for Modem Woodmen of America; 
died in St. Anthony’s Hospital Oct. 14, aged 79. 

Bacote, Albert Junius, Knoxville, Tenn.; Meharry 
Medical College, Nashville, 1919; for many years 
physician in the city health department; on the cour¬ 
tesy staff of the University of Tennessee Hospital, 
where he died Nov. 6, aged 70, of carcinoma of the 
liver. 

Beardsley, David Elijah ® Cedar Rapids, Iowa; Uni¬ 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1904; fellow of the American 
College of Surgeons; past-president of the Linn County 
Medical Society; for many years city health officer; 
died Oct. 29, aged 77, of heart disease. 

Beatty, Alexander Steele ® Creston, Iowa; Chicago 
- Homeopathic Medical College, 1903; for many years 
county coroner; on the staff of the Greater Community 
| Hospital, where he died Oct. 24, aged 81, of coronary 
thrombosis. 

Belton, Judson Drayer ® Louisville, Ky.; University of 
Louisville School of Medicine, Louisville, 1923; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War I; on the staffs of the Norton 
Memorial Infirmary, Kentucky Baptist Hospital, Jew¬ 
ish Hospital, and the SS. Mary and Elizabeth Hospital, 
where he died Oct. 31, aged 60, of adenocarcinoma of 
the stomach with metastasis. 

Coughlin, John P. ® Evanston, Ill.; Loyola University 
School of Medicine, Chicago, 1917; on the staff of St. 
Francis Hospital, where he died Nov. 21, aged 66, 
of myocardial infarction. 

Davis, Arthur Earl ® Seymour, Iowa; College of 
Physicians and Surgeons of Chicago, School of Medi¬ 
cine of the University of Illinois, 1909; died in the 
Mayo Clinic, Rochester, Minn., Sept. 21, aged 73, 
after a gallbladder operation. 

Davis, Morris M., Clay, Ky.; Kentucky University 
Medical Department, Louisville, 1906; died in the 
Cardwell Clinic Hospital, Providence, Nov. 1, aged 
80, of a cerebral hemorrhage. 

Domblaser, H. Bright ® Los Gatos, Calif.; Johns Hop¬ 
kins University School of Medicine, Baltimore, 1914; 
member of the Minnesota State Medical Association; 
for many years practiced in Minneapolis; fellow of the 
American College of Surgeons; died Oct. 29, aged 72, 
of coronary disease. 

Draper, Edgar Arthur, Cape May, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1912; veteran of World War I; died in the Burdette 
Tomlin Memorial Hospital, Cape May Court House, 
Nov. 17, aged 68, of cerebral hemorrhage. 

i ©Indicates Member of the American Medical Association. 


Epps, Carl Belden ® Sumter, S. C.; Medical College 
of South Carolina, Charleston, 1911; fellow of the 
American College of Surgeons; served one term in 
the House of Representatives from Sumter County; 
on the staff of the Tourney Hospital, where he died 
Nov. 7, aged 74, of hypertension and anterior myo¬ 
cardial infarction. 

Erwin, Frank Lewis, Oak Hill, W. Va.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1913; 
died in the Medical College of Virginia, Hospital Di¬ 
vision, Richmond, Va., Nov. 2, aged 65. 

Files, Edward Hasty ® Cedar Rapids, Iowa; Rush 
Medical College, Chicago, 1928; past-president of the 
Linn County Medical Society; member of the Indus¬ 
trial Medical Association; served as city and county 
health officer; on the staffs of the Mercy and St. Luke’s 
Methodist hospitals; died Oct. 24, aged 58, of coronary 
occlusion. 

Fitzgerald, Robert Roland Braden ® Lockport, N. Y.; 
University of Toronto Faculty of Medicine, Toronto, 
1905; in December, 1955, was honored by the Niagara 
County Medical Society for his 50 years of distin¬ 
guished professional service; consultant in surgery 
at Niagara Falls (N. Y.) Memorial Hospital; served as 
chairman of the board of managers of the Lockport 
City Hospital; died Sept. 11, aged 75, of acute coronary 
thrombosis. 

Franklow, Charles Davis ® Dallas, Texas; Fort Worth 
School of Medicine, Medical Department of Texas 
Christian University, 1915; served in Europe during 
World War I; died Nov. 8, aged 65. 

Frick, David Clements ® Toledo, Ohio; St. Louis 
University School of Medicine, 1933; member of the 
American Academy of General Practice; veteran of 
World War II; director of medicine, Riverside Hospi¬ 
tal ; on the staffs of St. Charles and Toledo hospitals; 
died Nov. 6, aged 49, of cerebral hemorrhage. 

Levy, Katherine, Chicago; Northwestern University 
Woman’s Medical School, Chicago, 1899; died Oct. 21, 
aged 94, of acute myocardial infarction. 

Light, Samuel Dawson W. ® Miami, Fla.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1899; died in the Margaret R. Pardee Memorial Hos¬ 
pital, Hendersonville, N. C., Oct, 16, aged 79, of a 
heart attack. 

McCormick, Francis J., Chicago; Jenner Medical Col¬ 
lege, Chicago, 1909; died in St. Anne’s Hospital Nov. 3, 
aged 80, of bronchopneumonia, cerebral hemorrhage, 
and arteriosclerotic heart disease. 

McLeod, Norman W., Monticello, Fla.; Atlanta (Ga.) 
College of Physicians and Surgeons, 1905; died in 
ThomasviUe, Ga., Oct. 24, aged 78, of hypostatic 
pneumonia following a fracture of the left femur. 

Meneray, Wilbur Eugene ® Gadsden, Ala.; Tulane 
University of Louisiana School of Medicine, New Or¬ 
leans, 1937; member of the Southeastern Surgical Con¬ 
gress and the International College of Surgeons; on the 
staff of the Holy Name of Jesus Hospital, where he 
died Nov. 6, aged 43, of coronary thrombosis. 
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Miller, Samuel Osgood ® Springfield, Mass.; Dart- 
mouth Medical School, Hanover, N.H., 1899; for many 
years on the staff of the Monson State Hospital in 
Palmer; died Oct. 16, aged 88, of coronary infarction. 

Moffses, Phillipp, Orlando, Fla.; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1917; an 
associate member of the American Medical Associa¬ 
tion; formerly practiced in Philadelphia, where he was 
on the staffs of tire Northeastern and Kensington hos¬ 
pitals; died Oct. 13, aged 76, of injuries received in an 
automobile accident. 

Mohr, Dwight Harold, Baltimore; Maryland Medical 
College, Baltimore, 1909; member of die Medical and 
Chirurgical Faculty of Maryland; for many years city 
police physician; veteran of World War I; served in 
die Maryland State Guard; died in the Bon Secours 
Hospital Nov. 6, aged 69, of cerebral hemorrhage. 

Nobles, William Daniel ® Pensacola, Fla.; Adanta 
(Ga.) College of Physicians and Surgeons, 1907; past- 
president of the Escambia County Medical Society; for 
many years city physician; formerly member of die 
state boards of health and medical examiners; retired 
surgeon for the Louisville and Nashville Railroad; on 
the staff of die Sacred Heart Hospital; died Oct. 3, 
aged 76, of coronary thrombosis. 

Parker, William Samuel ® Calvert, Texas; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1900; died Oct. 12, aged 81. 

Parramore, Grace Ryan, Crown Point, Ind.; Woman's 
Medical College of Pennsylvania, Philadelphia, 1918; 
died in St. Luke’s Hospital, Chicago, Oct. 15, aged 64. 

Parsons, Harry Clifford, Pasadena, Calif.; State Uni¬ 
versity of Iowa College of Homeopathic Medicine, 
Iowa City, 1905; died in Sawtelle Sept. 29, aged 80, of 
bronchopneumonia and arteriosclerotic heart disease. 

Piekarski, Anthony Andrew ® St. Louis; St, Louis 
University School of Medicine, 1924; veteran of World 
Wars I and II; died en route to the St. Louis City 
Hospital Oct. 26, aged 57, of myocardium infarction. 

Pomeranz, Herman, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1905; died in the Park East Hospital Oct. 28, aged 71. 

Pratt, Robert Windsor ® Hillsboro, Ohio; Starling 
Medical College, Columbus, 1897; died Nov. 6, aged 
89. 

Rogers, James Winston, Tulsa, Okla.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1913; an associate member of the American 
Medical Association; on the staff of the Hillcrest Med¬ 
ical Center; died Oct. 23, aged 67, of chronic pulmo¬ 
nary emphysema and arteriosclerotic heart disease. 

Ross, Carroll Baldwin ® West Rutland, Vt.; Harvard 
Medical School, Boston, 1886; on the staffs of the Rut¬ 
land Hospital in Rutland and the Proctor Hospital in 
Proctor, where he died Oct. 9, aged 95, of pulmonary 
edema following fracture of the hip. 

Rossel, Carl Gray ® Columbus, Ohio; Ohio State Uni¬ 
versity College of Medicine, Columbus, 1931; also a 
dentist; on the staff of the White Cross Hospital; died 
Oct. 24, aged 56, of heart disease. 


Sanders, William Shirley ® Jasper, Texas; University 
of Texas School of Medicine, Galveston, 1946; member 
of the American Academy of General Practice and the 
Aero Medical Association; president and formerly sec¬ 
retary-treasurer of the Jasper-Newton Counties Medi¬ 
cal Society; co-owner of the Hardy-Hancock Hospital; 
served as a captain and flight surgeon in the Medical 
Corps, U. S. Air Force Reserve; died Oct. 13, aged 33, 
of cerebral hemorrhage after an automobile accident. 

Smink, A. Clarence, Towson, Md.; University of 
Maryland School of Medicine, Baltimore, 1896; served 
on the staffs of the Maryland General and West Balti¬ 
more hospitals in Baltimore; died Oct. 31, aged 80, of 
cerebral hemorrhage. 

Smith, Charles H. ® York, Pa.; Southern Homeopathic 
Medical College, Baltimore, 1905; died Oct. 23, aged 
72. 

Smith, Hardy Horace, Santa Barbara, Calif.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1903; died Oct. 19, aged 76, of cerebral hem¬ 
orrhage. 

Stuteville, Ethel, Oakland, Calif.; Indiana University 
School of Medicine, Indianapolis, 1921; specialist certi¬ 
fied by tire American Board of Radiology; member of 
the American College of Radiology; on the staff of tire 
Kaiser Foundation Hospital, where he died Oct. 11, 
aged 59. 

Swartout, Walter C. ® Muskegon, Mich.; Chicago 
Homeopathic Medical College, 1903; veteran of World 
War I; served as North Muskegon health officer and 
school physician; died Oct. 22, aged 76, of carcinoma 
of the vocal cords with metastasis to the brain. 

Thomas, Hal Perry, State Park, S. C.; Baylor Univer¬ 
sity College of Medicine, Dallas, Texas, 1931; served 
as superintendent of the Woodman of the World Mem¬ 
orial Hospital in San Antonio, Texas; on the staff of the 
South Carolina Sanatorium; died Oct. 19, aged 56. 

Tripp, George Elwin, Mancelona, Mich.; Grand 
Rapids (Mich.) Medical College, 1901; served as 
health officer and on the school board; died Oct. 13, 
aged SO, of carcinoma of the lung. 

Vallandingham, James Lewis, Jr., Lexington, Ky.; 
University of Louisville (Ky.) School of Medicine, 
1946; interned at the Columbia Hospital in Columbia, 
S. C.; served in the U. S. Naval Reserve during the 
Korean War; on the staffs of the Good Samaritan and 
St. Josephs hospitals; died Oct. 19, aged 33. 

Wilson, Guy Vail, Johnstown, N. Y.; Albany (N. Y.) 
Medical College,1904; for many years city commission¬ 
er of public health and welfare; on the staff of the 
' Nathan Littauer Hospital in Gloversville; died in a 
hospital in Canastota Oct. 22, aged 78, of coronary 
; thrombosis. 

' Zoller, Christian H. ® Litchfield, Ill.; St. Louis College 
of Physicians and Surgeons, 1903; member of the 
, Industrial Medical Association; president of the Mont- 
• gomery County Board of Health; served in France 
during World War I; honorary chief of staff, St. 

7 Francis Hospital, where he died Oct. 28, aged 79, 
of arteriosclerotic heart disease. 



29G 


DEATHS 


J.A.M.A., January 26, 1957 


Anderson, Ernest Albert, Rock Island, Ill.; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1903; member of the Association of Life In¬ 
surance Medical Directors of America; for many years 
medical director for Modem Woodmen of America; 
died in St. Anthony’s Hospital Oct. 14, aged 79. 

Bacote, Albert Junius, Knoxville, Tenn.; Meharry 
Medical College, Nashville, 1919; for many years 
physician in the city health department; on the cour¬ 
tesy staff of the University of Tennessee Hospital, 
where he died Nov. 6, aged 70, of carcinoma of the 
liver. 

Beardsley, David Elijah ® Cedar Rapids, Iowa; Uni¬ 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1904; fellow of the American 
College of Surgeons; past-president of the Linn County 
Medical Society; for many years city health officer; 
died Oct. 29, aged 77, of heart disease. 

Beatty, Alexander Steele ® Creston, Iowa; Chicago 
Homeopathic Medical College, 1903; for many years 
county coroner; on the staff of the Greater Community 
Hospital, where he died Oct. 24, aged 81, of coronary 
thrombosis. 

Belton, Judson Drayer ® Louisville, Ky.; University of 
Louisville School of Medicine, Louisville, 1923; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War I; on the staffs of the Norton 
Memorial Infirmary, Kentucky Baptist Hospital, Jew¬ 
ish Hospital, and the SS. Mary and Elizabeth Hospital, 
where he died Oct. 31, aged 60, of adenocarcinoma of 
the stomach with metastasis. 

Coughlin, John P. ® Evanston, Ill.; Loyola University 
School of Medicine, Chicago, 1917; on the staff of St. 
Francis Hospital, where he died Nov. 21, aged 66, 
of myocardial infarction. 

Davis, Arthur Earl ® Seymour, Iowa; College of 
Physicians and Surgeons of Chicago, School of Medi¬ 
cine of the University of Illinois, 1909; died in the 
Mayo Clinic, Rochester, Minn., Sept. 21, aged 73, 
after a gallbladder operation. 

Davis, Morris M., Clay, Ky.; Kentucky University 
Medical Department, Louisville, 1906; died in the 
Cardwell Clinic Hospital, Providence, Nov. 1, aged 
SO, of a cerebral hemorrhage. 

Domblaser, H. Bright ® Los Gatos, Calif.; Johns Hop¬ 
kins University School of Medicine, Baltimore, 1914; 
member of the Minnesota State Medical Association; 
for many years practiced in Minneapolis; fellow of the 
American College of Surgeons; died Oct. 29, aged 72, 
of coronary disease. 

Draper, Edgar Arthur, Cape May, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1912; veteran of World War I; died in the Burdette 
Tomlin Memorial Hospital, Cape May Court House, 
Nov. 17, aged 68, of cerebral hemorrhage. 

Indicates Member of the American Medical Association. 


Epps, Carl Belden ® Sumter, S. C.; Medical College 
of South Carolina, Charleston, 1911; fellow of the 
American College of Surgeons; served one term in 
the House of Representatives from Sumter Count}'; 
on the staff of the Tourney Hospital, where he died 
Nov. 7, aged 74, of hypertension and anterior myo¬ 
cardial infarction. 

Erwin, Frank Lewis, Oak Hill, W. Va.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1913; 
died in the Medical College of Virginia, Hospital Di¬ 
vision, Richmond, Va., Nov. 2, aged 65. 

Files, Edward Hasty ® Cedar Rapids, Iowa; Rush 
Medical College, Chicago, 1928; past-president of the 
Linn County Medical Society; member of the Indus¬ 
trial Medical Association; served as city and county 
health officer; on the staffs of the Mercy and St. Luke’s 
Methodist hospitals; died Oct. 24, aged 58, of coronary 
occlusion. 

Fitzgerald, Robert Roland Braden ® Lockport, N. Y.; 
University of Toronto Faculty of Medicine, Toronto, 
1905; in December, 1955, was honored by the Niagara 
County Medical Society for his 50 years of distin¬ 
guished professional service; consultant in surgery 
at Niagara Falls (N. Y.) Memorial Hospital; served as 
chairman of the board of managers of the Lockport 
City Hospital; died Sept. 11, aged 75, of acute coronary 
thrombosis. 

Franklow, Charles Davis ® Dallas, Texas; Fort Worth 
School of Medicine, Medical Department of Texas 
Christian University, 1915; served in Europe during 
World War I; died Nov. 8, aged 65. 

Frick, David Clements ® Toledo, Ohio; St. Louis 
University School of Medicine, 1933; member of the 
American Academy of General Practice; veteran of 
World War II; director of medicine. Riverside Hospi¬ 
tal; on the staffs of St. Charles and Toledo hospitals; 
died Nov. 6, aged 49, of cerebral hemorrhage. 

Levy, Katherine, Chicago; Northwestern University 
Woman’s Medical School, Chicago, 1899; died Oct, 21, 
aged 94, of acute myocardial infarction. 

Light, Samuel Dawson W. ® Miami, Fla.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1899; died in the Margaret R. Pardee Memorial Hos¬ 
pital, Hendersonville, N. C., Oct. 16, aged 79, of a 
heart attack. 

McCormick, Francis J., Chicago; Jenner Medical Col¬ 
lege, Chicago, 1909; died in St. Anne’s Hospital Nov. 3, 
aged 80, of bronchopneumonia, cerebral hemorrhage, 
and arteriosclerotic heart disease. 

McLeod, Norman W., Monticeilo, Fla.; Atlanta (Ga.) 
College of Physicians and Surgeons, 1905; died in 
Thomasville, Ga., Oct. 24, aged 78, of hypostatic 
pneumonia following a fracture of the left femur. 
Meneray, Wilbur Eugene ® Gadsden, Ala.; Tulane 
University of Louisiana School of Medicine, New Or¬ 
leans, 1937; member of the Southeastern Surgical Con¬ 
gress and the International College of Surgeons; on the 
staff of the Holy Name of Jesus Hospital, where he 
died Nov. 6, aged 43, of coronary thrombosis. 
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Miller, Samuel Osgood ® Springfield, Mass.; Dart¬ 
mouth Medical School, Hanover, _N. H., 1899; for many 
years on the staff of the Monson State Hospital in 
Palmer; died Oct. 16, aged 88, of coronary infarction, 

Moffses, Phillipp, Orlando, Fla.; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1917; an 
associate member of the American Medical Associa¬ 
tion; formerly practiced in Philadelphia, where he was 
on the staffs of the Northeastern and Kensington hos¬ 
pitals; died Oct. 13, aged 76, of injuries received in an 
automobile accident. 

Mohr, Dwight Harold, Baltimore; Maryland Medical 
College, Baltimore, 1909; member of the Medical and 
Chirurgical Faculty bf Maryland; for many years city 
police physician; veteran of World War I; served in 
the Maryland State Guard; died in the Bon Secours 
Hospital Nov. 6, aged 69, of cerebral hemorrhage. 

Nobles, William Daniel ® Pensacola, Fla.; Atlanta 
(Ga.) College of Physicians and Surgeons, 1907; past- 
president of the Escambia County Medical Society; for 
many years city physician; formerly member of the 
•state boards of health and medical examiners; retired 
surgeon for the Louisville and Nashville Railroad; on 
the staff of the Sacred Heart Hospital; died Oct. 3, 
aged 76, of coronary thrombosis. 

Parker, William Samuel ® Calvert, Texas; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1900; died Oct. 12, aged 81. 

Parramore, Grace Ryan, Crown Point, Ind.; Womans 
Medical College of Pennsylvania, Philadelphia, 1918; 
died in St. Luke’s Hospital, Chicago, Oct. 15, aged 64. 

Parsons, Harry Clifford, Pasadena, Calif.; State Uni¬ 
versity of Iowa College of Homeopathic Medicine, 
Iowa City, 1905; died in Sawtelle Sept. 29, aged 80, of 
bronchopneumonia and arteriosclerotic heart disease. 

Piekarski, Anthony Andrew ® St. Louis; St. Louis 
University School of Medicine, 1924; veteran of World 
Wars I and II; died en route to the St. Louis City 
Hospital Oct. 26, aged 57, of myocardium infarction. 

Pomeranz, Herman, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1905; died in the Park East Hospital Oct. 28, aged 71. 

Pratt, Robert Windsor ® Hillsboro, Ohio; Starling 
Medical College, Columbus, 1897; died Nov. 6, aged 
89. 

Rogers, James Winston, Tulsa, Okla.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1913; an associate member of the American 
Medical Association; on the staff of the Hillcrest Med¬ 
ical Center; died Oct. 23, aged 67, of chronic pulmo¬ 
nary emphysema and arteriosclerotic heart disease. 

Ross, Carroll Baldwin ® West Rutland, Vt.; Harvard 
Medical School, Boston, 1886; on the staffs of the Rut- ; 
land Hospital in Rutland and the Proctor Hospital in < 
Proctor, where he died Oct. 9, aged 95, of pulmonary 
edema following fracture of the hip. 

Rossel, Carl Gray ® Columbus, Ohio; Ohio State Uni- > 
versity College of Medicine, Columbus, 1931; also a 1 
dentist; on the staff of the White Cross Hospital; died • 
Oct. 24, aged 56, of heart disease. 


Sanders, William Shirley ® Jasper, Texas; University 
of Texas School of Medicine, Galveston, 1946; member 
of the American Academy of General Practice and the 
Aero Medical Association; president and formerly sec¬ 
retary-treasurer of the Jasper-Newton Counties Medi¬ 
cal Society; co-owner of the Hardy-Hancock Hospital; 
served as a captain and flight surgeon in the Medical 
Corps, U. S. Air Force Reserve; died Oct. 13, aged 33, 
of cerebral hemorrhage after an automobile accident. 

Smink, A. Clarence, Towson, Md.; University of 
Maryland School of Medicine, Baltimore, 1896; served 
on the staffs of the Maryland General and West Balti¬ 
more hospitals in Baltimore; died Oct. 31, aged 80, of 
cerebral hemorrhage. 

Smith, Charles H. ® York, Pa.; Southern Homeopathic 
Medical College, Baltimore, 1905; died Oct. 23, aged 
72. 

Smith, Hardy Horace, Santa Barbara, Calif.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1903; died Oct. 19, aged 76, of cerebral hem¬ 
orrhage. 

Stuteville, Ethel, Oakland, Calif.; Indiana University 
School of Medicine, Indianapolis, 1921; specialist certi¬ 
fied by the American Board of Radiology; member of 
the American College of Radiology; on the staff of the 
Kaiser Foundation Hospital, where he died Oct. 11, 
aged 59. 

Swartout, Walter C. ® Muskegon, Mich.; Chicago 
Homeopathic Medical College, 1903; veteran of World 
War I; served as North Muskegon health officer and 
school physician; died Oct. 22, aged 76, of carcinoma 
of the vocal cords widi metastasis to the brain. 

Thomas, Hal Perry, State Park, S. C.; Baylor Univer¬ 
sity College of Medicine, Dallas, Texas, 1931; served 
as superintendent of the Woodman of the World Mem¬ 
orial Hospital in San Antonio, Texas; on the staff of the 
South Carolina Sanatorium; died Oct. 19, aged 56. 

Tripp, George Elwin, Mancelona, Mich.; Grand 
Rapids (Mich.) Medical College, 1901; served as 
health officer and on the school board; died Oct. 13, 
aged SO, of carcinoma of the lung. 

Vallandingham, James Lewis, Jr., Lexington, Ky.; 
University of Louisville (Ky.) School of Medicine, 
1946; interned at the Columbia Hospital in Columbia, 
S. C.; served in the U. S. Naval Reserve during the 
Korean War; on the staffs of the Good Samaritan and 
St. Josephs hospitals; died Oct. 19, aged 33. 

Wilson, Guy Vail, Johnstown, N. Y.; Albany (N. Y.) 
Medical College,1904; for many years city commission¬ 
er bf public health and welfare; on the staff of the 
Nathan Littauer Hospital in Gloversville; died in a 
hospital in Canastota Oct. 22, aged 78, of coronary 
thrombosis. 

Zoller, Christian H. ® Litchfield, Ill.; St. Louis College 
of Physicians and Surgeons, 1903; member of the 
Industrial Medical Association; president of the Mont¬ 
gomery County Board of Health; served in France 
during World War I; honorary chief of staff, St. 
Francis Hospital, where he died Oct. 28, aged 79, 
of arteriosclerotic heart disease. 
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AUSTRIA 

Renal Arteriography,—At tlie meeting of the Society of 
Physicians in Vienna on Nov. 9, Dr. P. Deuticke said 
that certain risks may be associated with renal arteriog¬ 
raphy. These include extravasation of blood due to 
para-aortic injection of the contrast medium (generally 
without serious consequences) or intestinal or renal 
gangrene due to the use of too strong a concentration 
of the contrast medium. The latter can be avoided by 
trial exposures with only a few cubic centimeters of 
the medium. Transection of the spinal cord (the mech¬ 
anism is not known) and rupture of an existing aneu¬ 
rysm are rare but serious complications. Where other 
methods fail, arteriography shows the existence or 
absence, position, size, and functional value of a kid¬ 
ney. Arteriography is particularly important in the 
evaluation of the existing quantity of parenchyma and 
is, therefore, of great value in the examination of 
patients with hydronephrosis and renal atrophy. It is 
a valuable, generally safe diagnostic procedure. 

Renal Electrolyte Examination.—At the same meeting 
Dr. A. Rosenkranz said that renal electrolyte examina¬ 
tions u'ere important in the diagnosis of renal function 
in children. The day and night rhythm of renal electro¬ 
lyte excretion was determined after the administration 
of acetazolamide in normal persons and in patients 
with various renal diseases. These examinations reveal 
the functional state of the renal tubules. A disturbance 
of these mechanisms depends not only on the intensity 
but also on the kind of renal disease. No difference in 
the day and night rhythm of the renal electrolyte ex¬ 
cretion and no effect after administration of acetazola¬ 
mide occurred in patients with seyere disease of the 
renal tubules. 


NETHERLANDS 

Treatment of Tuberculous Pleurisy and Pericarditis — 
In an article in the Nederlandsch tijdschrift voor 
genecskunde (100:2274, 1956), Gussenhove and Rach- 
man reported the results of local treatment with hydro¬ 
cortisone acetate of tuberculous exudative pleurisy 
and pericarditis. The mechanism of free hydrocorti¬ 
sone and of its acetate ester is the same, but, in view 
of its much slov'er absorption, the latter preparation 
was used. The patients were treated with a local ap¬ 
plication of 125 mg.; if necessary, this was repeated 
twice at weekly intervals. If treatment is accompanied 
by chemotherapy, the authors believe this dosage to 
be safe. In this way five patients with a pleural effu¬ 
sion and one with a pericarditis were treated. In all 
patients there appeared to be a decrease or even a 
disappearance of the exudative fluid within two to 
four weeks. The temperature usually returned to 
normal within a few days, and a much more rapid 


The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


decrease of the sedimentation rate than usual was ob¬ 
served. Two months after the termination of all 
therapy one patient with pleurisy showed hemato¬ 
genous disseminated tuberculosis. The advantages of 
this method of treatment are the much shorter hos¬ 
pitalization period and the avoidance of pleural thick¬ 
ening. The best results of this treatment were seen in 
recently developed cases. No such results were ob¬ 
served in two patients who had had their pleurisy 
for several weeks. 

Decreasing Need for Sanatorium Beds.—As a result of 
a greatly reduced morbidity' from all forms of tuber¬ 
culosis, the number of occupied sanatorium beds has 
gradually decreased. In Ons Ziekenhuis (August, 1936 
the report of an investigation appeared, citing the in 
cidence of tuberculosis in the Netherlands in the year 
1949 through 1955 and attempting to estimate thi 
future sanatorium bed requirements. In 1949, 17,50/ 
new cases of all forms of tuberculosis were reported. 
By 1955, the number had decreased to 8,677. On the 
basis of these findings, it seems probable that in the 
coming years a similar and proportional decrease will 
take place. The general reduction in the morbidity ol 
tuberculosis is largely a result of a markedly lowered 
incidence in the age groups 1-19 and 20-29. In patients 
30 years of age and more there was less of a decrease 
in new cases; in 1955 in this age group the number of 
newly reported cases was 76% of the 1949 total. The 
reduction in the incidence of tuberculosis was not 
evenly distributed over the entire country. It has been 
more pronounced in the three northern provinces, two 
eastern provinces, and in Amsterdam, Rotterdam, and 
The Hague. The average hospital stay per patient is 
about 13 months. An additional important factor in 
determining the number of required sanatorium beds 
is the fact that in the years 1949 through 1955 an ever- 
increasing proportion of these patients have been 
treated in sanatoriums. The percentage of patients 
treated in sanatoriums was 39% in 1949 and 70% in 
1954. While in 1952 all 9,100 sanatorium beds in Hol¬ 
land were occupied, on Jan. 1, 1956, there were 1,232 
vacant beds. In view of this fact, tuberculosis sana¬ 
toriums must alter their functions in the future. 

Serologic Examination for Brucellosis.—Schaap and 
co-workers ( Nederl. tijdschr. geneesh. 100:2822,1956) 
made a serologic study of the incidence of brucellosis 
among 211 slaughterhouse employees and a control 
group of 233 blood donors not so employed. In the 
Netherlands, brucellosis occurs in cows, horses, goats 
and sheep, but not pigs. Three slaughterhouse em¬ 
ployees gave a history of brucellosis. Among the con¬ 
trol group such a history was not obtained. In 10 
members of the test group a positive agglutination 
was found. Eight of these also had a positive comple¬ 
ment-fixation test; of these, two showed a positive 
Goombs test also. Both the complement-fixation test 
and the Coombs test were found positive in 19 others, 
in whom the agglutination test was negative. In 10 
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patients only a positive complement-fixation test was 
found, and in one only a positive Coombs test was 
found. No positive blocking test was found. In tbe 
control members of this group no positive agglutina¬ 
tion test was found. In four only was a positive com¬ 
plement-fixation test found; of these, one also bad a 
positive Coombs test. As the authors were unable to 
correlate known causes of nonspecific reactions with 
these positive serologic findings, they concluded that 
the positive reactors in both groups probably had had 
brucellosis in some form. The difference between the 
percentage of positive serologic tests among the 
slaughterhouse employees (28.4%) and the control 
group (1.7%) may be attributed to the difference in the 
risk of infection. Infection caused by Brucella abortus 
rarely produces distinct clinical symptoms in human 
beings. In view of the results obtained, it is thought 
probable that the agglutination test becomes negative 
or weakly positive soon after the clinical recovery. The 
Coombs test and die complement-fixation test prob¬ 
ably remain positive for a much longer period. 


NEW ZEALAND 

Dr. Candau’s Visit.—Dr. M. G. Candau, director- 
general of die World Health Organization, made a 
six-day tour of New Zealand, accompanied by Dr. I. C. 
Fang, regional director of the Western Pacific for 
WHO. While in Dunedin, Dr. Candau addressed the 
staff and students at Otago Medical School. 

Infant Death Rate.—'The latest statistical report shows 
a further decline in the infant death rate in New 
Zealand. The figures are for 1953, in which year the 
total death rate for non-Maori infants under the age 
of one year was 20.06 per 1,000 live births, compared 
with 21.82 in 1952 and 23.78 in 1949. The rate of still¬ 
births and neonatal deaths increased slightly; among 
non-Maoris it was 32.79 per 1,000 births, compared 
with 32.76 in 1952, but 34.47 in 1949. Among Maoris 
the same trends do not appear so distinctly. In 1953 
the total death rate of children under one year of age 
was 73.67 per 1,000 live births; in 1952 it was 84.45 
and in 1949, 85.82. Stillbirths and neonatal deaths 
were 47.96 per 1,000 live births in 1953, 45.07 in 1952 
and 41.87 in 1949. 

Food for Antarctic Expedition.—Dr. Muriel E. Bell, a 
research worker at the University of Otago Medical 
School, has drawn up. a suitable diet for the New 
Zealand Antarctic expedition. She commented on the 
fact that the weight and space limitations of the ship 
have to be considered in selecting the types of food 
that can be taken. Another difficulty is that there is 
no refrigeration on the ship and that too much re¬ 
frigeration becomes a problem at McMurdo Sound. 
Sledging expeditions demand that the minimum 
weight of food as well as gear be carried. Only a 
limited variety of vegetables can be taken south by 
the party, and these keep fresh for only a limited 
time. When eggs freeze, the shells break and the in¬ 
sides become rubbery. Potatoes must go straight into 
the pot while in the frozen state and are not to be 
thawed out first. Another important consideration has 


been to provide a varied diet to help atone for the 
lack of home comforts. To achieve proper nutrition 
is difficult. At a meeting of the British Association for 
the Advancement of Science held recently, there was 
criticism of the Scott expedition by Sir Raymond 
Priestley, who stated that the expedition failed be¬ 
cause of the lack of vitamin C and total caloric value. 

Ships for Relief to Persons with Leprosy.—The first of 
three small ships being provided by the New Zealand 
Lepers’ Trust Board was launched at Auckland toward 
the end of 1956. The Anglican, Catholic, and Method¬ 
ist churches will receive one of the ships. All three 
ships will be in commission by 1957. The Presbyterian 
Church asked for and will receive a cottage hospital 
in place of a ship. The ships will enable the mission 
bodies of the churches to bring added assistance to 
sick people in isolated islands in the southwest Pacific. 

Oxygen Control in Incubators.—If premature infants 
are exposed to high concentrations of oxygen for more 
than a few days, there is grave danger of the develop¬ 
ment of retrolental fibroplasia with subsequent blind¬ 
ness. It has been shown, however, that this condition 
is unlikely to occur if the oxygen concentration is 40% 
or less and that a higher concentration is of no ad¬ 
vantage in reducing the mortality rate. With these 
facts in mind, Dr. J. R. Ritchie (Proc. Univ. Otago M. 
School 34:15, 1956) has devised an oxygen injector to 
replace the usual normal oxygen inlet in the incu¬ 
bators. Working on the Venturi principle with the 
entrainment of air, it delivers to the incubator 38 to 
42% oxygen at a rate of between 2 and 10 liters per 
minute. Tests were carried out on an Armstrong in¬ 
cubator fitted with such an injector by sampling peri¬ 
odically the enclosed atmosphere using different rates 
of oxygen flow. With the use of a Beckman analyzer, 
the concentration of oxygen after 10 minutes was 
found to be 38% with an oxygen flow of 2 liters per 
minute and 41% with a flow of 8 liters per minute. 
The fall of humidity in the incubator consequent on 
adding dry oxygen and air can be minimized by warm¬ 
ing and humidifying the air in the room. 

Poliomyelitis Vaccination.—In 1957, the department 
of health, acting on the recommendation of the ad¬ 
visory committee on poliomyelitis, will vaccinate over 
200,000 children. The children will be in the 5-to-9- 
year age group. Last year only 8-and-9-year-olds were 
vaccinated. In addition to school children, there is a 
program for the vaccination of nurses, members of 
hospital staff, and pregnant women. The department 
hopes to be able to give poliomyelitis vaccine to 5,000 
people a month in these categories, in addition to the 
200,000 children. 

Hyaline Membrane Disease of the Newborn Infant- 
Hyaline membrane disease occurs in a relatively large 
number of premature infants who die with neonatal 
asphyxia between one hour and five days after birth. 
The causative factors of this condition are obscure. In 
an attempt to elucidate some of these factors. Dr. 
F.J3. Desmond (Proc. Univ. Otago M. School 34:16, 
1956) has reported the results of a survey made at 
Dunedin Public Hospital. Seventeen cases of this dis- 
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case were found in 84 consecutive autopsies on new¬ 
born infants with a postmortem diagnosis of neonatal 
asphyxia. Of the 17 cases, 11 occurred in premature 
babies. The condition was confined to infants 2 to 72 
hours old. All the premature infants, except one, died 
within 24 hours of delivery, and all the full-term in¬ 
fants died between 24 and 72 hours after birth. An 
otherwise similar group of 19 premature infants who 
died between 2 and 72 hours after delivery was studied 
for comparison. The incidence of asphyxia at delivery 
in the two groups did not differ significantly. Presum¬ 
ably asphyxia alone does not play a prominent etio¬ 
logical role. Results from the comparison of phrenic 
nerve stimulation, oxygen administration, incubation, 
and the incidence of vomiting were inconclusive. 
Cesarean section, antepartum hemorrhage, and ma¬ 
ternal general anesthesia occurred more frequently in 
the group of infants who subsequently developed 
Hyaline membrane disease than in the control group. 
The mechanisms by which these conditions operate 
are obscure and need further investigation. 

Breast Feeding.—Deem and MeGeorge (Proc. Univ. 
Otago M. School 34:19, 1956) stated that recent sur¬ 
veys have showed a steady decline in both the inci¬ 
dence and duration of breast feeding. In an attempt 
to assess the importance of antenatal and neonatal 
procedures in the establishment and maintenance of 
lactation, a clinical survey was made of 892 patients 
admitted to the Queen Mary Maternity Hospital, 
Dunedin (cases of illegitimacy and neonatal death 
were excluded). Defective nipples were found to be 
relatively common; Woolwich shells were prescribed 
antenatally for 18.2% of the patients examined, and 
satisfactory results were obtained in most of the cases. 
Previous engorgement sufficient to cause discomfort 
was present in 23.9% of the multiparas; this, together 
with the trouble caused by inadequate nipples, dis¬ 
suaded a number of mothers from further attempts 
at breast feeding. Engorgement was treated mainly 
through manually emptying of both breasts after each 
feeding. After their discharge from the hospital, 90% 
of the patients were followed until lactation ceased. 
On discharge, 76.1% of the infants were fully breast¬ 
fed, 14.8% required complementary feeding, and 9.1% 
were artificially fed. At 3 weeks, 14.5% of the infants 
were artificially fed; at 13 weeks, 49.5%; and at 26 
weeks, 80.5%. In 82 cases, the baby was being bottle- 
fed on discharge. Failure of adequate milk secretion 
was responsible in 44% of these cases. The other rea¬ 
sons for bottle feeding the baby were defective or 
painful nipples (20%), refusal to breast feed (13%), 
maternal physical or mental ill-health (12%), previous 
maternal tuberculosis (8%), and the condition of the 
baby (3%). In 132 patients lactation was deficient, with 
the babies being discharged on breast feeding comple¬ 
mented by other feeding. A study of milk output on 
the 4th, 7th, and 10th days showed that in these pa¬ 
tients the increase in output was below the average, 
and early failure frequently occurred within two to 
four weeks of discharge. Complementary continued 
breast feeding is probably unjustifiable after two to 
four weeks unless the mothers are particularly keen 
to persevere. 


PERU 

Abancay Hepatitis.—An unusual, fulminant type of in¬ 
fectious hepatitis, both endemic and epidemic in na¬ 
ture, is described by Dr. E. Encinas and co-workers 
in Revista Medico de Jaidi (vol. 1, no. 1, 1956). Since 
Dr. Busch reported on the first seven cases at Abancay, 
an Andean city of Peru with a population of 10,000 
which is mostly Indian, and mistakingly attributed 
the condition to muscarin intoxication, many addi¬ 
tional cases have been described. The authors review 
43 cases and show that this disease, which they call 
Abancay hepatitis, has a high case fatality rate, as 
36 patients of their series died. The incidence is 
highest in summer and autumn, and it mainly affects 
children, with the rate in boys twice that in girls. 
No relationship has been showed to exist between 
such factors as race, physical constitution, or socio¬ 
economic conditions on one hand and susceptibility to 
the disease on the other. It is not highly contagious 
and runs an afebrile course except in the terminal 
phase, when the temperature may reach 104 F (40 C) 
or higher. Five stages are described: 1. In the incuba¬ 
tion period, which lasts about two months, the patient 
usually feels well but may have slight malaise and 
mild anorexia. 2. The prodromal period, which lasts 
about three days, is characterized by digestive dis¬ 
turbances; malaise; headache; an enlarged, soft, tender 
liver; cardiac arrhythmia; increased heart sounds; 
photophobia; and nervous irritability. 3. In the inter¬ 
mediary or icteric period, short and poorly defined as 
to duration, mild icterus appears; the symptoms are 
aggravated; and the general condition gets worse. 

4. In the acute stage, which lasts 12 to 24 hours, 
nervous symptoms prevail and the patient dies in 
coma after a transient phase of psychomotor agitation. 

5. If death does not supervene, the patient enters a 
period of slow recuperation. 

The leukocyte count is normal, with a shift to the 
left. Occasionally either hypoleukocytosis or hyper¬ 
leukocytosis is found. The red blood cell count is 
normal, but in some patients a mild hyperglobulinemia 
is noted. Throughout the course the sedimentation rate 
is increased. There is a slight albuminuria during the 
second period, but there is frank proteinuria, averag¬ 
ing 1 gm. per liter, in the terminal stage. Biliary 
pigments are found in tire urine in the third and fourth 
periods, but biliary salts are regularly lacking. Tests 
for leptospirosis and yellow fever are negative. Liver 
specimens from fatal cases reveal lesions similar to 
those of the common infectious hepatitis. 

Bartonellosis.—Involvement of the nervous system re¬ 
sulting in varying neurological manifestations may 
occur in the course of bartonellosis. According to Dr. 
J. Lastres (Anales de la Facultad de Medicina, vol. 39, 
no. 1, 1956), investigation has failed to show a special 
predilection of Bartonella bacilliformis for nervous 
tissues. The neurological symptoms are caused rather 
by parenchymatous lesions secondary to vascular 
changes produced by the organisms, as they do have a 
marked affinity for endothelial tissue. The tremors, 
abnormal sensations, abnormal reflexes, changes in 
muscular tone, and diverse psychic manifestations 
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occur as isolated symptoms. Pyramidal, extrapyrami- 
dal, encephalitic, convulsive, hypertensive, meningeal, 
and mixed syndromes have been observed, with the 
convulsive and encephalomeningeal being the most 
frequent. In some patients involvement of one or more 
cranial nerves, as well as symptoms following lesions 
in the medulla or peripheral nerves, have been re¬ 
ported. The underlying lesions have been fully studied 
by Encinas, Mackenie, and Weiss and comprise 
endothelial changes, occlusive thromboses, obliterative 
thromboangiitis, and patches of glial proliferation. 
Secondary degenerative changes of nervous tissue are 
always present, but they have also been found in 
some neurologically asymptomatic patients. The 
clinical findings depend on the location and extent of 
the lesions, which usually contain the causative agent. 
On the other hand, the anoxia resulting from the over¬ 
whelming Bartonella-induced hemolysis during the 
first or acute phase of the disease is thought by the 
author to contribute to die production of the neurolog¬ 
ical lesions. Antibiotic drugs of value in controlling 
bartonellosis are also useful against the neurological 
and psychic changes and seem greatly to improve the 
neurological outlook of the patient if the lesions are 
not too extensive and do not involve vital areas. 

Intracerebral Hematoma.—Intracerebral hematoma is 
not a rare complication of cranial trauma but it has 
received little attention from medical writers, ac¬ 
cording to Dr. F. Alayza Escardo and co-workers 
(Revista Medica del Hospital Obrero, vol. 5, no. 1, 
1956). In a series of 976 patients with cranial trauma 
they observed this condition in 26. Arteriosclerosis, 
chronic alcoholism, avitaminosis, and syphilis are only 
to be regarded as predisposing factors. Trauma causes 
vasoparalysis, thrombosis, and vasonecrosis. The effects 
of the trauma are worse and the vascular changes 
greater in those zones of the cerebrum, such as the 
temporal lobes, that are relatively immobile. The 
clinical picture is complex, and, although in some 
patients the hematoma is large enough to cause ex¬ 
tensive parenchymal damage and probably death, it is 
usually small, well defined, and gives rise to focal 
signs only. These do not arise immediately after the 
trauma, but rather they become progressively notice¬ 
able. Some authors have even described a symptom- 
free interval following the trauma. In this series, 
however, all patients showed some loss of conscious¬ 
ness between the time of the trauma and the appear¬ 
ance of neurological signs. If the cerebral contusion 
is severe and results in deep loss of consciousness, it 
is difficult to outline chronologically the appearance 
of the focal signs. In almost all of the authors’ patients, 
the time at which loss of consciousness occurred 
could be easily determined but not the time at which 
focal signs began to appear. Arteriography is the 
diagnostic procedure of choice, and it should be re¬ 
sorted to whenever possible. It proved helpful in the 
11 patients on whom it was used. As soon as the 
diagnosis is made, the hematoma should be surgically 
removed. Of the 24 patients in this series who were 
operated on, 11 died. The remaining two were 
moribund on admission. Of the 13 patients who sur¬ 
vived, 4 have completely recovered and are greatly 
improved. 


Electroshock in Neurodermatitis.—The accidental ob¬ 
servation by Dr. Carlos Seguin that the dermal lesions 
disappeared in two patients with chronic, unresponsive 
neurodermatitis who underwent electroshock therapy 
because of severe psychoneurotic symptoms caused 
Dr. O. Valdivia Ponce of the psychiatric department 
of the Workers’ Hospital of Lima to study the thera¬ 
peutic effects of electroshock in patients with chronic 
neurodermatitis resistant to other forms of dermato¬ 
logical treatment. He reported to the psychiatric associ¬ 
ation in November on the results obtained in nine 
patients with long-standing exudative eczema. Psychic 
study disclosed contributory personality and environ¬ 
mental factors. All patients submitted voluntarily to 
the treatment. The maximum number of treatments 
per patient was 12 and tlie minimum 3, with a fre¬ 
quency rate of 2 or 3 weekly. Five patients were com¬ 
pletely cured and four were improved. Of the latter, 
three did not complete the course of treatment. In all 
nine of the patients, remission became manifest after 
the fourth treatment and, in some, after the second. 
In two patients who recovered, follow-up study ex¬ 
tended to about a year and no relapse was noticed. 


SWEDEN 

Treatment of the Tobacco Habit with Lobeline.—Dr. 
B. Ejrup (Svenska liikartidningen, Oct. 12, 1956) has 
explored the capacity of lobeline to break the tobacco 
habit by giving injections of a synthetic preparation 
of lobeline hydrochloride to 133 persons anxious to 
rid themselves of this habit. Among the 101 who took 
a full course of injections were 16 women. The first 
10 were treated as inpatients and the rest as outpa¬ 
tients. In 10 patients this treatment was given for 
cramps of vascular origin in the legs, in 13 for heart 
disease, in 30 for smoker’s cough, in 17 for gastritis, 
in 12 for nervous disturbances, and in the rest for 
various other ailments. Fear of lung cancer was not a 
common incentive to combating the tobacco habit; 
hygiene and the expense involved were. The drug was 
usually given subcutaneously, and its action was 
checked by the use of a placebo. A good effect (con¬ 
sumption of tobacco reduced to nil or 75% of the 
original consumption) was achieved in 73% of the pa¬ 
tients receiving lobeline and in 50% of those receiving 
the placebo, if only those who gave up tobacco com¬ 
pletely were considered, a good result could be 
claimed for 44% of the group treated with lobeline 
and 19% of the group given placebo. Lobeline seemed 
to induce a state of tobacco satiety, with the loss or 
diminution of a craving to smoke. Some patients said 
the cigarettes became tasteless, but while the treat¬ 
ment lasted there was no disagreeable taste in the 
mouth or other discomfort while smoking. Three pa¬ 
tients noted a slight nausea about an hour after an 
injection. In view of the good results noted in some 
patients receiving only a placebo, Ejrup concluded 
that suggestion may play an important part in this 
treatment. 

Diseases Simulating Poliomyelitis.-At a meeting of 
the Swedish Medical Society reported in Nordisk 
medicin for Oct. 11, 1956, Dr. S. Prag said that infec- 
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lions of tlie upper respiratory tract were most likely to 
simulate poliomyelitis. Epidemic myalgia was mis¬ 
taken for poliomyelitis in eight patients in 1953, al¬ 
though it presented fairly definite clinical findings, 
with involvement of the legs and marked tenderness of 
their muscles on dorsiflexion. The patients could only 
crawl on their hands and knees, with their feet in the 
air to relieve traction on the muscles. The pain usually 
disappeared in less than two days, and the slight fever 
passed off promptly. There was slight cervical rigidity, 
but lumbar puncture showed no abnormalities. There 
were multiple cases in several homes, and the disease 
was distinguished from ordinary epidemic myalgia 
only by its localization. Dr. G. Gille said that in the 
Stockholm fever hospital in 1953 about 35% of the 
patients admitted for poliomyelitis were found to suf¬ 
fer from some other disease. About two-thirds of these 
patients with mistaken diagnoses were over 15 years 
of age, whereas younger children figured less promi¬ 
nently in this respect. The diseases simulating polio¬ 
myelitis in this group were the other infectious dis¬ 
eases, from the common cold to malaria. Mental 
diseases were apt to confuse the differential diagnosis, 
and other ailments, such as hemorrhages into the cen¬ 
tral nervous system, brain tumors, and diabetic coma, 
also caused confusion. Dr. J. Barr said that at the 
Orebro fever hospital in the period 1952-1955 as many 
as 158 of the 403 patients sent to the hospital for polio¬ 
myelitis were found not to have it. In a year of a polio¬ 
myelitis epidemic there is, he pointed out, a tendency 
to label cases of aseptic meningitis as nonparalytic 
poliomyelitis or vice versa, but he hoped that comple¬ 
ment-fixation tests might prove useful in distinguishing 
between the two. The cost of diagnosis by virus cul¬ 
ture is a check on the usefulness of this procedure. It 
must be admitted that the early diagnosis of polio¬ 
myelitis continues to present great difficulties. 

Epidemic Hepatitis.—In the same issue Dr. H. Mann- 
beck presented a statistical study of the behavior of 
jaundice in 750 patients with epidemic hepatitis. A 
classification of patients according to their age and the 
duration and intensity of their jaundice showed that 
after the age of 40 in men and 45 in women there was 
a prolongation of the icteric phase and intensification 
of the degree of jaundice. Working on another series 
of 1,500 patients, Mannbeck has found a statistically 
significant difference in the incidence of epidemic 
hepatitis in various social classes. Members of hospital 
staffs, particularly those persons whose work brought 
them into direct contact with patients, had a relatively 
high hepatitic morbidity rate; in this respect student 
nurses had the highest rate. Thus, in general, while 
this rate was only 2 per 1,000 for women between the 
ages of 20 and 80, it was about 7.5 per 1,000 for nurses 
and about 42 per 1,000 for student nurses. While there 
was no sex difference in this rate for children and the 
middle-aged, it was higher for women than for men 
between the ages of 20 and 30. This may be due to the 
comparatively high rate in nurses. Mannbeck suggests 
that much of the spread of epidemic hepatitis in Stock¬ 
holm must be traced to children in whom the disease 
is apt to run a mild course, without marked jaundice. 
The high morbidity rate among nurses in charge of 
children may be explained in this way. 


UNITED KINGDOM 

BenignMyalgicEncephalomyelitis.—Several reports ofa 
disease that in some ways resembles poliomyelitis have 
appeared recently in Britain. In most cases there have 
been no changes in the spinal fluid, but in those reported 
by Dr. Lyle, Newton-Ie- Willows, Lancashire, the spinal 
fluid has shown blood cell counts of about 850 per cubic 
millimeter, mostly mononuclear leukocytes, and 70 mg. 
of protein per 100 ml. Culture was always sterile. The 
disease as seen in Lancashire is characterized in the 
mild cases by a skin rash, transient headache, stiff neck, 
sore throat, and backache. The major type of illness, 
with its acute muscle pain and tenderness, severe head¬ 
ache, and signs of meningoencephalitis, is very striking. 
Both mild and severe attacks occurred in members of 
the same family. An attempt to isolate the causal agent 
from feces and throat washings is being made at the 
public health laboratory in Manchester. Serums have 
been examined for the presence of antibodies for influ¬ 
enza A and B, leptospirosis, lymphocytic choriomenin¬ 
gitis, Q fever, psittacosis, mumps, and infectious mono¬ 
nucleosis, with negative results. 

Twins Born to Victim of Poliomyelitis.—A 23-year-old 
woman of Leigh, Lancashire, who had been paralyzed 
in both legs since an attack of poliomyelitis three years 
earlier, gave birth to twin boys, weighing 6 lb. and 
5 lb. 12 oz. (2,722 gm. and 2,608 gm.) respectively. 
After a period in an incubator, the twins were said to 
be doing well. The mother contracted poliomyelitis 
shortly before the birth of her first child, a boy. Last 
November she had a daughter. She performs her do¬ 
mestic duties in a wheel chair. 

Criticism of Health Service.—The supplement to the 
British Medical Journal of Nov. 10, 1956. publishes a 
resume of the Annual General Meeting of general 
practitioners in Edinburgh. Criticism was freely made 
by a number of physicians that the practice of medi¬ 
cine was now being made a political football, and the 
meeting warmly supported the view that it was time 
medicine was divorced from politics. It was suggested 
that the family physician and hospital services could 
be better run on a corporation basis, as is the British 
Broadcasting Corporation, and administered by phy¬ 
sicians, or it could be modeled along the lines of the 
New Zealand health service. The present structure of 
the National Health Service is fair to neither the pa¬ 
tient nor the physician. Few patients have any idea 
how much they contribute directly to the cost of the 
service, and even fewer know that of the $1.80 that 
the National Insurance Fund receives each week in 
respect of every employed person only 12 cents goes 
toward the National Health Service (10 cents from the 
insured worker and 2 cents from the employer). One 
speaker pointed out that many patients were under 
the delusion that the health service provided a house 
anti a car for the physician. An example of how the 
true situation can be misrepresented was provided by 
the Minister of Health when he recently announced 
that moneys due for practice expenses for the year 
1954-1955 would be paid in December, 1956. Almost 
every physician who spoke deprecated the delay in 
any settlement of remuneration claims and the indi¬ 
rect methods of the Minister in making known to the 
profession the progress of such claims. 
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DEVELOPMENTAL DEFECTS 

To the Editor:— In a recent article entitled “Causes and 
Prevention of Developmental Defects” (]. A. M. A. 
161:1047 [July 14] 1956), T. H. Ingalls presents wliat 
he considers to be “an integrated theory of congenital 
anomalies.” This theory is based on the belief that 
“most congenital anomalies originate as fetal manifes¬ 
tations of critical stress in pregnancy.” The etiological 
explanations and preventive measures offered by In¬ 
galls in defense of his beliefs are oversimplifications. 
So much so that to teratologists they will seem inade¬ 
quate and in fact dangerous. That environmental in¬ 
fluences can deform a normal embryo cannot be 
denied. A host of experimental evidence supports this 
contention. For the sake of proper historical perspec¬ 
tive it should be stated that teratological experiments 
in which fish embryos were deprived of oxygen were 
reported by C. R. Stockard in 1921. It should also be 
stated that adverse environments were shown to cause 
congenital malformations in mammals quite a few 
years before 1950, the year Ingalls reported his tera¬ 
tological findings in the A. M. A. Journal of Diseases 
of Childhood. 

The results of Ingalls’ experiments on exposure of 
mice to what he believes to be anoxia have led him to 
draw certain inferences. Among his assumptions is one 
concerning critical periods during development. Thus 
he writes, “Normal embryos are assumed to be poten¬ 
tial candidates for cyclopia around the first week of 
life, conjoined twins about the second, ectromelia 
around the third.” He is by no means the first to have 
obtained experimental results that encouraged this 
line of reasoning. Cautious teratologists, however, 
have not drawn indefensible conclusions from their 
animal experiments and applied them to humanity 
unreservedly. Chronic and complex situations un¬ 
doubtedly lead to the majority of human congenital 
malformations. They are not made more clear by sim¬ 
plified theories about critical periods, based on ex¬ 
periments with animals exposed to short-term insults. 

Dr.'Ingalls, nevertheless, continues to perpetuate his 
ideas on the etiology of Mongolism, which are derived 
in part from a priori deductions and in part from his 
animal experiments. His ideas in this regard concern 
mishaps to the maternal organisms at critical periods 
of the life of the embryo. Thus he recalls “[of an] 
impressive series of case reports. ... I shall select but 
three that give highlights of pregnancies resulting in 
the birth of a Mongoloid child. . . . carbon monoxide 
poisoning in the second month. . . . head-on collision 
of the automobile ... on the 59th day [my italics].... 
a tooth out under gas-oxygen anesthesia late in the 
second month.” In the paragraph following this pas¬ 
sage, however, Ingalls says these "Sequential rela¬ 
tions . . . prove nothing. . . . Furthermore, such 
dramatic episodes are to be unearthed in only about 
10% of tire protocols of the mothers. of .Mongoloid 
babies.” If such “dramatic episodes” are so rare and 
“prove nothing,” why report them? 


To my knowledge none of the investigators who are 
actively at work in teratology denies the role of genetic 
factors in the etiology of congenital malformations. 
Dr. Ingalls deplores the extravagant spending of 
money “without eliciting . . . that radiation has in¬ 
duced mutations among the wartime residents of 
Hiroshima.” Most radiation-induced mutations are of 
the recessive variety and such mutations can become 
manifest only in second and subsequent generations. 
Dr. Ingalls seems to fear that the result of the in¬ 
creasing attention given to genetic considerations 
in the investigation of congenital malformations will 
be “to bypass embryology and teratology and medi¬ 
cine itself.” The science of developmental genetics 
is engaged in the study of the embryology and mor¬ 
phogenesis of congenital anomalies determined by 
genetic factors. 

To say that “most congenital anomalies originate 
as fetal manifestations of critical stress in preg¬ 
nancy” cannot be upheld in the face of the fact 
that there exist many clear-cut genetically deter¬ 
mined anomalies. A few of these are: chondro¬ 
dystrophy, eccentroosteochondrodysplasia (Morquio’s 
disease), arachnodactyly (Marfan’s syndrome), fragi- 
litas ossium (osteogenesis imperfecta), chondroecto- 
dermal dystrophy, hypertelorism (Crouzon’s disease), 
Fanconi syndrome, fibrocystic disease of the pan¬ 
creas, lipochondrodystrophy (gargoylism), mandibulo¬ 
facial dysostosis, Laurence-Moon-Biedl syndrome, 
osteopetrosis, multiple exostoses, and cleidocranial 
dysostosis. 

It should be of serious concern to physicians that 
recommendations for preventing congenital anomalies 
are of so simple a design as having “mothers let their 
small children get these infections [rubella, mumps, 
chickenpox, pertussis] naturally”; treating “anemia, 
hypothyroidism, organic heart disease, systemic hyper¬ 
tension, retroflexion, and tumor of the uterus”; post¬ 
poning “Elective flights, operations, and dental 
procedures of magnitude”; advising "preparation for 
pregnancy, particularly of older women, and the avoid¬ 
ance of additive stresses”; “Evaluation ... of gyne¬ 
cologic status and such chronic conditions as blood 
and endocrine dyscrasias.” The claim that such routine 
measures will prevent congenital malformations places 
a heavy responsibility on the physician caring for a 
woman before or during pregnancy. If the patient bears 
an abnormal child, may not the physician who operates 
during early pregnancy be charged with the causation 
of that abnormality? The dentist or physician who 
applies anesthesia, or the physician who gives an in¬ 
jection, becomes responsible for the induction of an 
abnormality, when in reality a genetic or an unknown 
factor may be the cause. 

Haeold.Kal.ter, Ph.D. 

Children’s Hospital Research Foundation 

Elland’Avenue and Bethesda 

Cincinnati 29. 
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Hons of the upper respiratory tract were most likely to 
simulate poliomyelitis. Epidemic myalgia was mis¬ 
taken for poliomyelitis in eight patients in 1953, al¬ 
though it presented fairly definite clinical findings, 
with involvement of the legs and marked tenderness of 
their muscles on dorsiflexion. The patients could only 
crawl on their hands and knees, with their feet in the 
air to relieve traction on the muscles. The pain usually 
disappeared in less than two days, and the slight fever 
passed off promptly. There was slight cervical rigidity, 
hut lumbar puncture showed no abnormalities. There 
were multiple cases in several homes, and the disease 
was distinguished from ordinary epidemic myalgia 
only by its localization. Dr. G. Gille said that in the 
Stockholm fever hospital in 1953 about 35% of the 
patients admitted for poliomyelitis were found to suf¬ 
fer from some other disease. About two-thirds of these 
patients with mistaken diagnoses were over 15 years 
of age, whereas younger children figured less promi¬ 
nently in this respect. The diseases simulating polio¬ 
myelitis in this group were the other infectious dis¬ 
eases, from the common cold to malaria. Mental 
diseases were apt to confuse the differential diagnosis, 
and other ailments, such as hemorrhages into the cen¬ 
tral nervous system, brain tumors, and diabetic coma, 
also caused confusion. Dr. J. Barr said that at the 
Orebro fever hospital in the period 1952-1955 as many 
as 158 of the 403 patients sent to the hospital for polio¬ 
myelitis were found not to have it. In a year of a polio¬ 
myelitis epidemic there is, he pointed out, a tendency 
to label cases of aseptic meningitis as nonparalytic 
poliomyelitis or vice versa, but he hoped that comple¬ 
ment-fixation tests might prove useful in distinguishing 
between the two. The cost of diagnosis by virus cul¬ 
ture is a check on the usefulness of this procedure. It 
must be admitted that the early diagnosis of polio¬ 
myelitis continues to present great difficulties. 

Epidemic Hepatitis.—In the same issue Dr. H. Mann- 
beck presented a statistical study of the behavior of 
jaundice in 750 patients with epidemic hepatitis. A 
classification of patients according to their age and the 
duration and intensity of their jaundice showed that 
after tire age of 40 in men and 45 in women there was 
a prolongation of the icteric phase and intensification 
of the degree of jaundice. Working on another series 
of 1,500 patients, Mannbeck has found a statistically 
significant difference in the incidence of epidemic 
hepatitis in various social classes. Members of hospital 
staffs, particularly those persons whose work brought 
them into direct contact with patients, had a relatively 
high hepatitic morbidity rate; in this respect student 
nurses had the highest rate. Thus, in general, while 
this rate was only 2 per 1,000 for women between the 
ages of 20 and 30, it was about 7.5 per 1,000 for nurses 
and about 42 per 1,000 for student nurses. While there 
was no sex difference in this rate for children and the 
middle-aged, it was higher for women than for men 
between the ages of 20 and 30. This may be due to the 
comparatively high rate in nurses. Mannbeck suggests 
that much of the spread of epidemic hepatitis in Stock¬ 
holm must be traced to children in whom the disease 
is apt to run a mild course, without marked jaundice. 
Tire high morbidity rate among nurses in charge of 
children may be explained in this way. 


UNITED KINGDOM 

BenignMyalgicEncephalomyelitis.—Several reports ofa 
disease that in some ways resembles poliomyelitis have 
appeared recently in Britain. In most cases there have 
been no changes in the spinal fluid, but in those reported 
by Dr. Lyle, Newton-le-Willows, Lancashire, the spinal 
fluid has shown blood cell counts of about 850 per cubic 
millimeter, mostly mononuclear leukocytes, and 70 mg. 
of protein per 100 ml. Culture was always sterile. The 
disease as seen in Lancashire is characterized in the 
mild eases by a skin rash, transient headache, stiff neck, 
sore throat, and backache. The major type of illness, 
with its acute muscle pain and tenderness, severe head¬ 
ache, and signs of meningoencephalitis, is very striking. 
Both mild and severe attacks occurred in members of 
the same family. An attempt to isolate the causal agent 
from feces and throat washings is being made at the 
public health laboratory in Manchester. Serums have 
been examined for the presence of antibodies for influ¬ 
enza A and B, leptospirosis, lymphocytic choriomenin¬ 
gitis, Q fever, psittacosis, mumps, and infectious mono¬ 
nucleosis, with negative results. 

Twins Born to Victim of Poliomyelitis.—A 23-year-o!d 
woman of Leigh, Lancashire, who had been paralyzed 
in both legs since an attack of poliomyelitis three years 
earlier, gave birth to twin boys, weighing 6 lb. ami 
5 lb. 12 oz. (2,722 gm. and 2,60S gm.) respectively. 
After a period in an incubator, the twins were said to 
be doing well. The mother contracted poliomyelitis 
shortly before the birth of her first child, a boy. Last 
November she had a daughter. She performs her do¬ 
mestic duties in a wheel chair. 

Criticism of Health Service.—The supplement to the 
British Medical Journal of Nov. 10, 1956. publishes a 
resume of the Annual General Meeting of general 
practitioners in Edinburgh. Criticism was freely made 
by a number of physicians that the practice of medi¬ 
cine was now being made a political football, and the 
meeting warmly supported the view that it was time 
medicine was divorced from politics. It was suggested 
that the family physician and hospital services could 
be better run on a corporation basis, as is tire British 
Broadcasting Corporation, and administered by pay' 
sicians, or it could be modeled along the lines of the 
New Zealand health service. The present structure of 
the National Health Service is fair to neither the pa¬ 
tient nor the physician. Few patients have any idea 
how much they contribute directly to the cost of the 
service, and even fewer know that of the $1.80 that 
the National Insurance Fund receives each week in 
respect of every employed person only 12 cents goes 
toward the National Health Service (10 cents from the 
insured worker and 2 cents from the employer). One 
speaker pointed out that many patients were undei 
the delusion that the health service provided a house 
and a car for the physician. An example of how the 
true situation can be misrepresented was provided by 
the Minister of Health when he recently announced 
that moneys due for practice expenses for the year 
1954-1955 would be paid in December, 1956. Almost 
every physician who spoke deprecated the delay in 
any settlement of remuneration claims and the indi¬ 
rect methods of the Minister in making known to the 
profession the progress of such claims. 
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DEVELOPMENTAL DEFECTS 

f o the Editor:—In a recent article entitled “Causes and 
Prevention of Developmental Defects” ( J. A. M. A. 
161:1047 [July 14] 1956), T. H. Ingalls presents what 
le considers to be “an integrated theory of congenital 
inomalies.” This theory is based on the belief that 
‘most congenital anomalies originate as fetal manifes¬ 
tations of critical stress in pregnancy.” The etiological 
explanations and preventive measures offered by In- 
galls in defense of his beliefs are oversimplifications. 
So much so that to teratologists they will seem inade¬ 
quate and in fact dangerous. That environmental in¬ 
fluences can deform a normal embryo cannot be 
denied. A host of experimental evidence supports this 
contention. For the sake of proper historical perspec¬ 
tive it should be stated that teratological experiments 
in which fish embryos were deprived of oxygen were 
reported by C. R. Stockard in 1921. It should also be 
stated that adverse environments were shown to cause 
congenital malformations in mammals quite a few 
years before 1950, the year Ingalls reported his tera¬ 
tological findings in the A. M. A. Journal of Diseases 
of Childhood. 

The results of Ingalls’ experiments on exposure of 
mice to what he believes to be anoxia have led him to 
draw certain inferences. Among his assumptions is one 
concerning critical periods during development. Thus 
he writes, “Normal embryos are assumed to be poten¬ 
tial candidates for cyclopia around the first week of 
life, conjoined twins about the second, ectromelia 
around the third.” He is by no means the first to have 
obtained experimental results that encouraged this 
line of reasoning. Cautious teratologists, however, 
have not drawn indefensible conclusions from their 
animal experiments and applied them to humanity 
unreservedly. Chronic and complex situations un¬ 
doubtedly lead to tlie majority of human congenital 
malformations. They are not made more clear by sim¬ 
plified theories about critical periods, based on ex¬ 
periments with animals exposed to short-term insults. 

Dr.Tngalls, nevertheless, continues to perpetuate his 
ideas on the etiology of Mongolism, which are derived 
in part from a priori deductions and in part from his 
animal experiments. His ideas in this regard concern 
mishaps to the maternal organisms at critical periods 
of the life of the embryo. Thus he recalls "[of an) 
impressive series of case reports. ... I shall select but 
three that give highlights of pregnancies resulting in 
the birth of a Mongoloid child. . . . carbon monoxide 
poisoning in the second month. . . . head-on collision 
of the automobile ... on the 59th daij [my italics]. ... 
a tooth out under gas-oxygen anesthesia late in the 
second month.” In the paragraph following this pas¬ 
sage, however, Ingalls says these “Sequential rela¬ 
tions . . . prove nothing. . . . Furthermore, such 
dramatic episodes are to be unearthed in only about 
10% of the protocols of the mothers - of Mongoloid 
babies.” If such “dramatic episodes” are so rare and 
“prove nothing,” why report them? 


To my knowledge none of the investigators who are 
actively at work in teratology denies the role of genetic 
factors in the etiology of congenital malformations. 
Dr. Ingalls deplores the extravagant spending of 
money “without eliciting . . . that radiation has in¬ 
duced mutations among the wartime residents of 
Hiroshima.” Most radiation-induced mutations are of 
the recessive variety and such mutations can become 
manifest only in second and subsequent generations. 
Dr. Ingalls seems to fear that the result of the in¬ 
creasing attention given to genetic considerations 
in the investigation of congenital malformations will 
be “to bypass embryology and teratology and medi¬ 
cine itself.” The science of developmental genetics 
is engaged in the study of the embryology and mor¬ 
phogenesis of congenital anomalies determined by 
genetic factors. 

To say that “most congenital anomalies originate 
as fetal manifestations of critical stress in preg¬ 
nancy” cannot be upheld in the face of the fact 
that there exist many clear-cut genetically deter¬ 
mined anomalies. A few of these are: chondro¬ 
dystrophy, eccentroosteochondrodysplasia (Morquio’s 
disease), arachnodactyly (Marfan’s syndrome), fragi- 
litas ossium (osteogenesis imperfecta), chondroecto- 
dermal dystrophy, hypertelorism (Crouzon’s disease), 
Fanconi syndrome, fibrocystic disease of the pan¬ 
creas, lipochondrodystrophy (gargoylism), mandibulo¬ 
facial dysostosis, Laurence-Moon-Biedl syndrome, 
osteopetrosis, multiple exostoses, and cleidocranial 
dysostosis. 

It should be of serious concern to physicians that 
recommendations for preventing congenital anomalies 
are of so simple a design as having “mothers let their 
small children get these infections [rubella, mumps, 
cliickenpox, pertussis] naturally”; treating “anemia, 
hypothyroidism, organic heart disease, systemic hyper¬ 
tension, retroflexion, and tumor of the uterus”; post¬ 
poning “Elective flights, operations, and dental 
procedures of magnitude”; advising “preparation for 
pregnancy, particularly of older women, and the avoid¬ 
ance of additive stresses”; “Evaluation ... of gyne¬ 
cologic status and such chronic conditions as blood 
and endocrine dyscrasias.” The claim that such routine 
measures will prevent congenital malformations places 
a heavy responsibility on the physician caring for a 
woman before or during pregnancy. If the patient bears 
an abnormal child, may not the physician who operates 
during early pregnancy be charged with the causation 
of that abnormality? The dentist or physician who 
applies anesthesia, or the physician who gives an in¬ 
jection, becomes responsible for the induction of an 
abnormality, when in reality a genetic or an unknown 
factor may be the cause. 

Harold Falter, Ph.D. 

Children’s Hospital Research Foundation 

Elland Avenue and Bethesda 

Cincinnati 29. 
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tions of the upper respiratory tract were most likely to 
simulate poliomyelitis. Epidemic myalgia was mis¬ 
taken for poliomyelitis in eight patients in 1953, al¬ 
though it presented fairly definite clinical findings, 
with involvement of the legs and marked tenderness of 
their muscles on dorsiflexion. The patients could only 
crawl on their hands and knees, with their feet in the 
air to relieve traction on the muscles. The pain usually 
disappeared in less than two days, and the slight fever 
passed off promptly. There was slight cervical rigidity, 
but lumbar puncture showed no abnormalities. There 
were multiple cases in several homes, and the disease 
was distinguished from ordinary epidemic myalgia 
only by its localization. Dr. G. Gille said that in the 
Stockholm fever hospital in 1953 about 35% of the 
patients admitted for poliomyelitis were found to suf¬ 
fer from some other disease. About two-thirds of these 
patients with mistaken diagnoses were over 15 years 
of age, whereas younger children figured less promi¬ 
nent]],’ in this respect. The diseases simulating polio¬ 
myelitis in this group were the other infectious dis¬ 
eases, from the common cold to malaria. Mental 
diseases were apt to confuse the differential diagnosis, 
and other ailments, such as hemorrhages into the cen¬ 
tral nervous system, brain tumors, and diabetic coma, 
also caused confusion. Dr. J. Barr said that at the 
Orebro fever hospital in the period 1952-1955 as many 
as 158 of the 403 patients sent to the hospital for polio¬ 
myelitis were found not to have it. In a year of a polio¬ 
myelitis epidemic there is, he pointed out, a tendency 
to label cases of aseptic meningitis as nonparalytic 
poliomyelitis or vice versa, but he hoped that comple¬ 
ment-fixation tests might prove useful in distinguishing 
between the two. The cost of diagnosis by virus cul¬ 
ture is a check on the usefulness of this procedure. It 
must be admitted that the early diagnosis of polio¬ 
myelitis continues to present great difficulties. 

Epidemic Hepatitis.—In the same issue Dr. H. Mann- 
beck presented a statistical study of the behavior of 
jaundice in 750 patients with epidemic hepatitis. A 
classification of patients according to their age and the 
duration and intensity of their jaundice showed that 
after the age of 40 in men and 45 in women there was 
a prolongation of the icteric phase and intensification 
of the degree of jaundice. Working on another series 
of 1,500 patients, Mannbeck has found a statistically 
significant difference in the incidence of epidemic 
hepatitis in various social classes. Members of hospital 
staffs, particularly those persons whose work brought 
them into direct contact with patients, had a relatively 
high hepatitic morbidity rate; in this respect student 
nurses had the highest rate. Thus, in general, while 
this rate was only 2 per 1,000 for women between the 
ages of 20 and 30, it was about 7.5 per 1,000 for nurses 
and about 42 per 1,000 for student nurses. While there 
was no sex difference in this rate for children and the 
middle-aged, it was higher for women than for men 
between the ages of 20 and 30. This may be due to the 
comparatively high rate in nurses. Mannbeck suggests 
that much of the spread of epidemic hepatitis in Stock¬ 
holm must be traced to children in whom the disease 
is apt to run a mild course, without marked jaundice. 
The high morbidity rate among nurses in charge of 
children may be explained in this way. 


UNITED KINGDOM 

BenignMyalgicEncephalomyelitis.—Several reports ofa 
disease that in some ways resembles poliomyelitis have 
appeared recently in Britain. In most cases there have 
been no changes in the spinal fluid, but in those reported 
by Dr. Lyle, Newton-le-Willows, Lancashire, the spinal 
fluid has shown blood cell counts of about 850 per cubic 
millimeter, mostly mononuclear leukocytes, and 70 mg. 
of protein per 100 ml. Culture was always sterile. The 
disease as seen in Lancashire is characterized in the 
mild cases by a skin rash, transient headache, stiff neck, 
sore throat, and backache. The major type of illness, 
with its acute muscle pain and tenderness, severe head¬ 
ache, and signs of meningoencephalitis, is very striking. 
Both mild and severe attacks occurred in members of 
the same family. An attempt to isolate the causal agent 
from feces and throat washings is being made at the 
public health laboratory in Manchester. Serums have 
been examined for the presence of antibodies for influ¬ 
enza A and B, leptospirosis, lymphocytic choriomenin¬ 
gitis, Q fever, psittacosis, mumps, and infectious mono¬ 
nucleosis, with negative results. 

Twins Born to Victim of Poliomyelitis.—A 23-year-old 
woman of Leigh, Lancashire, who had been paralyzed 
in both legs since an attack of poliomyelitis three years 
earlier, gave birth to twin boys, weighing 6 lb. and 
5 lb. 12 oz. (2,722 gm. and 2,608 gm.) respectively. 
After a period in an incubator, the twins were said to 
be doing well. The mother contracted poliomyelitis 
shortly before the birth of her first child, a boy. Last 
November she had a daughter. She performs her do¬ 
mestic duties in a wheel chair. 

Criticism of Health Service.—The supplement to the 
British Medical Journal of Nov. 10, 1956. publishes a 
resume of the Annual General Meeting of general 
practitioners in Edinburgh. Criticism was freely made 
by a number of physicians that the practice of medi¬ 
cine was now being made a political football, and the 
meeting warmly supported the view that it was time 
medicine was divorced from politics. It was suggested 
that the family physician and hospital services could 
be better run on a corporation basis, as is the British 
Broadcasting Corporation, and administered by phy¬ 
sicians, or it could be modeled along the lines of the 
New Zealand health service. The present structure of 
the National Health Service is fair to neither the pa¬ 
tient nor the physician. Few patients have any idea 



the National insurance Fund receives each week in 
respect of every employed person only 12 cents goes 
toward the National Health Service (10 cents from the 
insured worker and 2 cents from the employer). One 
speaker pointed out that many patients were under 
the delusion that the health service provided a house 
and a car for the physician. An example of how the 
true situation can be misrepresented was provided by 
the Minister of Health when he recently announced 
that moneys due for practice expenses for the year 
1954-1955 would be paid in December, 1956. Almost 
every physician who spoke deprecated the delay m 
any settlement of remuneration claims and the indi¬ 
rect methods of the Minister in making known to the 
profession the progress of such claims. 
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DEVELOPMENTAL DEFECTS 

To the Editor:—In a recent article entitled “Causes and 
Prevention of Developmental Defects” (/. A. M. A. 
161:1047 [July 14] 1956), T. H. Ingalls presents what 
le considers to be “an integrated theory of congenital 
momalies.” This theory is based on the belief that 
‘most congenital anomalies originate as fetal manifes¬ 
tations of critical stress in pregnancy.” The etiological 
explanations and preventive measures offered by In¬ 
galls in defense of his beliefs are oversimplifications. 
So much so that to teratologists they will seem inade¬ 
quate and in fact dangerous. That environmental in¬ 
fluences can deform a normal embryo cannot be 
denied. A host of experimental evidence supports this 
contention. For the sake of proper historical perspec¬ 
tive it should be stated that teratological experiments 
in which fish embryos were deprived of oxygen were 
reported by C. R. Stockard in 1921. It should also be 
stated that adverse environments were shown to cause 
congenital malformations in mammals quite a few 
years before 1950, the year Ingalls reported his tera¬ 
tological findings in the A. M. A. Journal of Diseases 
of Childhood. 

The results of Ingalls’ experiments on exposure of 
mice to what he believes to be anoxia have led him to 
draw certain inferences. Among his assumptions is one 
concerning critical periods during development. Thus 
he writes, “Normal embryos are assumed to be poten¬ 
tial candidates for cyclopia around the first week of 
life, conjoined twins about the second, ectromelia 
around the third.” He is by no means the first to have 
obtained experimental results that encouraged this 
line of reasoning. Cautious teratologists, however, 
have not drawn indefensible conclusions from their 
animal experiments and applied them to humanity 
unreservedly. Chronic and complex situations un¬ 
doubtedly lead to the majority of human congenital 
malformations. They are not made more clear by sim¬ 
plified theories about critical periods, based on ex¬ 
periments with animals exposed to short-term insults. 

Dr.'Ingalls, nevertheless, continues to perpetuate his 
ideas on the etiology of Mongolism, which are derived 
in part from a priori deductions and in part from his 
animal experiments. His ideas in this regard concern 
mishaps to the maternal organisms at critical periods 
of the life of the embryo. Thus he recalls "[of an] 
impressive series of case reports. ... I shall select but 
three that give highlights of pregnancies resulting in 
the birth of a Mongoloid child. . . . carbon monoxide 
poisoning in the second month. . . . head-on collision 
of the automobile ... on the 59th day [my italics]. ... 
a tooth out under gas-oxygen anesthesia late in the 
second month.” In the paragraph following this pas¬ 
sage, however, Ingalls says these “Sequential rela¬ 
tions . . . prove nothing. . . . Furthermore, such 
dramatic episodes are to be unearthed in only about 
10% of the protocols of the mothers. of Mongoloid 
babies.” If such “dramatic episodes” are so rare and 
“prove nothing,” why report them? 


To my knowledge none of the investigators who are 
actively at work in teratology denies the role of genetic 
factors in the etiology of congenital malformations. 
Dr. Ingalls deplores the extravagant spending of 
money “without eliciting . . . that radiation has in¬ 
duced mutations among the wartime residents of 
Hiroshima.” Most radiation-induced mutations are of 
the recessive variety and such mutations can become 
manifest only in second and subsequent generations. 
Dr. Ingalls seems to fear that the result of the in¬ 
creasing attention given to genetic considerations 
in the investigation of congenital malformations will 
be “to bypass embryology and teratology and medi¬ 
cine itself.” The science of developmental genetics 
is engaged in the study of the embryology and mor¬ 
phogenesis of congenital anomalies determined by 
genetic factors. 

To say that “most congenital anomalies originate 
as fetal manifestations of critical stress in preg¬ 
nancy” cannot be upheld in the face of the fact 
that there exist many clear-cut genetically deter¬ 
mined anomalies. A few of these are: chondro¬ 
dystrophy, eccentroosteochondrodysplasia (Morquio’s 
disease), arachnodactyly (Marfan’s syndrome), fragi- 
litas ossium (osteogenesis imperfecta), chondroecto- 
dermal dystrophy, hypertelorism (Crouzon’s disease), 
Fanconi syndrome, fibrocystic disease of the pan¬ 
creas, lipochondrodystrophy (gargoylism), mandibulo¬ 
facial dysostosis, Laurence-Moon-Biedl syndrome, 
osteopetrosis, multiple exostoses, and cleidocranial 
dysostosis. 

It should be of serious concern to physicians that 
recommendations for preventing congenital anomalies 
are of so simple a design as having “mothers let their 
small children get these infections [rubella, mumps, 
chickenpox, pertussis] naturally”; treating “anemia, 
hypothyroidism, organic heart disease, systemic hyper¬ 
tension, retroflexion, and tumor of the uterus”; post¬ 
poning “Elective flights, operations, and dental 
procedures of magnitude”; advising “preparation for 
pregnancy, particularly of older women, and tire avoid¬ 
ance of additive stresses”; “Evaluation ... of gyne¬ 
cologic status and such chronic conditions as blood 
and endocrine dyscrasias.” The claim that such routine 
measures will prevent congenital malformations places 
a heavy responsibility on the physician caring for a 
woman before or during pregnancy. If the patient bears 
an abnormal child, may not the physician who operates 
during early pregnancy be charged with the causation 
of that abnormality? The dentist or physician who 
applies anesthesia, or the physician who gives an in¬ 
jection, becomes responsible for the induction of an 
abnormality, when in reality a genetic or an unknown 
factor may be the cause. 

Harold Kalter, Ph.D. 

Children’s Hospital Research Foundation 

Elland Avenue : and Bethesda 

Cincinnati 29. 
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HEALTH EXAMINATIONS FOR PHYSICIANS 

To the Editor :—The notorious negligence of physicians 
of their own health supervision was recently em¬ 
phasized by Dr. Arthur J. Lesser in The Journal of 
Dec. 8, 1956, page 1414. We are loath to burden our 
busy colleagues with additional obligations. In our 
own hospital a clinic has been established for physical 
examinations, treatment, and follow-up care of order¬ 
lies, nurses, technicians, office staff, and other em¬ 
ployees. It is ironic and fallacious that the staff itself, 
who conduct these activities, should be without some 
similar health survey. As a model system may I indi¬ 
cate the program of the Germantown Dispensary and 
Hospital. Each year we specify a definite day and time 
for “Your Health Examination.” Examining teams of 
appropriate members of the staff conduct these screen¬ 
ing sessions. They include history and eyegrounds, 
nose and throat, heart, abdominal, and rectal examina¬ 
tions. The physicians then have a chest x-ray, electro¬ 
cardiogram, complete blood cell count, urinalysis, and 
determination of blood sugar and urea levels. By 
scheduling 12 to 15 examinations in the late afternoon 
once a week, the above can be completed in one and 
one-half to two hours, so that the examinations do not 
become burdensome for the rotating teams or too 
time-consuming for the examinees. A complete confi¬ 
dential report is sent to the physician and his advisor, 
with suggestions if further studies are indicated. Nu¬ 
merous unrecognized and correctible abnormalities 
have been detected, and the peace of mind of a 
normal report has been rewarding to all of us. No fees 
are charged, of course. 

W. Lawrence Cahall, M.D. 

138 W. Walnut Lane 

Germantown 

Philadelphia 44 


MENTAL HEALTH STUDY 

To the Editor.—I should like to call attention to the 
item on page 1062 of the Nov. 10. 1956, issue of 
The Journal that the Community Council of Greater 
New York announced the launching of a comple¬ 
mentary mental health study as part of its three-year 
school health survey. The council issued a release 
this past spring that it was considering such a study 
at the time that it announced the appointment of Dr. 
Ray E. Trussell as chairman of the survey’s advisory 
committee. No statement was ever made that the 
mental health phase was in fact established as part 
of the survey. After preliminary study and consulta¬ 
tion with the survey sponsors, decision was made to 
postpone the mental health study, although a design 
therefor was developed. At present, therefore, no such 
investigation is in active planning. The basic survey is 
continuing as planned. 

J. Donald Kingsley 

Executive Director 

Community Council of Greater New York, Inc. 

44 E. 23rd St. 

New York 10. 


THE LEISURE CORNER 


THE ILLNESSES OF FAMOUS PERSONS 

The causes of disability and death among famous 
persons, contrary to what some members of the gen¬ 
eral public may believe, are no different from those 
affecting ordinary human beings. Viewed in terms of 
modern scientific knowledge, medical history projects 
an illuminating beacon on the great strides made by 
medicine in a relatively short span of time. This is 
especially noticeable when the ills of famous, accom¬ 
plished persons are reviewed. 

In Benvenuto Cellini’s numerous recorded episodes 
of illness, he never hesitated to call on physicians for 
assistance. While he frequently disagreed with them, 
occasionally with the weight of sound reasoning on 
his side, he based his faith on the values of materia 
medica and surgery and expressed a thorough dislike 
for mysticism and other current quasi-medical forms of 
hocus-pocus. Physicians today can find much of med¬ 
ical interest in Cellini’s account of a bout with syphilis. 
When he was 25 years old, he came down with the 
prevalent French disease, so called because it had 
been conveyed and disseminated among the Italian 
populace by the crusading soldiers of Charles VIII of 
France. Cellini described his own case history in 
these words: 

“It was true indeed that I had got the sickness, but 
I believe I caught it from that fine young servant-girl 
whom I was keeping when my house was robbed. The 
French disease, for it was that, remained in me four 
months dormant before it showed itself and then it 
broke out all over my whole body at one instant. It 
was not what one commonly observes but covered my 
flesh with certain blisters of the size of sixpences and 
rose-colored. The doctors would not call it the French 
disease, albeit I told them why I thought it was that. 

I went on treating myself according to their methods 
but derived no benefits. At last, then, I resolved on 
taking the wood against the advice of the first phy¬ 
sicians in Rome, and I took it with most scrupulous 
discipline and rules of abstinence that could be 
thought of, and after a few days I perceived in me a 
great amendment. The result was that at the end of 
fifty days I was cured and as sound as a fish in water. 

In his 65th year, while feeling the encroachments of 
age and the need for tender care, Cellini married a 
woman who had once been his servant and mistress. 
During the remainder of his life, his artistic and social 
activities were greatly restricted by chronic arthritis. 
In 1571, Cellini was stricken by “pleurisy.” Physicians 
at that time were unable to differentiate uncompli¬ 
cated pleurisy from pleuropneumonia, and so it must 
be assumed that it was the latter disease that brought 
about the death of Benvenuto Cellini. 

This article is based on material from a book entitled ‘ Medica! 
Biographies: The Ailments of 33 Famous Persons,” by Philip 
Marshall Dale, M.D., University of Oklahoma Press, 1952. 
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So much has been written about George Washing¬ 
ton’s physical strength and endurance that many peo¬ 
ple are surprised to learn that during his lifetime the 
Father of His Country sustained no less than 10 sieges 
of serious illness. On at least two occasions his phy¬ 
sicians had little hope for his recovery. In Washing¬ 
ton’s day, the average person suffered from many in¬ 
fectious diseases. Most inhabitants of the southernmost 
of the original 13 colonies were infected with malaria 
at one time or another. Washington had a strong 
predilection for the outdoor life and undoubtedly had 
malaria in either an active or dormant form most of 
his life. Apart from his numerous bouts with chills and 
fever and various other newly acquired infections, it 
appears likely that he had more than the normal share 
of illness that comes during a person’s lifetime. 

Washington from early age on had a haunting sense 
of impending death. Fortunately, this did not seem to 
oppress him greatly, for he always insisted that he was 
unafraid of death; indeed, his conduct in the presence 
of danger was composed and deliberate. It is some¬ 
times mentioned that Washington was prematurely 
aged, as attested by his use of a number of false teeth. 
In 1783 when he had to read an address, he apologized 
with the remark, “Gentlemen, will you permit me to 
put on my spectacles for I have not only grown gray 
but almost blind in the sendee of my country.” Al¬ 
though the exact diagnosis of Washington’s final ill¬ 
ness is still a matter of dispute among medical 
historians, it seems likely that a virulent strain of strep¬ 
tococci was responsible for his death. 

Walt Whitman, one of the most robust of American 
poets, derived considerable pleasure from describing 
himself as a “rough, large, proud, affectionate, eating, 
drinking, breeding human being . . ’. his face sunburnt 
and bearded . . . his posture strong and erect. . . 
While this depicts a youthful Walt Whitman, it does 
not accurately describe the years beyond young man¬ 
hood. At 70, the years had already taken their full toll: 
he was barely able to get about, his memory was poor, 
and he constantly complained of indigestion, consti¬ 
pation, and “bladder trouble.” A postmortem examina¬ 
tion disclosed advanced tuberculosis of the right lung, 
collapse of the left lung, tuberculous empyema, dis¬ 
seminated abdominal tuberculosis, a single large gall¬ 
stone, a cyst of an adrenal gland, cerebral arterio¬ 
sclerosis, prostatic hypertrophy, and cloudy swelling 
of the kidneys. 

Guy de Maupassant, master of the short story, re¬ 
vealed evidences of mental disquietude when he was 
34 years old. At that time he confessed a fear “of the 
walls, of the furniture, of familiar objects which 
seemed to assume a kind of animal life.” In his early 
40 s, he became hopelessly insane. He died in a sana¬ 
torium in 1893. It is believed De Maupassant acquired 
syphilis in late youth or early maturity, which 
emerged, after a period of quiescence, in the form of 
a paretic neurosyphilis. His mental breakdown was 
attended by “migraine, melancholia, obsessions, per¬ 
versions, hallucinations, and outbreaks of violent ill- 
tempered behavior.” 


Medical interest in the life of Grover Cleveland 
revolves about a secret operation for cancer performed 
during his second term in the White House. In 1893, 
the President complained of a rough spot on his palate. 
His physician, Dr. R. M. O’Reilley, suspected a malig¬ 
nant growth and sent a tissue specimen to Dr. William 
H. Welch, pathologist at Johns Hopkins, who confirmed 
the diagnosis. The growth was the size of a quarter, 
and extended from the bicuspid teeth on the left side 
to within one-third of an inch of the soft palate. It was 
found to have invaded the overlying bone of the upper 
jaw. It was decided to operate, and surgery was per¬ 
formed under the greatest secrecy aboard the yacht 
Oneida. 

Although most of President Cleveland’s upper jaw 
was removed, the orbital plate was left intact. With 
the subsequent fitting of a prosthesis, the contour of 
his face and its characteristic features were restored. 
At first it was thought the growth was a sarcoma, but 
Dr. Eerdmann later identified it as a carcinoma. 
Grover Cleveland, completed his second term in rela¬ 
tively good health, retiring from political life when his 
term was over. In 1908 he became ill with arthritis and 
heart disease. His death during that year was at¬ 
tributed to a blood clot that had formed in the mal¬ 
functioning heart and was abruptly transported to 
the brain. 

When one thinks of Napoleon Bonaparte, one pic¬ 
tures a vast empire founded by his genius and com¬ 
pletely dependent on him for its existence. When he 
was 40, insidious changes took place in his personal¬ 
ity, and serious errors of judgment produced danger¬ 
ous situations. These were met with faltering action. 
When his indecision resulted in the collapse of an 
empire, there was no question that Napoleon was a 
sick man. 

Despite his not inconsiderable physical and nervous 
endurance, Napoleon never knew robust health. He 
had an abnormal dislike for food and ate his meals 
as though he were swallowing disagreeable medica¬ 
tion. Sometimes he had no more than left the table 
when he was seized by an attack of severe abdominal 
pain that caused him to roll on the floor in anguish. 
During the Italian campaign he was tortured by 
scabies. When he was 30 years old Napoleon suffered 
from cystitis and screamed with pain when he had to 
urinate. The cause of the cystitis was later revealed at 
autopsy when numerous stones were found in his 
bladder. Napoleon also had gallstones, and these 
probably were responsible for severe attacks of ab¬ 
dominal pain. By and large, Napoleon held physicians 
in contempt, although he placed a high value on sur¬ 
geons. “Surgeons,” he declared, “could see what they 
were about, they could save lives, and they were use¬ 
ful in improving the morale of the army.” 

In 1925 Sir Berkeley Moynihan, tire eminent Eng¬ 
lish surgeon and pathologist, examined the viscera of 
Napoleon and found no trace of cancer, despite the 
fact that, when Napoleon died, the autopsy report 
asserted “the internal surface of the stomach to nearly 
its whole extent was a mass of cancerous tissue.” Na¬ 
poleon’s demise, Moynihan declared, resulted from 
perforated peptic ulcer, hemorrhage, and peritonitis. 
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The following statements comprise the December, 
1956, Bulletin of the Joint Commission on Accredita¬ 
tion of Hospitals, 660 N, Rush St., Chicago 11, Ken¬ 
neth B. Babcock, M.D., Director. The member 
organizations are the American College of Physicians, 
American College of Surgeons, American Hospital 
Association, American Medical Association, and Cana¬ 
dian Medical Association— Ed. 

THE MEDICAL STAFF IS SELF-GOVERNING 

The governing body of a hospital must obviously 
delegate the responsibility of medical functions to the 
medical staff. Only the medical staff can assume re¬ 
sponsibility for the quality of medical care rendered to 
patients. In order to fully carry out this responsibility 
it is incumbent on every medical staff to be self- 
appraising and self-regulatory. Although the methods 
and procedures used to accomplish this must be de¬ 
termined by the local hospital staff, they must be 
predicated on fundamental principles and controls 
which cannot be ignored by any hospital medical staff. 

The Standards for Hospital Accreditation of the 
Joint Commission on Accreditation of Hospitals places 
on the medical staff the responsibility for constant 
analysis and review of the clinical work done in a 
hospital. The following help the staff to carry out this 
responsibility: 

1. Selection of those physicians recommended for 
staff appointments and hospital privileges. 

The selection of physicians to be recommended for 
medical staff appointments should be based on the 
following principles: 

a. A license to practice medicine is not a guarantee 
of competence in any field. All that is confers is a legal 
right—not a moral right. 

b. Privileges should be extended to all qualified 
physicians to practice in the hospital in the fields of 
general medicine, surgery, pediatrics, obstetrics, 
gynecology and other specialties according to experi¬ 
ence, judgment, ability and competence as evaluated 
by the Credentials Committee and recommended to 
the Staff and to the Board. 

c. Individual merit and competence should be the 
sole criteria for selection, and under no circumstances 
should the accordance of staff membership or pro¬ 
fessional privileges in a hospital be dependent alone 
upon certification or membership in specialties 
societies. 

In advising the governing body concerning the 
appointment of a physician, the medical staff should 
indicate the scope of privileges which should be ac¬ 
corded to him. To guide the Credentials Committee or 
those assigned this function, the bylaws, rules and 


regulations of the medical staff should define and 
delineate privileges. This is a difficult task and can be 
done only at the local level. Some hospitals use cards 
purchased from medical record companies. Smaller 
hospitals frequently define major and minor privileges 
in medicine, surgery, and obstetrics and gynecology 
and the privileges of an individual physician are de¬ 
termined in each of these three major services. Grant¬ 
ing privileges is a grave responsibility and must be 
thoughtfully and carefully carried out. Staffs and hos¬ 
pital boards should remember the Ohio Supreme Court 
decision “Where a public charitable hospital failed to 
exercise due and reasonable care in the selection of 
physicians ... and injury results from the incompetence 
or negligence of such persons, the hospital is liable.” 
When a physician has been appointed, the privileges 
granted to him should be on file in the office of the 
hospital administrator. In the case of surgical privi¬ 
leges, a duplicate copy should be on file in the operat¬ 
ing room. 

2. Effective organization. 

Constant analysis and review of the clinical work 
done in the hospital can be carried out only by effective 
organization of the medical staff with each member 
assuming his share of responsibility. It means real 
down-to-earth leadership and planning, often taking 
considerable time, resulting occasionally in loss of 
both patients and income. Accepting a staff office and 
committee membership is not just a paper honor; it 
means accepting responsibility for thoughtful conduct 
of executive and administrative affairs and dedication 
to high standards in maintaining quality patient care. 

Effective medical staff organization implies able 
officers, functional bylaws, rules and regulations and 
actively working committees. The control of profes¬ 
sional work can come only from a conscientious staff 
which at all times keeps the welfare of the patient 
foremost in mind in all its deliberations. The com¬ 
mittees most directly concerned with the review of 
patient care are: 

a. Medical Records Committee 

The Medical Records Committee supervises and 
appraises the quality of medical records to insure 
their maintenance at or above the required standard. 
The word quality is the keyword. It is true that the 
committee member checks for completeness, accuracy 
and delinquency, but as he reads each chart his com¬ 
ment to himself should be, “I believe that this case was 
well handled so far as the documentary evidence is 
concerned and if it becomes necessary for another 
physician to continue the case, he could carry on from 
this chart without detriment to the patient.” 

b. Tissue Committee 

The Tissue Committee studies and reports to the 
staff or to the Executive Committee of the staff on the 
agreement or disagreement among the pre-operative, 
post-operative and pathological diagnoses and on 
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whether the surgical procedures undertaken in the 
hospital were justified or not. This study also includes 
those procedures in which no tissue was removed. The 
keyword is justification and it has many connotations. 
The committee member in reviewing the case asks 
himself, "Was this operation necessary? Was the case 
properly worked up? Was the timing good? Was the 
operation adequately performed? Was the entire 
handling of the case adequate and sufficient?” 

c. Credentials Committee 

The Credentials Committee reviews applications for 
appointment and reappointment to all categories of the 
staff. They delineate the privileges to be extended to 
the applicant and make appropriate recommendations 
to the staff. 

Meetings of the staff are an important tool in the 
evaluation of clinical work. Staff and departmental 
meetings are held for the purpose of reviewing the 
medical care of patients within the hospital and those 
recently discharged and not for the presentation of 
scientific papers or discussions. It is here that the staff 
learns of tire activities of the departments and com¬ 
mittees and formulates policies and procedures to keep 
patient care at a high level. Only by being aware of 
what is currently being done can any conscientious 
hospital staff hope to improve its results and build 
up additional skills. So that there is a record of what 
transpires, minutes of discussions of medical meetings 
should be concisely recorded and reveal a thorough 
review and analysis of the clinical work done in the 
hospital. 

Minutes of meetings should give evidence of the 
following: 

a. A thorough review of tire clinical work done by 
the staff on at least a monthly basis. This includes 
consideration of selected deaths, unimproved cases, 
infection, complications, errors in diagnosis, and re¬ 
sults of treatment. 

b. Consideration of the hospital statistical report on 
admissions, discharges, clinical classifications of pa¬ 
tients, autopsy rates, and other pertinent hospital 
statistics. 

c. Roll call of those in attendance and those absent 
whose cases were dicussed. 

d. Medical record number and date of admission of 
the cases discussed. 

e. Names of discussants. 

f. Duration of the meeting. 

Division of the staff into services or departments to 
fulfill medical staff responsibilities promotes efficiency 
and is recommended in larger general hospitals. Func¬ 
tional Division of the medical staff into more than the 
minimal medical and surgical services is frequently 
desirable. It is necessary that each autonomous serv¬ 
ice or department be organized and function as a unit. 


Since the General Practice Department is not a 
clinical entity, the responsibilities of this department 
are not those of a clinical service. Because misinterpre¬ 
tation of the Standards relating to genera] practice 
departments continues; the Commissioners of the 
Joint Commission on Accreditation of Hospitals wish 
to reaffirm their stand on this matter. 

a. The responsibilities of this department shall be 
limited to administration and education. It shall not 
be a clinical service and no patients shall be admitted 
to the department. If and when desirable, however, 
the department may be made responsible for conduct¬ 
ing the outpatient clinic in whole or in part. 

b. Since the Department of General Practice will 
not have a separate service, the members of the Gen¬ 
eral Practice Department shall have privileges in the 
clinical services of the other departments in accord 
with their experience and training, on recommenda¬ 
tion of the Credentials Committee. In any service in 
which any general practitioner shall have privileges, 
he shall be subject to the rules of that service and 
subject to the jurisdiction of the chief of the clinical 
service involved. 

c. The medical staff should give to the General 
Practice Department such administrative responsibili¬ 
ties in the conduct of medical affairs as are desirable 
to meet the needs of the hospitals. 

cl. The Joint Commission endorses and recommends 
that Departments of General Practice be established 
in hospitals where the size of tire hospital and the 
educational facilities make such an organization possi¬ 
ble and feasible. 

e. Any action to create a Department of General 
Practice should be initiated by the generalists on the 
staff of a given hospital. 

f. A General Practice Department should have fair 
and equitable representation in all staff activities of 
the hospital. 

g. A generalist should be granted hospital privileges 
according to his training, ability, and demonstrated 
competence. 

h. A well functioning General Practice Department 
in a hospital is considered an attribute by the Com¬ 
mission. 

A physician when accepting a hospital appointment, 
assumes responsibility for supporting medical staff 
and hospital policies. He becomes a creative force in 
formulating future policies and standards of patient 
care. He works through the staff organization to main¬ 
tain high standards. He supervises those less experi¬ 
enced and accepts supervision from those more 
experienced. He accepts controls as a protection to 
himself as well as to others. He contributes to the 
team-work required in the modern practice of medi¬ 
cine. He makes it possible for the medical staff to be 
truly self-appraising and self-regulatory. 
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Sickle Cell Anemia (Homozygous S) with Aseptic 
Necrosis of Femoral Head. K. R. Tanaka, G. O. Clifford 
and A. R. Axelrod. Blood 11:998-1008 (Nov.) 1956 
[New York]. 

Six patients with sickle cell anemia exhibiting asep¬ 
tic necrosis of the femoral head are reported. All 
patients were proved homozygous S by paper electro¬ 
phoresis. Since the introduction of electrophoresis, the 
authors studied a total of 51 patients with sickle cell 
anemia (homozygous S). Of these, 6, or 12%, were 
found to have aseptic necrosis of the femoral head; 
however, only 38 of the 51 were studied adequately by 
detailed x-rays, and it may be that the incidence of 
aseptic necrosis is greater than reported here. Two of 
the 6 reported patients did not complain of symptoms 
referable to the joints involved, and the aseptic 
necrosis was detected only after x-rays of the femoral 
heads were taken as part of a bone survey or as part of 
this study. X-rays were obtained of the shoulders and 
hip joints in all 38 patients, but only 1 patient had 
changes suggestive of early aseptic necrosis of the 
humeral head. This is in keeping with the uncommon 
finding of aseptic necrosis in the humeral head in the 
variants of sickle cell anemia as reported by others. 
Aseptic necrosis due to caisson (compressed air) disease 
and trauma can he dismissed in all of the cases be¬ 
cause of negative history. In one of the cases the 
authors could not exclude the possibility of coinci¬ 
dental Legg-Calve-Perthes syndrome (osteochondrosis) 
because of the patient’s age; however, the bilateral 
involvement and the patient’s race make Legg-Calve- 
Perthes syndrome unlikely. Aseptic necrosis of the 
femoral head in sickle cell anemia is not an uncommon 
finding, and it may be an incapacitating complication. 

Massive Thrombotic Occlusion of the Large Pulmonary 
Arteries. K. P. Ball, J. F. Goodwin and C. V. Harrison. 
Circulation 14:766-783 (Nov.) 1956 [New York]. 

The authors report on 23 cases of thrombotic occlu¬ 
sion of the large pulmonary arteries, not caused by 
acute massive embolism, in 15 female and 8 male pa¬ 
tients between the ages of 8 months and 83 years. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed ‘‘Library, American 
Medical Association." Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


Thrombosis of the large pulmonary arteries without 
associated disease occurred in 10 patients; it was asso¬ 
ciated with pulmonary disease (carcinoma of the 
lung, chronic bronchitis), cardiovascular disease (val¬ 
vular disease, coronary artery disease, and congenital 
heart disease), and gastrointestinal disorders in 13 pa¬ 
tients. Nine patients were seen while alive, and the 
autopsy records of the remaining 14 patients were 
studied. The diagnosis was made before death in 3 
of the 9 patients, and autopsy confirmation was ob¬ 
tained in all patients. Thrombosis was secondary to 
embolism in 16 patients, but it was considered to have 
arisen primarily in the pulmonary artery in 7. Six of 
the 23 patients had mitral stenosis, which appeared to 
favor primary thrombosis of the large pulmonary 
arteries. 

The symptoms of thrombotic occlusion of the large 
pulmonary arteries, such as attacks of syncope, sudden 
dyspnea, or chest pain, may be insidious and the 
thrombotic occlusion may present a characteristic 
picture of progressive right ventricular failure with 
low output, a systolic murmur over the pulmonary 
artery or at the apex, a normal or soft pulmonary com¬ 
ponent of the second heart sound, and enlargement 
of the right ventricle. If, in addition, chest roentgeno¬ 
grams show enlargement of the right ventricle and 
pulmonary arteries and clear lung fields or shadows 
suggesting infarction, together with electrocardio¬ 
graphic evidence of right ventricular hypertrophy, the 
diagnosis becomes almost certain. Patients with mitral 
stenosis whose conditions deteriorate for no apparent 
reason and who show alteration in the second heart 
sound and decrease in the pulsation of the pulmonary 
arteries should also be suspected of having a massive 
thrombosis of the pulmonary artery. 

Prolonged anticoagulant therapy offers the only 
hope of preventing extension of the thrombus. Liga¬ 
tion of the inferior vena cava might have to be con¬ 
sidered if the thrombosis is secondary to repeated 
pulmonary emboli from thrombosis of the leg veins 
that cannot be controlled by anticoagulants. 

The Pluriglandular Syndrome, with the Report of a 
Case. K. F. Fairley. M. J. Australia 2:476-481 (Sept. 
29) [Sydney, Australia]. 

The case reported is that of a 28-year-old woman 
who at the age of 8 years had been subjected to sub¬ 
total thyroidectomy on account of diffuse toxic goiter. 
Considerable exophthalmos persisted until the age of 
18 years, when it gradually decreased. At this time 
there developed a greatly increased sensitivity to cold, 
a craving for salt, and seasonal urticaria. Intermittent 
treatment with thyroid was given without much bene¬ 
fit. For 9 months after her marriage at the age of 23 
years the patient’s libido was normal. Then, 1 month 
before her only pregnancy commenced, nausea, lassi¬ 
tude, and undue fatigue appeared. Nausea and vomit¬ 
ing persisted throughout pregnancy, and she had never 



30S 


J.A.M.A., January 26, 1957 


MEDICAL FILM REVIEWS 


Myomectomy and Myometrial Reconstruction: 16 mm., color, 
sound, showing time 25 minutes. Prepared by A. R. Abarbanel, 
M.D., Los Angeles. Produced in 1956 by and procurable on 
rental (S15) or purchase ($195) from Aron-Schon Medical 
Productions, 684 Bonnie Brae, Los Angeles. 

This film illustrates basic principles of myomectomy 
as well as the author’s technique of myometrial re¬ 
construction using three overlapping layers of muscle 
to cover tire uterine wound. Thus, the endometrial 
opening is protected by three distinct and intact 
myometrial layers that are anchored first below and 
then above the opening and finally covered by the 
salvaged “hood” of outer myometrium to form the 
third layer. The last is tacked down on the anterior 
uterine surface. The basic techniques demonstrated 
include adequate exposure; proper hemostasis; single 
incision, preferably transverse, and the use of sec¬ 
ondary tunneling incisions; secure hemostatic closure 
of the cavities resulting from the enucleated myomas; 
and, finally, myometrial reconstruction in such a man¬ 
ner as to make future childbearing as safe as humanly 
possible. 

This is a good film, which presents the too much 
neglected surgical technique of myometrial recon¬ 
struction. The indications are correct, although one 
may question the preservation of menses as an indica¬ 
tion of myomectomy. The surgical technique and 
explanation are excellent; however, the author repeat¬ 
edly uses the word "capsules” of the myomas, which 
actually do not have a capsule, only a pseudocapsule. 
The photography is excellent, but the drawings are 
poor. This film would be of interest to obstetricians and 
gynecologists who are interested in preserving child¬ 
birth function. 

The Larynx and Voice: The Function of the Normal Larynx: 
16 mm., color and black and white, sound, showing time 21 
minutes. Prepared by Hans von Leden, M.D., and Paul Moore, 
Ph.D., Northwestern University, Evanston, Ill., for the William 
and Harriet Gould Foundation. Produced in 1956 by Mervin 
LaRue, Inc., Chicago. Procurable on rental ($5) or purchase 
($140) from Hans von Leden, M.D., 30 N. Michigan Ave., 
Chicago 2, 

This excellent film uses ultra-high-speed photogra¬ 
phy to illustrate the action of the human larynx during 
phonation. It duplicates in color the beautiful work 
first presented in black and white by the Bell Tele¬ 
phone Laboratories some 15 years ago. With the use 
of speeds of 4,000 to 5,000 frames per second, mirror 
dews of the normal larynx are shown, demonstrating 
the action of the vocal cords during normal phonation 
and during changes in pitch and intensity as well as 
the violent action associated with coughing. Particular 
stress is laid on arytenoid action, suggesting a new 
concept to replace the generally accepted action of 
the arytenoids during phonation. The film may be 
somewhat weakened by being directed toward too 
broad an audience level. By the music and by tire 
narration it is directed toward the laity and speech 
therapists, and by a detailed analysis of arytenoid 


action toward laryngologists. Repetition of the cam¬ 
era motor sound in the sound track is detracting, but 
otherwise the sound is well correlated with the action. 
The photography and color are excellent. The film is 
recommended to all those interested in laryngology 
and in the problems of speech and phonation. 

Learning About Our Bodies: 16 mm., color, sound, showing 
time 10 minutes. Educational Collaborator: John G. Read, Ed. 
D., Boston University, Boston. Produced in 1955 by and pro¬ 
curable on rental ($4) or purchase ($100) from Coronet In¬ 
structional Films, Inc., 65 E. South Water St., Chicago 1. 

Tire purpose of this film is to aid children in learn¬ 
ing about the structure of the body by visualizing this 
structure and by showing, with the aid of x-ray photog¬ 
raphy, the actual movement of the bones and muscles. 
Several animated scenes show the fat, muscles, bones, 
and major organs of the body. A number of simple, 
common movements are demonstrated. These same 
movements are then examined by cinefluorography. 
Several kinds of joints are identified, and the actions 
that the joints permit and the movements of muscles 
are pointed out. This is an extremely attractive film 
and deserves the highest praise; however, the state¬ 
ment that “the diaphragm pushes air out of the lungs" 
is misleading. This is the exact opposite of what the 
diaphragm does, for its contractions are accompanied 
by the intake of air. The cinefluorographie views give 
this film a great documentary value, and the choice 
of the actors is most commendable. It would have been 
desirable to have the more difficult words, such as 
esophagus, spelled out on the screen as they are pro¬ 
nounced by the narrator. This film would be suitable 
for science classes in the fifth and sixth grades as 
well as in junior and senior high school. 

Fractures About the Knee: 16 mm., color, sound, showing 
time 23 minutes. Produced in 1956 by and procurable on loan 
from Veterans Administration, Central Office Film Library, 
Washington 25, D. C. 

This film opens with a section on the anatomy of 
of the knee, which is clearly but briefly presented. 
After a short section on the effect of valgus and varus 
deformities on function, the film is devoted to presen¬ 
tation of specific fractures involving the knee jomt, 
such as patellar, intercondylar, and tibial plateau frac¬ 
tures. It is obvious that in a film of this length the sub¬ 
jects cannot be covered completely, and it is also 
obvious that experts in the field will disagree with 
some of the techniques that are demonstrated. As an 
example, the use of a C clamp to compress laterally 
displaced condylar fractures has potential dangers anc 
many surgeons prefer to use their hands rather than 
a C clamp for molding of displaced fragments. Uieie 
are other minor criticisms that might be made con¬ 
cerning the film, but on the whole it is of very high 
quality. The photography is excellent. The sound track 
is clear. The basic principles underlying managemen 
of fractures of the knee are well demonstrated. The 
film is an excellent introduction to tire problems or 
fractures of the knee and will be of value to medica 
students, interns, and surgeons. The surgeon who con¬ 
siders himself a specialist in the field will find it some¬ 
what less exciting but still of definite interest 
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;icicle Cell Anemia (Homozygous S) with Aseptic 
Necrosis of Femoral Head. K, R. Tanaka, G. O. Clifford 
md A. R. Axelrod. Blood 11:998-1008 (Nov.) 1956 
'New York]. 

Six patients with sickle cell anemia exhibiting asep¬ 
tic necrosis of the femoral head are reported. All 
patients were proved homozygous S by paper electro¬ 
phoresis. Since the introduction of electrophoresis, the 
authors studied a total of 51 patients with sickle cell 
anemia (homozygous S). Of these, 6, or 12%, were 
found to have aseptic necrosis of the femoral head; 
however, only 38 of the 51 were studied adequately by 
detailed x-rays, and it may be that the incidence of 
aseptic necrosis is greater than reported here. Two of 
the 6 reported patients did not complain of symptoms 
referable to the joints involved, and the aseptic 
necrosis was detected only after x-rays of the femoral 
heads were taken as part of a bone survey or as part of 
this study. X-rays were obtained of the shoulders and 
hip joints in all 38 patients, but only 1 patient had 
changes suggestive of early aseptic necrosis of the 
humeral head. This is in keeping with the uncommon 
finding of aseptic necrosis in the humeral head in the 
variants of sickle cell anemia as reported by others. 
\septic necrosis due to caisson (compressed air) disease 
and trauma can be dismissed in all of the cases be¬ 
cause of negative history. In one of the cases the 
authors could not exclude the possibility of coinci¬ 
dental Legg-Calve-Perthes syndrome (osteochondrosis) 
because of the patient’s age; however, the bilateral 
involvement and the patient’s race make Legg-Calve- 
Perthes syndrome unlikely. Aseptic necrosis of the 
femoral head in sickle cell anemia is not an uncommon 
finding, and it may be an incapacitating complication. 

Massive Thrombotic Occlusion of the Large Pulmonary 
Arteries. K. P. Ball, J. F. Goodwin and C. V. Harrison. 
Circulation 14:766-783 (Nov.) 1956 [New York]. 

The authors report on 23 cases of thrombotic occlu¬ 
sion of the large pulmonary arteries, not caused by 
acute massive embolism, in 15 female and 8 male pa¬ 
tients between the ages of 8 months and 83 years. 


Tlie place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed "Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


Thrombosis of the large pulmonary arteries without 
associated disease occurred in 10 patients; it was asso¬ 
ciated with pulmonary disease (carcinoma of the 
lung, chronic bronchitis), cardiovascular disease (val¬ 
vular disease, coronary artery disease, and congenital 
heart disease), and gastrointestinal disorders in 13 pa¬ 
tients. Nine patients were seen while alive, and the 
autopsy records of the remaining 14 patients were 
studied. The diagnosis was made before death in 3 
of the 9 patients, and autopsy confirmation was ob¬ 
tained in all patients. Thrombosis was secondary to 
embolism in 16 patients, but it was considered to have 
arisen primarily in the pulmonary artery in 7. Six of 
the 23 patients had mitral stenosis, which appeared to 
favor primary thrombosis of the large pulmonary 
arteries. 

The symptoms of thrombotic occlusion of the large 
pulmonary arteries, such as attacks of syncope, sudden 
dyspnea, or chest pain, may be insidious and the 
thrombotic occlusion may present a characteristic 
picture of progressive right ventricular failure with 
low output, a systolic murmur over the pulmonary 
artery or at the apex, a normal or soft pulmonary com¬ 
ponent of the second heart sound, and enlargement 
of the right ventricle. If, in addition, chest roentgeno¬ 
grams show enlargement of the right ventricle and 
pulmonary arteries and clear lung fields or shadows 
suggesting infarction, together with electrocardio¬ 
graphic evidence of right ventricular hypertrophy, the 
diagnosis becomes almost certain. Patients with mitral 
stenosis whose conditions deteriorate for no apparent 
reason and who show alteration in the second heart 
sound and decrease in the pulsation of the pulmonary 
arteries should also be suspected of having a massive 
thrombosis of the pulmonary artery. 

Prolonged anticoagulant therapy offers the only 
hope of preventing extension of the thrombus. Liga¬ 
tion of the inferior vena cava might have to be con¬ 
sidered if the thrombosis is secondary to repeated 
pulmonary emboli from thrombosis of the leg veins 
that cannot be controlled by anticoagulants. 

The Pluriglandular Syndrome, with the Report of a 
Case. K. F. Fairley. M. J. Australia 2:476-481 (Sept. 
29) [Sydney, Australia], 

The case reported is that of a 28-year-old woman 
who at the age of 8 years had been subjected to sub¬ 
total thyroidectomy on account of diffuse toxic goiter. 
Considerable exophthalmos persisted until the age of 
18 years, when it gradually decreased. At this time 
there developed a greatly increased sensitivity to cold, 
a craving for salt, and seasonal urticaria. Intermittent 
treatment with thyroid was given without much bene¬ 
fit. For 9 months after her marriage at the age of 23 
years the patient’s libido was normal. Then, 1 month 
before her only pregnancy commenced, nausea, lassi¬ 
tude, and undue fatigue appeared. Nausea and vomit¬ 
ing persisted throughout pregnancy, and she had never 
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felt well since. Labor was uneventful, without undue 
hemorrhage. Regular painless menstruation, lasting 4 
to 5 clays and with considerably diminished loss, 
recommenced 2 months after childbirth. The main 
symptoms for 4 years preceding her hospitalization had 
been undue fatigue, irritability', lassitude, complete 
loss of libido, brief faint feelings, increased sensitivity 
to cold, and poor memory. Amenorrhea developed sud¬ 
denly when she was 25. Increasing pigmentation was 
first noticed 7 months prior to her admission to hos¬ 
pital. Three months later, cortisone, given for a month, 
led to a decrease of the pigmentation; this again in¬ 
creased after the drug was omitted. The pubic and 
axillary hair was very sparse. The uterus was a little 
smaller than normal. Response to the administration of 
corticotropin was at first negative and later caused 
hypoglycemic coma. 

There is inadequate production of hormones by 
several ductless glands in the pluriglandular syndrome, 
the clinical picture resembling that of anterior pituitary 
deficiency or a combination of primary Addison’s dis¬ 
ease with secondary hypothyroidism. The patient 
had evidence of deficient hormone production by the 
adrenals, thyroid, and ovaries. Primary adrenal de¬ 
ficiency was shown by the typical picture of primary 
Addison’s disease, the therapeutic response to corti¬ 
sone, and the complete failure to respond to corti¬ 
cotropin, the use of which precipitated hypoglycemic 
coma. Hypothyroidism was shown by the characteristic 
symptoms and facies, the high serum cholesterol level, 
the low initial protein-bound iodine values, and the 
response to thyroid therapy. The appreciable rise in 
the protein-bound iodine with cortisone therapy alone 
(from 1.7 to 3.4 mg. per 100 ml.) and the disappearance 
of the thyroid nodule on this regimen indicated that 
the hypothyroidism was, in large part, secondary to the 
adrenal cortical failure. The loss of thyroid tissue at 
operation had lowered the thyroid reserve. Ovarian 
deficiency was suggested by the sudden onset of 
amenorrhea in a young woman. Of the several thera¬ 
peutic regimens prescribed, the greatest benefit was 
obtained from the combination of daily doses of 37.5 
mg. of cortisone and ISO mg. of dried thyroid taken 
orally with 10 mg. of methyl testosterone taken sub¬ 
lingually, while the daily addition of 0.5 mg. of stil- 
bestrol by mouth for 3 weeks in every month was 
necessary to restore her libido to normal. 

Primary Male Hypogonadism with Female Nuclear 
Sex. W. P. U. Jackson, B. G. Shapiro, C. J. Uys and 
R. Hoffenberg. Lancet 2:857-859 (Oct. 27) 1956 [Lon¬ 
don, England]. 

The 35-year-okl man whose history is presented ap¬ 
peared to be a normal boy during childhood, but 
puberty did not occur. His penis and testes remained 
small, his voice did not break, and shaving was not 
necessary. After irregular treatment with testosterone 
his penis became larger, his facial hair grew, some 
temporal recession occurred, and his voice underwent 
a slight change. After the age of 22 he became fat, 
and there was some growth in the mammary region. 
The testes were fully descended but soft and tiny, 
and the epididvmes were present. His axillary hair 
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was adequate, and his pelvic escutcheon was of the 
female type. Biopsy of the testes revealed a thickener 
tunica albuginea that contained abundant collagen 
Seminiferous tubules were scanty, and the lumina o 1 
most of them were lined by Sertoli cells only; germina 
cells were absent. In some of the tubules the base 
ment membranes and the tunica propria were thick 
ened and hyaline. Occasional tubules were complete!) 
sclerosed and presented as almost solid cords of col 
lagen from which all lining cells have disappeared 
The Sertoli cells had a foamy cytoplasm and in sonn 
instances they could be seen lying free in the Iumim 
of the tubules. No crystalloids were present in these 
cells. The interstitial cells showed a variety of appear 
ances. The most striking were the polyhedral Leydij 
cells, which occurred in groups and sheets in behveer 
and around the tubules. The crystalloids and in 
elusions, usually associated with functional activity 
were lacking in the Leydig cells. The nuclear patterr 
of the skin was female; 60% of the nuclei, in section; 
from both sides of the body, contained the “sex- 
chromatin.” The nuclear pattern of the leukocytes was 
also female. The authors wondered whether the pa¬ 
tient was a true hermaphrodite, perhaps with a third 
gonad containing ovarian tissue. An exploratory 
laparotomy was performed, but no such organ was 
found. Biopsy of the breasts revealed that they were 
accumulations of fat only. 

In attempting an explanation of the apparent para¬ 
dox of female nuclear sex in an anatomic male, the 
authors point out that Klinefelter, Reifenstein, and Al¬ 
bright, in 1942, described the syndrome of primary 
pubertal hypogonadism with normal male puberty, 
true gynecomastia, and sterility, associated with 
hyalinisation of the seminiferous tubules. Nelson and 
Heller widened the concept of Klinefelter’s syndrome 
to include prepubertal Leydig-cell failure (with eunu¬ 
choidism) with absent or fatty gynecomastia. The 
authors felt that their patient may be considered to 
have the eunuchoidal form of Klinefelter’s syndrome. 
They believe that the neutral human form is the 
female, i. e., a potential or “chromosomal” male needs 
male sex hormone and intact gonads for normal an¬ 
atomic male intrauterine differentiation; in its absence 
the sexual apparatus develops along female lines. Male 
differentiation in a chromosomal female is possible 
only if an abnormal amount of male sex hormone is 
present at any' early stage, e. g., in the congenital ad¬ 
renogenital syndrome. In Klinefelter’s syndrome and 
similar hypogonadal states there is no evidence of an 
increased intrauterine formation of androgen, and 
this would not account for the appearance of testes 
in a chromosomal female. The finding of female 
nuclear chromatin in these conditions seems to be at 
variance with either the validity of the nuclear sex- 
ing” method or this theory of sexual differentiation. 
There seems to be one way of reconciling this paradox. 
The study of hermaphrodites indicates that there must 
be a very early' intrauterine “sex-hormone” or sex 
evocator,” which precedes the gonadal hormone and 
determines whether the primitive gonadal tissue be¬ 
comes ovarian or testicular. In “chromosomal females 
of the Klinefelter type a very early error must occur 
through which the male sex evocator is produced and 
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testes appear that are sufficiently active to compel 
male internal and external sex organs to develop. Such 
“testes,” however, are abnormal; the seminiferous tu¬ 
bules do not mature, and many such persons become 
eunuchoid. 

Diffuse Interstitial Fibrosis of the Lungs (Hamman- 
Rich Syndrome): A Review with a Report of Three 
Additional Cases. I. W. B. Grant, B. R. Hillis and 
J. Davidson. Am. Rev. Tuberc. 74:4S5-510 (Oct.) 1956 
[New York]. 

In 1944, Hamman and Rich reported 4 cases of dif¬ 
fuse interstitial fibrosis of the lungs conforming to a 
distinctive histological pattern but not attributable to 
any known cause. Thirty-four additional cases were 
collected from the literature. The authors report 3 more 
cases, 2 in women aged 69 and 72 years, and 1 in a 
13-year-old girl. The patients had progressive dyspnea, 
and 2 were cyanosed. The onset of breathlessness was 
either preceded or accompanied by cough productive 
of mucoid sputum. The cough was severe and paroxys¬ 
mal in 2. Only 1 patient was febrile, and in none was 
iliere any frank evidence of pyogenic respiratory in- 
Fection, except terminally in the girl. All 3 had definite 
linger clubbing, which appeared to be useful in dis- 
:inguisliing the condition from sarcoidosis. Roentgeno- 
;raphically the appearances were similar in all 3 
patients, consisting of strandlike and patchy opacities 
distributed irregularly throughout both lung fields. 
Vlantoux reaction was negative to 1 mg. of old tubercu¬ 
lin, and in 1 patient the reaction was also negative to 10 
mg. The time that elapsed from the appearance of the 
first symptoms until death was IS months, 9 months, 
and 3 years respectively. Death was caused by respira¬ 
tory insufficiency precipitated in 1 by pulmonary arte¬ 
rial thrombosis and in another by acute tracheobron¬ 
chitis; cor pulmonale was present in all 3 patients. 

On autopsy the patients showed similar pathological 
eatures. Microscopically, the lungs were of normal 
size but had a firm, tough consistence. The principal 
microscopic abnormality' was that of interstitial fibrosis 
hat was diffuse in character. Another conspicuous 
eature was an alteration in the size and shape of the 
llveolar epithelial cells, which often showed a transi- 
:ion to a cuboidal or even a columnar ty'pe. An in¬ 
complete hyaline membrane lined the walls of some 
cf the alveoli in 2 patients. In none of the lungs were 
here any specific features of tuberculosis or sarcoido- 
;is. The smaller pulmonary arteries and arterioles of 
! patients showed considerable thickening of the sub- 
ntimal connective tissue, and some proliferation of 
ilastic tissue was observed in the media of all 3 pa- 
ients. The pathological features in the 36 cases of 
liffuse interstitial fibrosis collected from the literature 
liffered in very few respects from those in the authors’ 
:ases. In contrast to the latter cases, the bronchioles 
n many of the previously recorded ones were reported 
o be abnormal, the changes observed including squa- 
nous metaplasia of the epithelium and exudate or 
ibrosis, either within or around the bronchial walls. 

Penicillin was given to 2 of the authors’ patients, 
.nd 1 received streptomycin, aminosalicylic acid, and 
soniazid empirically', but without any benefit. Calcif¬ 


erol, potassium iodide, and various antihistamines 
were used in addition to the antibiotics and the sul¬ 
fonamides in the cases collected from the literature, 
but had no influence on the course of the disease. No 
progress has been made toward discovering the cause 
of the condition since the first cases have been de¬ 
scribed. The wide variation in the duration of the dis¬ 
ease, from a few weeks to several years, suggests that it 
may not be a distinct pathological entity but the end- 
result of several different processes, which may in¬ 
clude virol infections and hypersensitivity to drugs or 
other agents so far unidentified. Cortisone and cortico¬ 
tropin promoted symptomatic and occasionally even 
roentgenographic improvement in a few patients 
whose cases were collected from the literature, but 
only one patient so treated is reported to be alive. 
There appears to be a serious danger of a lethal ex¬ 
acerbation of the disease when hormone therapy' is 
discontinued, even if it lias apparently had no bene¬ 
ficial effect. 

The Effects of External Electric Currents on the Heart: 
Control of Cardiac Rhythm and Induction and Term¬ 
ination of Cardiac Arrhythmias. P. M. Zoll, M. H. 
Paul, A. J. Linenthal and others. Circulation 14:745- 
756 (Nov.) 1956 [New York]. 

Studies on the control of the cardiac rhythm by an 
external electric cardiac pacemaker and on external 
countershock defibrillation were performed on 22 nor¬ 
mal adult dogs. Data concerning the induction and 
termination of supraventricular and ventricular tachy¬ 
cardia were obtained in these dogs, in 5 normal domes¬ 
tic pigs, and mainly in 14 pigs previously subjected to 
ligation of the terminal portion of the left circumflex 
artery. External electric stimulation of the heart at 
rates of 60 to 1,200 per minute was applied with the 
use of surface electrodes or subcutaneous needle 
electrodes, which were placed at the right and left 
anterolateral chest walls in the cardiac area; at times 
a surface electrode was paired with an esophageal wire 
electrode at atrial or ventricular levels. The effects of 
external stimulation were also observed in over 70 
patients with Stokes-Adams symdrome, drug-induced 
cardiac arrest, reflex vagal standstill, and cardiac arrest 
occurring unexpectedly' during various procedures, 
particularly under anesthesia. Two surface electrodes 
were placed a few inches apart near the cardiac apex. 
The effects of countershock (defibrillating) current 
(alternating current) were studied in 5 patients to 
whom these currents were applied for therapeutic 
purposes across the unopened chest with large copper 
electrodes held firmly in place on the chest wall, one 
to the left of the lower end of the sternum and the 
other lateral to the apex. The electrographic response 
to external electric stimulation was monitored in all 
experiments with an oscilloscope and recorded on a 
multichannel direct-writing electrocardiograph. 

The threshold for effective cardiac stimulation 
ranged from 45 to 60 volts in the pig, 40 to 100 volts 
in the dog, and 20 to 100 volts (50 to 200 ma.) in man. 
At frequencies of stimulation between 500 and 600 
per minute in the normal dog the heart no longer re¬ 
sponded to every stimulus and the externally paced 
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felt well since. Labor was uneventful, without undue 
hemorrhage. Regular painless menstruation, lasting 4 
to 5 days and with considerably diminished loss, 
recommenced 2 months after childbirth. The main 
symptoms for 4 years preceding her hospitalization had 
been undue fatigue, irritability, lassitude, complete 
loss of libido, brief faint feelings, increased sensitivity 
to cold, and poor memory. Amenorrhea developed sud¬ 
denly when she was 25. Increasing pigmentation was 
first noticed 7 months prior to her admission to hos¬ 
pital. Three months later, cortisone, given for a month, 
led to a decrease of the pigmentation; this again in¬ 
creased after the drug was omitted. The pubic and 
axillary hair was very sparse. The uterus was a little 
smaller than normal. Response to the administration of 
corticotropin was at first negative and later caused 
hypoglycemic coma. 

There is inadequate production of hormones by 
several ductless glands in the pluriglandular syndrome, 
the clinical picture resembling that of anterior pituitary 
deficiency or a combination of primary Addison’s dis¬ 
ease with secondary hypothyroidism. The patient 
had evidence of deficient hormone production by the 
adrenals, thyroid, and ovaries. Primary adrenal de¬ 
ficiency was shown by the typical picture of primary 
Addison’s disease, the therapeutic response to corti¬ 
sone, and the complete failure to respond to corti¬ 
cotropin. the use of which precipitated hypoglycemic 
coma. Hypothyroidism was shown by the characteristic 
symptoms and facies, the high serum cholesterol level, 
the low initial protein-bound iodine values, and the 
response to thyroid therapy. The appreciable rise in 
the protein-bound iodine with cortisone therapy alone 
(from 1.7 to 3.4 mg. per 100 ml.) and the disappearance 
of the thyroid nodule on this regimen indicated that 
the hypothyroidism was, in large part, secondary to the 
adrenal cortical failure. The loss of thyroid tissue at 
operation had lowered the thyroid reserve. Ovarian 
deficiency was suggested by the sudden onset of 
amenorrhea in a young woman. OF the several thera¬ 
peutic regimens prescribed, the greatest benefit was 
obtained from the combination of daily doses of 37.5 
mg. of cortisone and ISO mg. of dried thyroid taken 
orally with 10 mg. of methyl testosterone taken sub¬ 
lingually, while the daily addition of 0.5 mg. of stil- 
bestrol by mouth for 3 weeks in every month was 
necessary to restore her libido to normal. 

Primary Male Hypogonadism with Female Nuclear 
Sex. W. P. U. Jackson, B. G. Shapiro, C. J. Uys and 
R. Hoffenberg. Lancet 2:857-859 (Oct. 27) 1956 [Lon¬ 
don, England], 

The 35-year-old man whose history is presented ap¬ 
peared to be a normal boy during childhood, but 
puberty did not occur. His penis and testes remained 
small, his voice did not break, and shaving was not 
necessary. After irregular treatment with testosterone 
his penis became larger, his facial hair grew, some 
temporal recession occurred, and his voice underwent 
a slight change. After the age of 22 he became fat, 
and there was some growth in the mammary region. 
The testes were fully descended but soft and tiny, 
and the epididvmes were present. His axillary hair 


was adequate, and his pelvic escutcheon was of the 
female type. Biopsy of the testes revealed a thickened 
tunica albuginea that contained abundant collagen. 
Seminiferous tubules were scanty, and the lumina of 
most of them were lined by Sertoli cells only; germinal 
cells were absent. In some of the tubules the base¬ 
ment membranes and the tunica propria were thick¬ 
ened and hyaline. Occasional tubules were completely 
sclerosed and presented as almost solid cords of col¬ 
lagen from which all lining cells have disappeared. 
The Sertoli cells had a foamy cytoplasm and in some 
instances they could be seen lying free in the lumina 
of the tubules. No crystalloids were present in these 
cells. The interstitial cells showed a variety of appear¬ 
ances. The most striking were the polyhedral Leydig 
cells, which occurred in groups and sheets in between 
and around the tubules. The crystalloids and in¬ 
clusions, usually associated with functional activity, 
were lacking in the Leydig cells. The nuclear pattern 
of the skin was female; 60% of the nuclei, in sections 
from both sides of the body, contained the “sex- 
chromatin.” The nuclear pattern of the leukocytes was 
also female. The authors wondered whether the pa¬ 
tient was a true hermaphrodite, perhaps with a third 
gonad containing ovarian tissue. An exploratory 
laparotomy was performed, but no such organ was 
found. Biopsy of the breasts revealed that they were 
accumulations of fat only. 

In attempting an explanation of the apparent para¬ 
dox of female nuclear sex in an anatomic male, the 
authors point out that Klinefelter, Reifenstein, and Al¬ 
bright, in 1942, described the syndrome of primary 
pubertal hypogonadism with normal male puberty', 
true gynecomastia, and sterility, associated wit!) 
hyalinisation of the seminiferous tubules. Nelson and 
Heller widened the concept of Klinefelter’s syndrome 
to include prepubertal Ley’dig-cell failure (with eunu¬ 
choidism) with absent or fatty' gymecomastia. The 
authors felt that their patient may be considered to 
have the eunuchoidal form of Klinefelter's syndrome. 
They' believe that the neutral human form is the 
female, i. e., a potential or “chromosomal” male needs 
male sex hormone and intact gonads for normal an¬ 
atomic male intrauterine differentiation; in its absence 
the sexual apparatus develops along female lines. Male 
differentiation in a chromosomal female is possible 
only if an abnormal amount of male sex hormone is 
present at any early stage, e. g., in the congenital ad¬ 
renogenital syndrome. In Klinefelter’s syndrome and 
similar hypogonadal states there is no evidence of an 
increased intrauterine formation of androgen, and 
this would not account for the appearance of testes 
in a chromosomal female. The finding of female 
nuclear chromatin in these conditions seems to be at 
variance with either the validity' of the nuclear sex- 
ing” method or this theory of sexual differentiation. 
There seems to be one way of reconciling this paradox. 
The study' of hermaphrodites indicates that there must 
be a veiy early intrauterine “sex-hormone or sex 
ex'ocator,” which precedes the gonadal hormone ant 
determines whether the primitive gonadal tissue be¬ 
comes ovarian or testicular. In “chromosomal females 
of the Klinefelter type a very early error must occur 
through which the male sex evocator is produced and 
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testes appear that are sufficiently active to compel 
male internal and external sex organs to develop. Such 
“testes,” however, arc abnormal; the seminiferous tu¬ 
bules do not mature, and main’ such persons become 
eunuchoid. 

Diffuse Interstitial Fibrosis of the Lungs (Ilamman- 
Rich Syndrome): A Review with a Report of Three 
Additional Cases. I. W. B. Grant, B. R. Hillis and 
J. Davidson. Am. Rev. Tuberc. 74:485-510 (Oct.) 1956 
[New York]. 

In 1944, Hnmman and Rich reported 4 cases of dif¬ 
fuse interstitial fibrosis of the lungs conforming to a 
distinctive histological pattern but not attributable to 
any known cause. Thirty-four additional cases were 
collected from the literature. The authors report 3 more 
cases, 2 in women aged 69 and 72 years, and 1 in a 
13-year-old girl. The patients had progressive dyspnea, 
and 2 were cyanosed. The onset of breathlessness was 
either preceded or accompanied by cough productive 
of mucoid sputum. The cough was severe and paroxys¬ 
mal in 2. Only 1 patient was febrile, and in none was 
there any frank evidence of pyogenic respiratory in¬ 
fection, except terminally in the girl. All 3 had definite 
finger clubbing, which appeared to be useful in dis¬ 
tinguishing the condition from sarcoidosis. Roentgeno- 
graphically the appearances were similar in all 3 
patients, consisting of strandlike and patchy opacities 
distributed irregularly throughout both lung fields. 
Mantoux reaction was negative to 1 mg. of old tubercu¬ 
lin, and in 1 patient the reaction was also negative to 10 
mg. The time that elapsed from the appearance of the 
first symptoms until death was IS months, 9 months, 
and 3 years respectively. Death was caused by respira¬ 
tor)’ insufficiency precipitated in 1 by pulmonary arte¬ 
rial thrombosis and in another by acute tracheobron¬ 
chitis; cor pulmonale was present in all 3 patients. 

On autopsy the patients showed similar pathological 
features. Microscopically, the lungs were of normal 
size but had a firm, tough consistence. The principal 
microscopic abnormality was that of interstitial fibrosis 
that was diffuse in character. Another conspicuous 
feature was an alteration in the size and shape of the 
alveolar epithelial cells, which often showed a transi¬ 
tion to a cuboidal or even a columnar type. An in¬ 
complete hyaline membrane lined the walls of some 
of the alveoli in 2 patients. In none of the lungs were 
there any specific features of tuberculosis or sarcoido¬ 
sis. The smaller pulmonary arteries and arterioles of 
2 patients showed considerable thickening of the sub- 
intimal connective tissue, and some proliferation of 
elastic tissue was observed in the media of all 3 pa¬ 
tients. The pathological features in the 36 cases of 
diffuse interstitial fibrosis collected from the literature 
differed in very few respects from those in the authors’ 
eases. In contrast to the latter cases, the bronchioles 
in many of the previously recorded ones were reported 
to be abnormal, the changes observed including squa¬ 
mous metaplasia of the epithelium and exudate or 
fibrosis, either within or around the bronchial walls. 

Penicillin was given to 2 of the authors’ patients, 
and I received streptomycin, aminosalicylic acid, and 
isoniazid empirically, but without any benefit. Calcif¬ 


erol, potassium iodide, and various antihistamines 
were used in addition to the antibiotics and the sul¬ 
fonamides in the cases collected from the literature, 
but had no influence on the course of the disease. No 
progress has been made toward discovering the cause 
of the condition since the first cases have been de¬ 
scribed. The wide variation in the duration of the dis¬ 
ease, from a few weeks to several years, suggests that it 
may not be a distinct pathological entity but the end- 
result of several different processes, which may in¬ 
clude virol infections and hypersensitivity to drugs or 
other agents so far unidentified. Cortisone and cortico¬ 
tropin promoted symptomatic and occasionally even 
roentgenographic improvement in a few patients 
whose cases were collected from the literature, but 
only one patient so treated is reported to be alive. 
There appears to be a serious danger of a lethal ex¬ 
acerbation of the disease when hormone therapy is 
discontinued, even if it has apparently had no bene¬ 
ficial effect. 

The Effects of External Electric Currents on the Heart: 
Control of Cardiac Rhythm and Induction and Term¬ 
ination of Cardiac Arrhythmias. P. M. Zoll, M. H. 
Paul, A. J. Linenthal and others. Circulation 14:745- 
756 (Nov.) 1956 [New York]. 

Studies on the control of the cardiac rhythm by an 
external electric cardiac pacemaker and on external 
countershock defibrillation were performed on 22 nor¬ 
mal adult dogs. Data concerning the induction and 
termination of supraventricular and ventricular tachy¬ 
cardia were obtained in these dogs, in 5 normal domes¬ 
tic pigs, and mainly in 14 pigs previously subjected to 
ligation of the terminal portion of the left circumflex 
artery. External electric stimulation of the heart at 
rates of 60 to 1,200 per minute was applied with the 
use of surface electrodes or subcutaneous needle 
electrodes, which were placed at the right and left 
anterolateral chest walls in the cardiac area; at times 
a surface electrode was paired with an esophageal wire 
electrode at atrial or ventricular levels. The effects of 
external stimulation were also observed in over 70 
patients with Stokes-Adams syndrome, drug-induced 
cardiac arrest, reflex vagal standstill, and cardiac arrest 
occurring unexpectedly during various procedures, 
particularly under anesthesia. Two surface electrodes 
were placed a few' inches apart near the cardiac apex. 
The effects of countershock (defibrillating) current 
(alternating current) were studied in 5 patients to 
whom these currents were applied for therapeutic 
purposes across the unopened chest with large copper 
electrodes held firmly in place on the chest wall, one 
to the left of the lower end of the sternum and the 
other lateral to the apex. The electrographic response 
to external electric stimulation was monitored in all 
experiments with an oscilloscope and recorded on a 
multichannel direct-writing electrocardiograph. 

The threshold for effective cardiac stimulation 
ranged from 45 to 60 volts in the pig, 40 to 100 volts 
in the dog, and 20 to 100 volts (50 to 200 ma.) in man. 
At frequencies of stimulation between 500 and 600 
per minute in the normal dog the heart no longer re¬ 
sponded to every stimulus and the externally paced 
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rhythm became irregular; cessation of such rapid 
stimulation was usually followed by return of the in¬ 
trinsic normal sinus rhythm. When external stimula¬ 
tion of the heart at rapid rates of 500 to 1,200 per 
minute with consequent severe hypotension was pro¬ 
longed (30 to 60 seconds), ventricular fibrillation often 
ensued, probably as a result of the marked cardiac 
ischemia. In 4 normal pigs no arrhythmias were pro¬ 
duced by rapid external stimulation on repeated trials. 
In the fifth normal pig, which was subjected to more 
prolonged stimulation with shorter rest intervals, one 
attack of ventricular tachycardia and many attacks of 
ventricular fibrillation were produced. Supraventric¬ 
ular and ventricular tachycardia and fibrillation were 
readily induced by very rapid external electric stim¬ 
ulation in the 14 pigs with previous ligation of the 
coronary artery. Countershock electric current applied 
externally instantaneously terminated all these ar¬ 
rhythmias. 

Electric stimulation was clinically useful in cardiac 
arrest by producing an externally controlled ventric¬ 
ular rhythm in over 70 patients. After delays of at 
least 5 and 7 minutes the ventricular fibrillation which 
followed an acute myocardial infarction in two pa¬ 
tients was terminated instantaneously by counter¬ 
shocks of 240 and 360 volts. Persistent ventricular 
standstill followed in both patients, however, and 
heart beats could not be stimulated by the external 
electric pacemaker. After 1 minute of ventricular 
fibrillation, external electric countershock was applied 
to a third patient who had had an irregular tachy¬ 
cardia and circulatory collapse for 15 minutes when 
ventricular fibrillation ensued. On 6 occasions, coun- 
tershock of 480 to 720 volts defibrillated the ventricles; 
each time, however, fibrillation recurred within 2 to 
30 seconds, circulatory collapse persisted, and the 
patient died. External countershock of 240 volts 
stopped the ventricular fibrillation resulting from digi- 
toxin overdosage in the fourth patient. A ventricular 
rhythm ensued and persisted for 5Vi; minutes, but the 
patient remained apneic, unresponsive, and pulseless, 
and then died. The fifth patient, who had active 
Stokes-Adams disease, was resuscitated from ventric¬ 
ular fibrillation on 3 occasions by external counter¬ 
shocks of 270 to 360 volts. 

Serum Glutomic - Oxalacetic Transaminase in Coro¬ 
nary Artery Disease: A Review of 201 Cases. B. H. 
Ostrow, D. Steinberg, H. E. Ticktin and others. Circu¬ 
lation 14:790-799 (Nov.) 1956 [New York], 

Serial determinations of serum glutamic oxalacetic 
aminopherase (transaminase) levels were done with 
the aid of a modified spectrophotometric method orig¬ 
inally devised by La Due, Wroblewski, and Karmen, 
in 201 patients with clinical or electrocardiographic 
evidence suggesting coronary artery disease. There 
was an elevation of serum aminopherase levels in 99 
(95%) of 104 patients in whom a diagnosis of myo¬ 
cardial infarction was made on the basis of clinical 
and electrocardiographic evidence. On tire other hand 
there was an elevated serum aminopherase level 
in 18 patients in whom clinical and electrocardio¬ 
graphic findings were negative or equivocal with 
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regard to myocardial infarction. Six of these 18 cases 
were found to be of noncardiac origin. Twenty-four 
of the 201 patients died, and autopsies were performed 
in 18, in whom the correlation between elevated serum 
aminopherase level and recent myocardial necrosis 
was 100%. Similar elevations were observed in 58 
(97%) of 60 patients with acute transmural infarction. 
The determination of serum aminopherase provides an 
additional useful method for the diagnosis of myo¬ 
cardial infarction. 

The Diagnostic, Prognostic and Epidemiologic Signifi¬ 
cance of Serum Glutamic Oxaloacetic Transaminase 
(SGO-T) Alterations in Acute Hepatitis. F. Wroblew¬ 
ski, G. Jervis and J. S. La Due. Ann. Int. Med. 45:782- 
800 (Nov.) 1956 [Lancaster, Pa.]. 

Serum glutamic oxalacetic aminopherase (transam¬ 
inase) activity was determined with the aid of spec¬ 
trophotometry at frequent intervals and liver function 
tests were performed in patients with infectious hepa¬ 
titis, homologous serum hepatitis, and toxic hepatitis 
in a New York hospital over a period of from 3 weeks 
to 3 months. Serum glutamic oxalacetic aminopherase 
activity was determined and liver function tests were 
performed likewise in 14 patients with infectious 
hepatitis in an institution for mental defectives and 
in all the inmates living in the same building as those 
with infectious hepatitis. When a contact person 
showed an abnormal serum glutamic oxalacetic amino¬ 
pherase activity, he was reexamined weekly and the 
aminopherase activity was determined weekly until 
it returned to normal or until the patient had symp¬ 
toms and was hospitalized for infectious hepatitis. 

The results obtained suggest that alteration in serum 
glutamic oxalacetic aminopherase activity is a sensi¬ 
tive and roughly proportional index of hepatocellular 
injury in the course of acute hepatitis of various causa¬ 
tion. Acute and chronic hepatic disease is associated 
with quantitative and serial elevations of serum glu¬ 
tamic oxalacetic aminopherase activity that are suffi¬ 
ciently characteristic to permit diagnostic differentia¬ 
tion. The subjective and objective clinical.course of 
patients with acute hepatitis appears to be accurately 
reflected by the alterations in serial serum glutamic 
oxalacetic aminopherase activity. Relapses, exacerba¬ 
tions, chronicity, premature ambulation, and unrelated 
superimposed complications in patients with acute 
hepatitis are usually evidenced by variations from the 
usual pattern of serial changes in serum glutamic oxal¬ 
acetic aminopherase activity. 

The changes in serum glutamic oxalacetic amino¬ 
pherase activity observed in the prodromal phase ot 
hepatitis and in persons with asymptomatic and/or 
subicteric types of acute hepatitis permit a better 
understanding of the epidemiologic course of the dis¬ 
ease. Asymptomatic nonicteric and subicteric persons 
may possibly communicate the disease without being 
recognized themselves as having acute hepatitis. It 
would appear that the viremia and/or viruchezia in 
asymptomatic nonicteric and subicteric persons m 
contact with infectious hepatitis may serve to transmit 
the disease. Measurement of serum glutamic oxalacetic 
aminopherase activity in all contacts during an epi* 
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domic would permit differentiation of those persons 
who may develop nonicteric, subicteric, and/or frank 
icteric infectious hepatitis from those persons who 
are to remain well. The former group could then be 
prophylactically treated with immune scrum globulin 
without unnecessarily administering this immunologic 
agent to the larger group of persons with normal serum 
glutamic oxalacetic aminopherase activity who are not 
potential candidates for subclinical and/or clinical 
acute hepatitis. 

Association of Liver Cirrhosis and Complicated Gastro¬ 
duodenal Ulcers. E. E. Navarret. Rev. Asoc. med, 
argent. 70:227-230 (Aug. 15-30) 1956 (In Spanish) 
[Buenos Aires]. 

The association of liver cirrhosis and gastroduodenal 
ulcers is frequent. A diagnosis is difficult because of 
the lack of symptoms of either disease or the predomi¬ 
nance of symptoms of the complications of the ulcers, 
which may overshadow those of both diseases. The 
main causal factor of gastroduodenal ulcer in drinkers 
with liver cirrhosis is alcoholic gastritis. Other causal 
factors are the changes in the gastroduodenal mucosa 
from diminished secretion of bile, portal hypertension, 
hypoproteinemia, and poor nutrition. Three cases in 
elderly men arc reported. The patients had ascitis and 
edema. A diagnosis of liver cirrhosis was made in two. 
Two patients had arteriosclerosis, diabetes, and other 
metabolic disorders. The presence of gastroduodenal 
ulcer was not suspected in any of the patients. The 
patients were hospitalized in very acute condition, 
which prevented the making of roentgen examination 
of the gastrointestinal tract. They did not respond to 
medical treatment and died in collapse with symptoms 
of perforation of the ulcer shortly after hospitalization. 
Two of the patients had acute hemorrhages shortly 
before death. A diagnosis of rupture of esophageal 
varices was made in the case of the patient who died 
after massive vomiting of blood. Multiple gastric or 
gastroduodenal ulcers (one perforated) were found 
at autopsy in all cases. Bleeding ulcers were found in 
the two cases of severe vomiting of blood or of intes- 
t : nal hemorrhage. The author advises roentgen exam¬ 
ination of the gastroduodenal segment and of the 
esophagus in patients with a diagnosis of liver cir¬ 
rhosis. In acute vomiting of blood in patients with liver 
cirrhosis it is advisable to use the endoesophagic bal¬ 
loon, which temporarily controls the hemorrhage 
caused by ruptured esopliagic varices. Patients in this 
condition are placed on medical treatment for some 
time, after which, if symptoms of the ulcer do not 
subside, an operation is performed. Patients under 60 
years of age will tolerate an operation provided they 
do not have advanced arteriosclerosis. A timely opera¬ 
tion prevents hemorrhage or perforation of the ulcer. 
In either perforation of an ulcer or presence of a bleed¬ 
ing ulcer in patients with liver cirrhosis, the treatment 
is given in accordance to the degree of compensation 
of cirrhosis. When perforation or hemorrhage from a 
bleeding ulcer occurs in a patient without the diag¬ 
nosis of liver cirrhosis, the general condition of the 
patient is evaluated for a decision on making the 
operation. 


Hypertensive Vascular Disease in Adolescence. R. P. 
Masland, F. P. Heald, W. T. Goodale and J. R. Gal¬ 
lagher. New England J. Med. 255:894-897 (Nov.) 
1956 [Boston]. 

Seventeen hundred ninety-five 12 to 21-year-old pa¬ 
tients were observed during the 3-year-period from 
1952-1954. Seventeen males and 8 females (1.4%) had 
blood pressures of 140/90 mm. Hg or higher. Seven 
patients had organic diseases. Eight had a labile hyper¬ 
tension. A 13-year-old boy complained of severe head¬ 
ache since the age of 18 months. He had a blood pres¬ 
sure of 150/90 mm. Hg. Surgery was jjerformed, since 
the clinical and x-ray findings were compatible with 
the diagnosis of coarctation of the aorta. The blood 
pressure is now about 115/75 mm. Hg. Headaches are 
no longer present. A 13-year-old healthy appearing girl 
had a blood pressure of 210/140 mm. Hg in each arm 
and each leg in the supine position. The hypertension 
was secondary to a unilateral renal disease. The right 
kidney was atrophic, and there was thrombosis of the 
renal arteries. After nephrectomy the blood pressure 
fell to 160/100 mm. Hg. Arteriolar disease in the re¬ 
maining kidney is apparently the reason that there is 
no further lowering of the blood pressure. A 17-year- 
old girl was admitted for evaluation of hypertension 
and tachycardia. She was extremely apprehensive and 
tense during the physical examination. Her blood pres¬ 
sure was 150/90 mm. Hg and her heart rate 112 per 
minute. Reaction to growing up and ambition were 
the causes of labile blood pressure. Increasing intoler¬ 
ance to cold and coldness of the hands and feet since 
6 years of age were the complaints of a 21-year-old 
college student with a full-time job who also partici¬ 
pated in sport activities. Peripheral vasospasm and 
intolerance to cold of the hands and feet disappeared 
when the patient was given reserpine (Serpasil), 0.25 
mg. a day, for 2 weeks. The patient gained weight and 
became less tense. Reserpine dosage was reduced to 
0.12 mg. a day. Tire blood pressure was 140/80 mm. 
Hg. Nine months later he felt entirely well. His mild 
essential hypertension is continuously observed. The 
determination of blood pressure in the medical exam¬ 
ination of adolescents is important, as well as the need 
to recognize the emotional conflicts and anxieties that 
are at times evidenced by labile hypertension. 

The Current Problem of Staphylococcal Infections. 
D. E. Rogers. Ann. Int. Med. 45:748-781 (Nov.) 1956 
[Lancaster, Pa.]. 

The frequency of micrococcic (staphylococcic) bac¬ 
teremia in patients admitted to the New York Hospital 
over the past 16 years was investigated. One hundred 
of 170 patients who were admitted with or in whom a 
micrococcic bacteremia subsequently developed in 
the hospital were children less than 16 years old and 
70 were adults. The number of children with micro¬ 
coccic bacteremia declined definitely from 20 to 25 
per 1,000 admissions in 1940 to 1942 to 2 to 4 per 1000 
admissions in 1954 to 1955. In contrast, the incidence 
of micrococcic bacteremia in adults remained relative¬ 
ly stable throughout the 16-year period, with a slieht 
rise in 1955. Sixty of the 70 adults had Serious assort- 
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ated diseases sucli as long-standing diabetes, exfoliative 
dermatitis, malignancies, serious valvular disease, and 
pyelonephritis, which frequently had direct bearing 
on the subsequent micrococcic bacteremia generally 
occurring within the hospital. The mortality of micro¬ 
coccic bacteremia in adults remained unaltered by 
antimicrobic agents; the mortality in children with 
micrococcic bacteremia declined. The number of pa¬ 
tients with micrococcic pneumonia per 1,000 admis¬ 
sions appeared to have increased since the availability 
of effective antimicrobic drugs. The incidence of post¬ 
operative wound infections in the Massachusetts Mem¬ 
orial Hospitals increased during the years 1949 to 
1953, and an analysis of the predominant micro-organ¬ 
isms isolated on culture from such wounds revealed an 
increase in the frequency of Micrococcus (Staphylo¬ 
coccus) aureus as the predominating infecting micro¬ 
organism. A survey of the micrococcic carrier rate in 
more than 100 personnel and patients revealed that 
99.2% of these persons yielded M. aureus from the 
anterior nares or skin. Almost 80% of these strains 
were penicillin-resistant. 

These observations suggest that the population 
group in whom micrococcic infections are now devel¬ 
oping is a different group from that acquiring micro¬ 
coccic infections during the period before antimicrobic 
agents were available. In general, these patients are 
persons with advanced, serious, and potentially fatal 
disease who acquire micrococcic infections within the 
hospital. The increasing incidence of infection in this 
group caused by strains of micrococci not susceptible 
to many antimicrobic agents constitutes a disturbing 
problem. It is difficult to assign the therapeutic fail¬ 
ures to drug resistance alone in a significant number 
of patients. The basic underlying disease on which 
micrococcic infection is superimposed is commonly 
tire important factor in determining the outcome. The 
Micrococcus appears to have displaced the Pneumo¬ 
coccus as the invader in terminal illness. 

It appears probable that micrococcic infections will 
continue to cause death of a number of seriously ill 
patients who now constitute a large part of hospital 
populations. It is doubtful that new antimicrobic 
agents will alter this situation, and there is much to 
suggest that antimicrobic agents have played a role 
in the emergence of micrococci as a troublesome hos¬ 
pital problem. More information is needed about the 
factors that increase host susceptibility to micrococcic 
infection. Procedures that will effectively reduce 
micrococcic carrier rates and cross inoculation of 
micrococci within hospitals also require better defini¬ 
tion. Methods that may prevent micrococcic infections 
in altered, abnormal hosts merit serious investigation 
in the hope of reducing the hospital incidence of 
micrococcic disease. 

On Two Cases of Streptococcic Endocarditis Treated 
with Oral Penicillin V. R. Martin, Y. Chabbert, B. 
Sureau and E. Cayla. Presse med. 64:1655-1657 (Oct. 
13) 1956 (In French) [Paris, France], 

Two patients with subacute bacterial endocarditis 
were treated with orally administered penicillin V. 
Three successive blood cultures showed penicillin- 


sensitive nonhemolytic streptococci to be responsible 
for the infection in the first patient, a man aged 47. 
Treatment was started with 1 tablet, containing 0.60 
gm. of penicillin V, 6 times a day, making a total of 
6 million units daily. Six days later the dose was 
doubled, and 5 days thereafter the temperature, which 
had remained at 38 C (100.4 F) returned to normal. 
Ptosis and diplopia indicating paralysis of the third 
cranial nerve, presumably due to a slight cerebral 
embolism, appeared on the right side 16 days later, 
at a time when the patient was apparently in good 
condition, and his temperature rose again to 38 C. 
Treatment with penicillin V was suspended, and the 
patient was given, instead, 10 million units of penicil¬ 
lin G by intravenous perfusion, combined with 2 gm. 
of streptomycin and anticoagulants. The neurological 
disturbances regressed spontaneously after a few days; 
the temperature fell, and the patient eventually re¬ 
covered. 

The second patient, a 28-year-old man who was 
found to have a hemolytic streptococcic infection, had 
been treated on several occasions with tifomycin and 
terramycin, then with aureomycin and sulfamides, and 
finally with erythromycin, but on each occasion a 
relapse followed the suspension of treatment. He was 
given 1.2 gm. of penicillin V, or 2 million units, 6 
times a day, making a total of 12 million units in 24 
hours, and 1.5 gm. of streptomycin in 2 intramuscular 
injections a day. His temperature dropped to about 
37 C (98.6 F), and he seemed to be well on the way 
to recovery when, 14 days later, he was suddenly 
seized by severe epigastric pain. The next day further 
pains appeared in the left subcostal region; he be¬ 
came dyspneic and cyanotic, his pulse became un¬ 
countable, and he died within a few hours in spite of 
various attempts at therapy. The autopsy indicated 
the cause of death to be acute cardiac failure second¬ 
ary to pancreatic and splenic emboli. 

Efforts were made to determine the relationship, if 
any, between the embolic complications in these pa¬ 
tients and the penicillin V treatment they were re¬ 
ceiving, but none could be detected. Comparative 
studies showed that when penicillin V is given orally 
in large doses (12 million units per 24 hours) it pro¬ 
duces serum concentrations ranging from 4 to 10 ox¬ 
ford units per cubic centimeter. Penicillin V was also 
found to be as active as penicillin G in both bacte¬ 
riostatic and bactericidal power against the two types 
of streptococci isolated in these cases, whether human 
serum was present or not. Infections caused by en¬ 
terococci and highly resistant streptococci requiring 
higher serum concentrations may have to be treated 
with benemid in addition to penicillin V or with in¬ 
travenously administered penicillin. An interesting 
synergism in which a definite bactericidal effect was 
obtained only when streptomycin was present in the 
serum in sufficient quantities was found to exist be¬ 
tween penicillin and streptomycin; consequently these 
drugs should be used together in patients with severe 
streptococcic infections and especially endocarditis. 
Anticoagulants should also be given throughout the 
period of treatment to prevent embolic complications. 
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The Effects of Corticotropin (ACTH) and Cortisone in 
Fifteen Cases of Pulmonary Tuberculosis. E. J. Des 
Autels, J. R. Zvetina, G. S. Berg and others. Dis. Chest. 
30:4S6-49S (Nov.) 1956 [Chicago], 

Corticotropin (ACTH) and cortisone were given to 
15 men between the ages of 22 and 57 years with pul¬ 
monary tuberculosis. The disease was far advanced in 
14 patients and moderately advanced in 1. Twelve 
patients received chemotherapy before hormone treat¬ 
ment was instituted, and 3 did not. One of the latter 3 
and 11 of 12 received chemotherapy concurrently with 
hormone therapy. Ten patients were given corticotro¬ 
pin in doses of from 40 to 100 mg. daily; 3 patients 
received cortisone in doses of 200 mg. daily for the first 
2 or 3 days, 100 mg. daily for the next several days, 
and then reduced doses; and 2 patients were given 
corticotropin and cortisone. The total duration of hor¬ 
mone therapy varied from 31 to 351 days. 

Dramatic clinical improvement occurred in most 
patients, with abrupt disappearance of fever and tox¬ 
emia, increase of appetite, gain in weight, and im¬ 
proved sense of well-being. This response contrasted 
sharply with roentgenographic evidence of deteriora¬ 
tion in 12 patients. Three patients died in the course of 
hormone therapy and 7 died within 4 months after 
hormone therapy was discontinued. Five patients sur¬ 
vived; 3 of them are now well and 2 are still hospital¬ 
ized, more than 4 years after hormone therapy. 

Cortisone was as a rule harmful. Corticotropin may 
have been beneficial occasionally, of equivocal effect 
in some patients, and probably harmful in most. Con¬ 
traindications to hormone therapy in tuberculosis seem 
to be relative rather than absolute. In special circum¬ 
stances, advantages may out-weigh disadvantages. 
When tuberculosis coexists with conditions such as 
systemic lupus erythematosus or polyarteritis nodosa, 
and particularly when the latter conditions are more 
threatening to life than is the associated tuberculosis, 
a trial of corticotropin seems indicated. When hormone 
therapy is mandatory in the presence of tuberculosis 
and a choice of either corticotropin or cortisone is 
available, preference should be given to corticotropin. 
Effective antimicrobic therapy must always be given 
concurrently in an effort to neutralize or minimize the 
potential ill-effects of hormone therapy insofar as is 
possible. Hormone therapy should be discontinued in 
a step-wise fashion as rapidly as the patient’s condition 
permits. 

Ambulatory Treatment of Tuberculous Intrathoracic 
Lymphadenitis. E. Schwartz, H. H. -Kaltcr and S. Lei- 
bowitz. Dis. Chest. 30:508-512 (Nov.) 1956 [Chicago], 

Four male and 5 female patients between the ages 
of 11 and 32 years with unilateral tuberculous intra¬ 
thoracic lymphadenitis and without tuberculous in¬ 
volvement of lung parenchyma were given ambulatory 
treatment at the Bedford Chest Clinic in New York. 
Six patients were given 5 mg. of isoniazid per kilogram 
of body weight and 12 gm. of aminosalicylic acid 
(PAS) daily for periods of from 2 to 10 months, and 3 
patients received the same dose of isoniazid daily and 
1 gm. of streptomycin twice weekly for periods of from 
FA to 10 months. Pronounced regression of the lym¬ 


phadenitis was observed in 7 of the 9 patients within 
2 to 4 months. The results were of sufficient signifi¬ 
cance to warrant the suggestion of a diagnostic trial 
of isoniazid combined with aminosalicylic acid or 
streptomycin for a period of from 3 to 4 months in 
patients with unilateral intrathoracic lymph node dis¬ 
ease of undetermined origin in the presence of a posi¬ 
tive skin reaction to tuberculin. 

Histological Diagnosis of Pleural Disorders with the 
Aid of Needle Biopsy. M. Fazio and R. Garbagni. 
Minerva med. 47:911-918 (Oct. 3) 1956 (In Italian) 
[Turin, Italy]. 

The authors performed transthoracic needle biopsy 
with Iversen-Roholm or Vim-Silverman needles in 11 
patients. Nine patients had pleural effusions and 2 had 
localized roentgenologic opacities. A diagnosis could 
not be reached with only the clinical and laboratory 
data available. A histological diagnosis was made in all 
cases. Needle biopsy was well tolerated by all patients, 
and there were no complications. A preoperative his¬ 
tological diagnosis was made in 2 patients with pleural 
mesothelioma. 

Disseminated Lupus Erythematosus; Some Unusual 
Symptoms: Treatment with Prednisone. M. Iversen. 
Ugesk. lmger 118:1134-1137 (Sept. 27) 1956 (In 
Danish) [Copenhagen, Denmark], 

In the first of the 2 cases of disseminated lupus 
erythematosus reported there were, besides the usual 
symptoms, recurring swelling and pain in both parotid 
glands, and in the second case a large hard struma. 
Both cases responded well to treatment with Meti- 
corten, regarded as the drug of choice at present in 
the treatment of this disease. Dyspeptic symptoms did 
not occur. In the first case therapeutic doses of Meti- 
corten caused considerably less retention of salt and 
water than corresponding doses of cortisone. 

Migratory Thrombophlebitis and Visceral Cancer. 
J. A. Rizzo. Rev. Asoc. med. argent. 70:236-238 (Aug. 
15-30) 1956 (In Spanish) [Buenos Aires]. 

Migratory thrombophlebitis is a premonitory sign of 
visceral cancer. It appears long before appearance 
of clinical symtoms. It is of great diagnostic value, 
especially in elderly persons or in those who give a 
history of rapid loss of weight, fatigability, loss of 
appetite, and other symptoms common in cancer but 
in whom the localization of cancer is undetermined. 
Two cases of this type in men 30 and 58 years old are 
reported. The early symptoms consisted of episodes 
of thrombophlebitis in different vascular segments of 
the limbs. Both patients presented rapid emaciation 
and severe general disorders. Roentgen examination of 
the chest and the gastrointestinal tract and urologic 
examinations were of no aid for the diagnosis. An 
abdominal tumor was felt on palpation. An exploratory 
laparotomy revealed a medium-sized tumor of the 
small intestine and multiple metastatic involvement of 
the mesenteric and the aortic lymph nodes. The case 
was considered inoperable. Biopsy of die lymph nodes 
showed carcinoma. The second patient complained of 
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severe respiratory disorders. The lymph nodes of the 
neck were enlarged. Biopsy showed cancer. Roentgen 
examination of the chest showed bilateral cancer of 
the lung. Both patients died shortly after hospitaliza¬ 
tion. Migratory thrombophlebitis has been considered 
a premonitory sign of cancer of the pancreas and other 
viscera but was considered a rare occurrence in cancer 
of the intestine and of the lung. 

The Anaemia of Chronic Renal Insufficiency: The 
Effect of Serum from Azotaemic Patients on the 
Maturation of Normoblasts in Suspension Cultures. 
J. L. Markson and J. B. Rennie. Scottish M. J. 1:320- 
322 (Oct.) 1956 [Glasgow, Scotland]. 

The mechanism of the anemia that accompanies 
chronic renal insufficiency remains an unsolved prob¬ 
lem. The experiments described were carried out to 
elucidate the problem further by studying the matura¬ 
tion of normoblasts in suspension cultures of normal 
marrow in serum from patients suffering from chronic 
renal insufficiency with anemia. Controls were pro¬ 
vided by parallel cultures of the same marrow in nor¬ 
mal serum. Differential counts were carried out on the 
normoblasts after incubation for 24 hours. In 7 of 9 
experiments, the proportion of hemoglobinized normo¬ 
blasts was significantly less following culture for 24 
hours in uremic serum than in the controls. These find¬ 
ings suggest that in chronic renal insufficiency with 
anemia there may be partial inhibition of maturation 
of the marrow normoblasts as a result of changes in 
the serum. 


SURGERY 

Primary Carcinoma of the Lung: A Report of 382 
Cases of Carcinoma of the Lung. O. W. Clayton and 
C. J. Donald Jr. J. M. A. Alabama 26:109-111 (Nov.) 
1956 [Montgomery, Ala.]. 

Three hundred eighty-two patients between the 
ages of 2 and 76 years with primary carcinoma of the 
lung were seen by the authors in Birmingham, Ala., 
between 1948 and 1956. One hundred seventy of the 
382 patients had inoperable lesions. Surgical inter¬ 
vention was limited to exploration in 79 patients with 
major involvement of the blood vessels, the heart, or 
other vital structures or with lesions too extensive to 
be resected. Exploration was associated with death in 
5 patients. One hundred thirty-three patients under¬ 
went some type of resection, pneumonectomy being 
performed in 104 and lobectomy in 29. Lobectomy is 
an excellent procedure in certain selected patients, 
particularly those with a peripheral lesion or those 
who are poor risks. There were 9 deaths among the 
patients who underwent resection. Pneumonectomy 
was complicated by a chylous thorax in one patient; 
the chyle came from an accessory lymph duct 5 cm. 
to the left of the vertebral column. Ligation was per¬ 
formed without any further complication. 

In 50 of the 133 patients subjected to resection, the 
operation was performed 5 or more than 5 years ago, 
and 10 had survived. Two of the 10 had had lobec¬ 
tomy and 8 pneumonectomy. Two of the 10 survivors 


had highly anaplastic carcinoma and 4 had metastasis 
to the hilar lymph nodes at the time of the resection. 
One of the 5-year survivors had involvement of the 
brachial plexus at the time of the operation. A pallia¬ 
tive lobectomy was carried out followed by deep x-ray 
therapy. He was alive and without evidence of re¬ 
currence 5M years later. There appears to be little 
relationship between the grade of the tumor, hilar 
node metastasis, and 5-year survival. One hundred 
thirty-eight of the 382 patients had squamous cell 
carcinoma; 134 of the 138 were smokers and 4 were 
nonsmokers. All patients who smoke and are 40 years 
old or older should have chest roentgenograms taken 
at 6-month intervals. 

Surgical Correction of Congenital Coarctation of the 
Aorta: A Report. C. A. Beskin. J. Louisiana M. Soc. 
108:400-405 (Nov.) 1956 [New Orleans]. 

A 3-month-old male infant, an 11-year-old boy, two 
24-year-old men, and an 18-year-old married woman 
with congenital coarctation of the aorta were operated 
on in Baton Rouge, La., between 1953 and 1955. None 
of the patients died, and follow-up showed significant 
clinical improvement. A preserved homograft measur¬ 
ing 5 cm. in length was used in one of the men in 
whom it was impossible to bring the ends of aorta 
together after the coarcted segment had been resected; 
the advisability' of having a prepared graft available 
in the over-18 age group is stressed. 

The surgical correction of congenital coarctation of 
the aorta is a procedure now widely accepted and well 
standardized. Resection of the coarcted segment and 
end-to-end anastomosis is the ideal management; in 
some patients, particularly in the older age group, a 
homograft is necessary to bridge the defect. Tire diag¬ 
nostic criteria, such as a systolic precordial murmur 
and hypertension in one or both arms, and the absence 
of femoral pulsations or diminished blood pressure in 
the lower extremities, are fairly simple if the possibility 
of the presence of the anomaly is kept in mind. Surgery 
can offer complete correction of the defect in most 
patients. In competent hands, the operation can be 
performed with a negligible mortality risk. 

Hypophysectomy in the Treatment of Malignant Tu¬ 
mors. R. Luft, H. Olivecrona, D. Ikkos and others. 
Am. J. Med. 21:728-738 (Nov.) 1956 [New York]. 

Seventy-five patients with malignant tumor were 
subjected to hypophysectomy at the Serafiner Hospital 
in Stockholm between 1953 and Jan. 1,1956, and were 
followed up for at least 6 months. Fifty-five women 
and 2 men were operated on for cancer of the breast, 
10 for cancer of the prostate, 2 for chorionic epitheli¬ 
oma, 2 for cancer of the ovary, 1 for cancer of the 
adrenal gland, and 3 for malignant melanoma. Results 
were evaluated in 41 of the women with cancer of the 
breast; 22 (54%) of these obtained a remission, with 
decrease in visible or palpable metastases or increased 
density of previously osteolytic bone metastases with¬ 
out progression of any old metastases or appearance 
of any new metastases (regression) in 16, and with 
no progression of any metastases and no appearance 
of new metastases (arrest) in 6. The duration of re- 
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mission induced by hypophy’soctomy was about 17 
months. No response was observed in the remaining 
19 patients. Hypophyscctomy induced a remission in 
110 (56%) of 197 women with cancer of the breast 
whose cases were collected from the literature. Remis¬ 
sions were obtained by hypophvsectoiny in the 2 men 
with metastatic cancer of the breast, in 5 of the 7 
patients with metastatic cancer of the prostate, and 
apparently in 1 of the 2 patients with chorionic epi¬ 
thelioma. 

The value of hypophyscctomy in the treatment of 
malignancies and especially of metastatic cancer of 
the breast and prostate cannot be established before a 
large enough scries of patient with anatomically com¬ 
plete hypophyscctomy is available. The results ob¬ 
tained so far in metastatic cancer of the breast show 
that hypophyscctomy is at least as good as other forms 
of endocrine treatment of this malignancy. The course 
of the disease most probably will not be altered by 
hypophysectomy in patients over 60 years of age with 
cancer of the breast with brain and/or extensive liver 
metastases who did not respond to other forms of 
endocrine treatment. 

A Simple Surgical Method for the Correction of Mitral 
Regurgitation Using the Finger Ring Valve Elevator. 
A. S. Johnson. J. Thoracic Stirg. 32:557-561 (Nov.) 
1956 [St. Louis]. 

The simple surgical method described takes account 
of the fact that 70%- of mitral lesions arc located in the 
posterior leaflet. The valve is first explored with the 
index finger of the left hand. If the defect is palpated 
and localized in the posterior leaflet, the exploring 
finger is withdrawn. The ring (hook) elevator is then 
fitted onto the index finger of the left hand and re¬ 
inserted into the left atrium. The book end of the 
ring is placed around the chordae tendineae in the 
valve area where the edge of the posterior leaflet is 
curled under. The edge of the curled lip of the valve 
is then elevated toward the posterior wall of the atrium 
by stretching the chordae tendineae. The assistant 
with his finger or a curved Kelly forceps invaginates 
the posterior atrial wall toward the internally elevated 
posterior mitral leaflet. Two to three interrupted no. 
2-0 silk sutures fix the edge of the defective leaflet to 
the posterior wall. A second row of interrupted silk 
sutures is next placed to take the tension off the first 
row of sutures. A reinforced posterior mitral leaflet 
has been constructed. It is semirigid as far as flexibility 
is concerned. The anterior and medial mitral leaflets 
become the only freely moving parts of the valve. The 
mitral valve has been made physiologically competent. 
The regurgitant jet is completely absent as a result of 
a newly reconstructed posterior mitral leaflet. This 
technique can be used for the “blind cardiovalvo- 
plasty and is equally successful for the “open cardio- 
valvoplasty’ when, a mechanical heart pump oxygen¬ 
ator is employed to by-pass the left side of the heart. 
It has been tried in 6 patients. Three of them, who 
had stenosis and regurgitation, obtained excellent re¬ 
sults. Of the remaining 3 patients who had pure mitral 
regurgitation,. 2 showed good clinical improvement 
and the third obtained only fair results. 


Granulomas of the Mediastinum. A. Balines, E. Nbgrc 
and A. Thevenet. Presse med. 64:1742-1745 (Oct. 24) 
1956 (In French) [Paris]. 

Mediastinal granulomas, sometimes called medias¬ 
tinal tuberculomas, form a distinct anatomic entity 
not to be confused with isolated mediastinal lymphatic 
tuberculosis. Their radiological picture is that of a 
single round or oval mediastinal mass, either homo¬ 
geneous or with calcifications. They usually occupy a 
right laterotracheal position above the arch of the 
azygos, often projecting into the thorax. The most 
important of the atypical localizations is the subcarinal, 
because it may lead to compression or displacement of 
the esophagus. The exact nature of these tumors has 
given rise to many controversies. The term tubercu¬ 
loma, used by most authors, suggests a close connec¬ 
tion with the tubercle bacillus and is not strictly ap¬ 
plicable, because the lesions are not strictly speaking 
tuberculomas but chronic inflammatory granulomas. 
Attempts to discover a definite causative agent have 
been fruitless; even on the rare occasions when acid- 
fast bacilli have been found, it has not been possible 
to identify them specifically. 

Mediastinal granulomas appear macroscopically as 
solitary cystic tumors in 80% of the cases; in the other 
20% they appear either as solid growths with cystic 
degeneration or, much more rarely, as tumors resem¬ 
bling caseous lymph nodes. The close connections 
between these tumors and the adjacent structures, to 
which they are usually adherent, are responsible for 
the technical difficulties encountered in their operative 
removal. Complete removal cannot always be accom¬ 
plished without injury to the superior vena cava, the 
aorta, or the pulmonary’ artery; when this is the case, 
the tumor should be partially’ removed, with wide 
excision of the liberated wall and evaculation of the 
cy’stic content. Irreparable injury’ to the superior vena 
cava during operation led to the death of one patient 
reported on in the literature; all the rest, including 
one whose case is presented by the authors, recovered 
without postoperative complications of any kind. Sur¬ 
gical removal is indicated in all cases, both because 
an exact diagnosis cannot be made before operation 
and because the development of the tumor may lead 
to dangerous complications, such as spontaneous rup¬ 
ture; compression of the superior vena cava, the 
trachea, or the esophagus; or erosion of the large 
vascular trunks. 

Systematic Scalene Lymph Node Biopsy in 100 Pa¬ 
tients with Suspected Bronchial Tumors (Histologically 
Confirmed in 65). C. Colombo and E. Masenti. Chir. 
torac. 9:553-562 (Aug.) 1956 (In Italian) [Rome]. 

One hundred patients suspected of having pulmo¬ 
nary tumor were submitted to scalene lymph node 
biopsy, which was performed 47 times on the right 
side, 36 times on the left side, and 17 times on both 
sides for lesions involving middle and lower areas 
Twelve biopsies (14%), 7 on the left and 5 on the 
right side, gave positive results in 86 patients with a 
pulmonary tumor, 65 of which had been confirmed 
histologically. The type of metastasized pulmonary’ 
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cancer was anaplastic in 8 patients, adenocarcinoma 
in 3, and squamous in 1. The squamous type seems to 
have very little tendency to metastasize. Supraclavicu¬ 
lar biopsy made histological diagnosis possible in 3 
patients with negative bronehoscopic findings and in 
5 patients who presented only indirect signs. The deci¬ 
sion to abstain from a radical operation was reached 
in 5 patients on the basis of bronehoscopic, clinical, 
and bioptic findings and in 7 patients only on the 
basis of supraclavicular biopsy findings. 

Hemangioma of the Liver. K. C. Sawyer, R, E. Mc¬ 
Curdy and A. E. Lubchenco. Rocky Mountain M. J. 
53:1009-1012 (Nov.) 1956 [Denver], 

A 57-year-old woman was hospitalized because of 
a large mass in the abdomen. She complained of burn¬ 
ing in the epigastrium, indigestion, and an increase in 
the size of her abdomen. Gastrointestinal roentgeno¬ 
grams revealed an enlarged duodenal loop and a pres¬ 
sure deformity within the loop of the duodenal bulb 
in the first portion of the duodenum. The duodenum 
was pushed upward and to the left. A malignancy of 
the head of the pancreas with metastasis to the liver 
was suspected. Surgical exploration revealed that the 
stomach was pushed to the left side by a large, irreg¬ 
ular mass, which occupied almost the entire lobe of 
the liver. The tumor was clearly demarcated. The peri¬ 
toneal attachments of the right lobe of the liver were 
divided; the liver was lifted out of the abdomen; and 
almost the entire right lobe, together with the gall¬ 
bladder and the caudate lobe, was removed without 
difficulty. The patient left the hospital on the 15th day. 
The pathologist’s diagnosis was cavernous hemangi¬ 
oma of the liver. 

This case emphasizes the practicability of resecting 
a large portion of the right lobe of the liver. Large 
amounts of liver tissue can be removed without seri¬ 
ously disturbing the function of this organ provided 
circulation to the remaining tissue is preserved. Liga¬ 
tion of the hepatic artery in the liver substance is 
suggested as a means of preserving this circulation. 
Spontaneous or accidental rupture of a hemangioma 
of the liver frequently results in death. Regardless of 
size, these vascular tumors can be excised without 
difficulty if the excision is carried out through normal 
liver tissues rather than through the tumor itself. 

Recent Trends in the Treatment of Cancer of the 
Colon and Rectum. N. W. Swinton. Am. J. Surg. 
92:727-734 (Nose) 1956 [New York], 

A study was made of 901 patients with cancer of 
the colon and rectum treated at the Lahey Clinic 
during the years from 1945 to 1949 inclusive. Tire 
operability rate was 100%, die resectability rate 93%, 
and the operative mortality 5.6%. The absolute sur¬ 
vival rate of the 901 patients receiving primary treat¬ 
ment at the clinic was 43%. Palliative operations were 
performed on 20% of the patients and 36% of these 
patients survived more than 2 years. The author dis¬ 
cusses some of the modifications and improvements 
suggested in the technique of resection of the colon 


and rectum. He believes that the preliminary ligation 
of blood vessels, both as a means of increasing the 
radicalism of such procedures and of preventing fnr- 
.ther spread of tire tumor by manipulation at the time 
of operation, are distinct advances and should be 
employed. There can be no question that the elimina¬ 
tion of viable cancer cells in the lumen of the colon 
that may cause local recurrences by implants on raw 
surfaces is a most important factor and should he 
thoroughly appreciated. There is general agreement 
that stage operations at present have little place in 
surgery on the colon and rectum except as emergency 
situations develop. The control of infection and of 
pulmonary emboli is most important in the further 
reduction of operative mortality. A survey of recently 
reported survival rates indicates some improvement. 
It is regretted, however, that more uniform statistics 
are not being used that could offer a better basis for 
comparison of different techniques. It is suggested 
that in the future the most important developments 
will come from the laboratory and will involve a better 
understanding of the inherent nature of this disease. 


The So-Called Pilo-Nidal Sinus. A. A. Klass. Canad. 
M. A. J. 75:737-742 (Nov. 1) 1956 [Toronto, Canada]. 


The author reports on a clinical experiment in which 
45 male patients with pilonidal suppuration were 
treated by conservative measures. The following facts 
and concepts were basic in the management of this 
trial series. A critical review of the literature revealed 
very little support for textbook statements concerning 
the concept of embryonic origin of pilonidal sinuses 
and suppuration. Recent studies indicated that pilo¬ 
nidal suppuration was caused by a combination of 
factors in which a stocky body' build, the occurrence 
of a dimple of the skin in the postanal region, the 
trauma of broken hairs, and problems of local hygiene 
played an important part. Accumulated experience 
indicates that pilonidal suppuration is a self-limiting 
disease and that practically no fresh cases are seen in 
patients over the age of 30 years. Extensive dissections 
to remove in entirety a mythical congenital sinus have 
resulted in extensive scarring and prolonged hospital¬ 
ization for a condition that in its primary stages carries 
a trifling disability. A collection of loose hairs and 
fecal residue in the internatal cleft was the immediate 
cause of infection, and local cleanliness therefore 


seemed an obvious form of prophylaxis. 

The patients were subdivided into 2 groups. The first 
group of 26 patients complained of recurrent dis¬ 
charge with either no discomfort or with minor dis¬ 
comfort from the resultant local skin irritation. They 
were advised to wash the internatal cleft carefully 
with soap and water at bedtime, to dry 7 the area thor¬ 
oughly 7 , and then to apply witch hazel or alcohol to it. 
They' were advised that this local toilette must be 
carried out daily 7 until they 7 reach the age of 30 years, 
at which time spontaneous cure could be confidently 
expected. None of the patients in this group required 
hospital care and surgery. Eleven of 15 patients who 
were followed for more than 3 years had had no dis¬ 
charge for the last 2 y'ears, while 4 reported small 
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amounts of discharge after prolonged sitting. Eight of 
11 patients who were followed for less than 3 years 
reported no further discharge up to the time of the 
survey, and 3 had had recurrent episodes of discharge 
without pain and irritation. 

The second group consisted of 19 patients who had 
a well-defined abscess or tissue space infection, mani¬ 
fested by pain and a swollen tender area. These pa¬ 
tients were given antibiotics and were advised to apply 
hot fomentations at home. The abscess spontaneously 
discharged in most patients while they were at home, 
and in a few others an incision about 0.5 in. (1.25 cm.) 
in length was made in the office. The abscess cavity 
was then loosely packed with iodoform gauze drain. 
The gauze was not completely removed until 5 or 6 
days had elapsed. After this the aim was to keep the 
sinus open and the area clean by daily washing with 
soap and water. On alternate days, and later at less 
frequent intervals, a probe was passed through the 
opening of the sinus to make certain it remained open. 
Ten of the 12 patients followed up for 3 years or long¬ 
er had no recurrence of the acute suppuration, and 2 
required a second incision of an abscess. At no time 
was any of these 12 patients unable to work. Two of 
7 patients followed up for less than 3 years required 
incision on more than one occasion. None of the 45 
patients who reached the age of 30 years had a recur¬ 
rence, and the longest period of hospitalization was 
4 days. 

Vascular Invasion in Carcinoma of the Colon and Rec¬ 
tum. F. J. Burns and J. Pfaff Jr. Am. J. Surg. 92:704-709 
(Nov.) 1956 [New York], 

Studies were made on 33S of 571 patients with 
colonic and rectal carcinoma observed over a 10-year 
period in two St. Louis hospitals. Requirements for 
inclusion were that surgical resection, autopsy, or both 
had established the presence of a malignant epithelial 
tumor and that there was a sufficient tissue for the 
evaluation of vascular invasion. Invasion of the blood 
vessels by tumor cells was detected in 93 (or 46.9%) 
of 198 patients with carcinoma of the rectum and 
rectosigmoid and in 75 (or 53.6%) of 140 patients 
with carcinoma of the colon. The total percentage 
(49.7%) of invasion of the blood vessels detected in 
this study is significantly higher than that previously 
reported by many investigators. The major factor re¬ 
sponsible for this higher percentage would appear to 
be the emphasis placed upon tumor invasion of minute 
vascular channels. There are-several factors that prob¬ 
ably indicate an even greater percentage of vascular 
invasion than this study reveals. Material utilized was 
that obtained from routine pathological examination. 
Certainly a higher incidence would be expected if all 
tissue were sectioned from a standpoint of determin¬ 
ing such invasion. Tumor invasion of lymph channels 
was noted in 290 (85.8%) of the 338 cases. Although 
this finding would seem of significance as regards com¬ 
plete evaluation in a study of tumor dissemination, it 
bears no direct relationship to the primary purpose 
of this investigation. 

The prognostic significance of the invasion of venous 
channels by tumor cells is revealed by the fact that 


74% of patients with histological vascular tumor inva¬ 
sion at the time of surgical carcinoma excision ulti¬ 
mately showed neoplastic metastases. Of the 119 
patients evaluated terminally as regards the cause of 
death, a majority (57.2%) revealed viscera] metastasis 
as the most significant lethal factor. A small number 
(9.3%) comprised cases of regional tumor extension. 
These invaded locally, causing death by interference 
with adjacent vital structures (such as, ureteral ob¬ 
struction with pyelonephritis and terminal uremia). 
This small proportion indicates that the growth pattern 
of colonic and rectal carcinomas is not one primarily 
of local extension. Approximately one-third (33.5%) of 
cases revealed no evidence of either metastasis or re¬ 
gional extension of significant import. Pulmonary em¬ 
bolism, pneumonia, and congestive heart failure were 
major causes of death in this group. 

Malignant Tumors of Small Intestine. S. Weintraub 
and R. J. Ryan. J. M. Soc. New Jersey 53:551-553 (Nov.) 
1956 [Trenton]. 

In the 2 cases presented and in another observed at 
a Trenton, N. J., hospital, the diagnosis of malignancy 
of the small intestine was not entertained preopera- 
tively. This seems to be a common error. In both cases 
and in the leiomyosarcoma referred to there was 
blood in the stool, and in one there was constipation. 
Rarely there may also be perforation or intussuscep¬ 
tion. Anorexia and weight loss may exist. Since the 
gastrointestinal tract is the prime sounding-board of 
emotions, most gastrointestinal disorders turn out to 
be of no serious organic import. Neoplasms of the 
small intestine, however, must be kept in mind in 
patients with gastrointestinal complaints, obstruction, 
and/or melena, especially when an adequate cause is 
not found in the stomach or colon. Roentgenographic 
studies should be made of the small intestine. Only 
earlier diagnosis with resection will improve the grave 
prognosis associated with malignancies of the small 
intestine. 

The Care and Nutrition of a Patient in Prolonged 
Coma. R. L. Hopp, W. J. A. Ford and S. J. O’Connor. 
Am. J. Clin. Nutrition 4:625-628 (Nov.-Dee.) 1956 
[New York]. 

The authors have been caring for a patient who has 
been unresponsive for more than 17 months. A 37- 
year-old man fell 2 stories on Aug. 20,1954, and landed 
on his left leg and side. He was brought to the emer¬ 
gency room of the hospital, and at that time was con¬ 
scious and cooperative. There were closed fractures 
of the left leg and hip and tenderness in the left flank 
and costovertebral angle. Morphine, 15 mg., was given 
for pain. Roentgenograms revealed comminuted frac¬ 
tures of the left tibia, fibula, and subtrochanteric area 
of the left femur. The patient was placed in balanced 
traction with a Kirschner wire through the lower tibia. 
He became progressively stuporous, and 11 hours after 
admission could not be aroused. Fat embolism was 
suggested, and urinalysis revealed large amounts of 
fat. A Foley catheter was inserted and attached to an 
intermittent bladder irrigator. Antibiotic therapy was 
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started. An oral airway was introduced, and humidified 
oxygen was given through a nasal catheter. Because 
of accumulating secretion and increasing respiratory 
difficulty, a tracheotomy was done with respiratory 
improvement. Although he remained critically ill for 
the next 2 weeks, his vital signs gradually returned to 
within normal limits. During this time, he received 
nine pints of blood and intravenous fluids totaling 3,000 
ml. daily. He received an average of 650 calories a day. 

Two weeks after admission a nasogastric polyethyl¬ 
ene tube was inserted and formula feeding was 
started. He received 126 gm. of protein, 142 gm. of 
fat, 336 gm. of carbohydrate, and 3,000 calories in 
2,400 ml. Oxygen could be discontinued on the 27th 
day. The patient’s arms and right leg were moved 
through a complete range of motion every hour, and 
he was turned every 2 hours. Four months after ad¬ 
mission, balanced traction was discontinued and skin 
traction applied for an additional month. Four and one- 
half months after admission, a liquefied general diet 
was started. A regular diet was liquefied with a Waring 
blender, after removal of bones and seeds, and liquids 
were added as necessary. From 100 to 200 ml. of the 
liquefied diet was given every hour through the tube. 
The diet he is now receiving furnishes 2,400 calories, 
20 to 25% as fat, with 70 gm. of protein, and 3,000 ml. 
of fluid daily. Although the patient manifests decere¬ 
brate rigidity, he is lifted into a chair daily and has no 
contractures. The authors realize that the prognosis is 
hopeless, but the case demonstrates what can be done 
to maintain a patient in prolonged coma in good physi¬ 
cal condition. 


NEUROLOGY & PSYCHIATRY 

Ultrasonically Produced Changes in the Blood-Brain 
Barrier. L. Bakay, T. F. Hueter, H. T. Ballantine Jr. 
and D. Sosa. A. M. A. Arch. Neurol. & Psychiat. 76:457- 
467 (Nov.) 1956 [Chicago]. 

Focused ultrasound of frequencies ranging from 0.9 
to 2.5 megacycles and at intensities of from 200 to 
1,500 watts per square centimeter may be used to pro¬ 
duce circumscribed small lesions in the central nerv¬ 
ous system. Histological examination of the tissue 
damaged by focused ultrasound does not reveal the 
mechanism of destruction. The extent of capillary 
damage and its possible role in the development of a 
lesion are important from the point of view of the 
physiological effect of ultrasound. The effect of focused 
ultrasound on the blood-brain barrier was studied in 
cats. The animals were killed from 10 minutes to 5 
days after irradiation, having received single intra¬ 
venous injection of radioactive phosphate (P 32 ) and 
trypan blue within 10 minutes to 3 hours before death. 

Ultrasound-produced lesions stained selectively with 
trypan blue. They also revealed large P 32 concentra¬ 
tion as compared with the surrounding normal brain 
tissue. The variation of the P 32 concentration of the 
lesions with time elapsed from the administration of 
tlie isotope directly follows the changes in plasma P 32 
concentration. Such a linear relationship does not exist 
between normal brain tissue and plasma. These ob¬ 


servations point to a profound alteration in the per¬ 
meability of die blood-brain barrier within the con¬ 
fines of lesions produced by ultrasound. Small lesions 
show a uniform deposition of trypan blue and P 3 \ 
Large lesions frequently reveal an “island-and-moat” 
pattern, with greater tissue destruction and tracer dep 
osition in the moat than in the central island. Graj 
matter, whether cortical or nuclear, was found to b( 
more resistant to ultrasound than white matter. Tin 
island-and-moat pattern of heavy lesions cannot be ex 
plained easily, unless one invokes chemical change: 
preventing the action of proteolytic enzymes withir 
the island. One possible factor appears to be overheat 
ing of the lesion’s center. The resistance of gray matte: 
to ultrasonic damage may be related to its smaller co 
efficient of ultrasonic absorption, together with thi 
relative vascularity of the tissues, which would resul 
in smaller amounts of ultrasonically produced heat ant 
thus to a slowing down of reaction kinetics. 

Effects of Chlorpromazine on Chronic Lobotomizet 
Schizophrenic Patients. H. Freeman and H. S. Cline 
A. M. A. Arch. Neurol. & Psychiat. 76:500-507 (Nov/ 
1956 [Chicago]. 

Twenty male lobotomized schizophrenics, who hat 
been hospitalized an average of 10 years, were dividet 
into 2 groups matched for age, duration of hospitaliza 
tion, years since lobotomy, and psychiatric statu: 
(Malamud-Sands rating scale). One group was giver 
placeboes and the other chlorpromazine by mouth, or 
a double-blind basis. When the chlorpromazine dost 
was increased to 800 mg. daily, the scores on the rating 
scales for the 2 groups were differentiated. The place 
bo group showed little or no change, whereas the 
chlorpromazine group showed a significant trend tt 
improvement in their scores. An analysis of 15 item: 
which were used in the rating scale showed that or 
4— responsivity, socialization, perception (hallucina¬ 
tions), and thought processes—the improvement in the 
chlorpromazine group was statistically significant. 

Treatment of Multiple Sclerosis with Low-Fat Diet: 
Result of Seven Years’ Experience. R. L. Swank. Ann. 
Int. Med. 45:812-824 (Nov.) 1956 [Lancaster, Pa]. 

Two hundred sixty-four patients with multiple scle¬ 
rosis were placed on a low-fat diet and were studied 
at the Montreal Neurological Institute during the peri¬ 
od from December, 1948, to July, 1954. Continuous 
contact was maintained with 210 patients, and 153 of 
these remained on the low-fat diet with a total daily 
fat intake of 30 gm. The diet contained 15 gm. of 
animal or hard fat (including hydrogenated vegetable 
oil, such as shortening and margarine) and 15 gm, ot 
vegetable or fish oil. The protein intake was maintained 
at about 60 gm. daily. The balance of the caloric need 
was obtained from carbohydrates. The average caloric 
intake of a 130-lb. woman was 1,700 calories, and for 
a 145-lb. man, 1,900 calories. As a rule, the patients 
remained 5 to 10% under what might be considered 
normal average weight. The 3-year period preceding 
the placing of the patient on the low-fat diet was used 
as a control for each of these patients. 
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The 153 patients were classified according to their 
condition when placed on the diet; 59 were in the 
early phase of the disease, 36 in the intermediate stage, 
and 58 in the late stage. The diet appeared to reduce 
the frequency and severity of exacerbations of the dis¬ 
ease. Forty-four of the 59 patients were improved, 10 
were unchanged, and 5 deteriorated. Fourteen of the 
36 patients were improved, 10 were unchanged, and 
12 deteriorated. Six of the 58 patients Were improved, 
14 were unchanged, and 38 deteriorated. These data 
support the tentative conclusion that patients classified 
as being in the early phase of the disease, when placed 
on the diet, do very well for a period averaging nearly 
4 years. Those who are in the intermediate stage do a 
little less well, while late cases tend to continue to 
deteriorate steadlv, even though bouts of the disease 
are less frequent or absent. On the average, patients 
with a duration of 5 years or less of their disease before 
they are placed on the diet do well on the low-fat diet 
and those with a duration of 7 years or more of their 
disease before the institution of the treatment continue 
to deteriorate on this treatment. It must not, however, 
be overlooked that multiple sclerosis is a disease hav¬ 
ing an average duration of from 20 to 25 years and, 
therefore, continued follow-up is required. 

Brain Lipoids in Treatment of Sequels of Poliomyelitis. 
J. Naim and R. Dialeva. Semana med. 63:474-488 
(Sept. 6) 1956 (In Spanish) [Buenos Aires]. 

The authors obtained satisfactory results from intra¬ 
muscular injections of pure brain lipoids in the treat¬ 
ment of sequels of poliomyelitis. The lipoids used 
were obtained from the total brain, containing both 
the white and the gray matter. The lipoid preparation 
used is not antigenic, and it has a marked specific 
antitoxic and stimulating effect on the nerve cells. The 
drug is given every other day in series of 10 injections, 
with rest periods of 30 days between the injections. 
The doses vary between 1 and 1.5 cc. for each injection 
for children below the age of 5 years and between 2 
and 3 cc. for patients above that age. The duration of 
the treatment varied between a few months and l’A 
years. The sequels were severe and of various clinical 
types. Eight representative cases are reported in pa¬ 
tients between the age of 2 and 23 years. Duration of 
the sequels varied between 2 and 5 weeks after dis¬ 
appearance of fever. The lipoid treatment resulted in 
rapid disappearance of contractures and of muscular 
pain after the first few injections. The appetite and 
general and mental state of the patients improved. 
Muscular movement was recovered more rapidly than 
it is by any of the other commonly used methods for 
muscle rehabilitation. The strength of the patient im¬ 
proved rapidly. When the treatment was given in 
combination with the usual procedures of muscular 
re-education it facilitated and hastened total muscular 
recuperation. This is a preliminary report. A larger 
group of patients, including some who were in a pul- 
motor for more than 1% months and in whom the 
sequels had lasted for 5'A months, are still under treat¬ 
ment with very favorable results. The treatment is 
harmless and is well tolerated. 


PEDIATRICS 

Staphylococcal Infections in Newborn Infants: I. Study 
of an Epidemic Among Infants and Nursing Mothers. 
T. E. Schaffer, J. N. Baldwin, M. S. Rheins and 
R. F. Sylvester Jr. Pediatrics 18:750-761 (Nov.) 1956 
[Springfield, Ill.]. 

The authors describe the epidemiologic investigation 
and control measures employed in an epidemic of 
micrococcic (staphylococcic) infections that occurred 
among infants and nursing mothers at the University 
Hospital in Columbus during the summer and fall 
months of 1954. The objective was to bring the epi¬ 
demic under control. Nasal cultures were obtained 
from nursery personnel, pediatricians, obstetricians, 
medical students, anesthetists, delivery room person¬ 
nel, infants, and mothers of infants. Cultures were 
made from pyogenic lesions in infants and mothers and 
from materials and equipment within the nurseries. 
By means of both antibiotic sensitivity pattern and 
bacteriophage susceptibility, the authors were able to 
narrow down rapidly the number of suspects to find 
those individuals capable of continuing the spread of 
the epidemic. There were two potential sources of 
infection: personnel serving in the nursery who showed 
colonization with the pathogen 47C/42B/44A/52, and 
infants who were either manifestly infected with the 
pathogenic strain or who were colonized as shown by 
nasal culture. There was no direct evidence that there 
was infant-to-infant infection, but it was found that 
both infected and colonized infants caused colonization 
of nursery personnel and household contacts, who in 
turn became vectors in the spread of the infection. Eval¬ 
uation of the technique used in the nursery in relation 
to the spread of the infections was undertaken. The 
effectiveness of the handwashing procedure was con¬ 
firmed. That masks have a minor role was indicated by 
the observation in nursery A that the nasal coloniza¬ 
tion of infants continued after all personnel who had 
nasal cultures positive for the etiological organism 
were removed from the nursery. 

Control of these micrococcic infections depended on 
prevention of colonization rather than on the tradi¬ 
tional control measures of isolation and quarantine. 
Colonization of infants with Micrococcus pyogenes 
was not prevented by “dry” skin care or by bathing 
with soap containing 3% hexachlorophene. Oral admin¬ 
istration of erythromycin prophylactically in maximum 
therapeutic dosage to all infants successfully prevented 
colonization and by this means cleared up the carrier 
state in the nursery personnel. The initiation of routine 
antibiotic prophylaxis as a means to control the epi¬ 
demic was adopted with considerable apprehension 
in view of numerous reports of rapid emergence of 
antibiotic-resistant strains of pathogenic micrococci. 
This apprehension was not justified. No resistance to 
erythromycin was observed in strains of coagulase- 
positive micrococci isolated from infants who received 
erythromycin either as a prophylactic or therapeutic 
measure. There were no untoward reactions to the 
antibiotic among 463 infants who received erythro¬ 
mycin prophylaxis. 
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Cystic Disease of the Lung in the Newborn Treated 
by Pneumonectomy. N. S. Clark, R. C. Naim and 
F. J. S. Gowar. Arch. Dis. Childhood 31:358-363 (Oct.) 
1956 [London]. 

Congenital cystic disease of the lung may remain 
asymptomatic for long periods or may at any time 
become potentially lethal either as a result of infection 
or of increasing tension in the cysts. Infection is a 
constant danger whenever a cavity communicates with 
the bronchial tree and is responsible for the develop¬ 
ment of symptoms in a considerable number of cases. 
The early diagnosis of tension cysts has assumed in¬ 
creasing importance, since it has been realized that 
surgical treatment can retrieve or prevent the desperate 
situation that may arise when a valvular obstruction 
in the bronchus causes the cysts to balloon, thus in¬ 
creasing compression of the normal lung tissue. An 
infant with congenital cystic disease of the lung de¬ 
veloped acute respiratory distress at the age of 3 days 
as a result of progressive distension of the cysts. Symp¬ 
toms became much more severe at the age of 9 days, 
and pneumonectomy was performed with an excellent 
functional result. Although lobectomy has been per¬ 
formed for this condition at an even more tender age, 
it is believed that the present patient is the youngest 
to undergo pneumonectomy. Examination of the re¬ 
sected lung showed the cysts to be dilated bronchioles, 
some of which opened directly through alveolar ducts 
into alveoli. The evidence suggested that some bron- 
chiolar dilatation was present before birth. The seg¬ 
mental bronchi serving the affected areas of the lung 
showed localized stenoses, which presumably acted 
as check valves with consequent ballooning of the 
cysts. A survey of the literature also shows that the 
results of early surgical resection are highly satis¬ 
factory. 

Brain Tumor in the Newborn Infant. P. F. Schatzki, 
S. G. Mortati and W. G. MacCain. New England J. 
Med. 255:908-909 (Nov. 8) 1956 [ Boston]. 

An unusual case of cerebral hemorrhage in a new¬ 
born infant is reported. A 22-year-old pregnant woman 
was admitted to the hospital less than one month be¬ 
fore the expected delivery. The patient had been in 
an automobile accident, and labor started 10 hours 
later. Labor lasted about 6 hours. Delivery was ac¬ 
complished from the left occiput anterior position by 
low forceps under saddle-block anesthesia. The male 
baby, weighing 2,900 gm. (6 lb. 10 oz.), did not show 
any abnormality. Respiratory distress and cyanosis 
were noted 40 hours after birth. The anterior fontanel 
was bulging, and all suture lines were separated. Frank 
blood was revealed bilaterally by subdural puncture. 
Blood continued to drip from the needle marks. The 
baby died 50 hours after birth. Autopsy revealed 
marked cerebral edema. Microscopic sections from the 
involved area revealed a tumor composed of spindle- 
shaped cells scattered at random and in areas palisaded 
around large thin-walled blood sinuses. The lesion 
was identified as an ependymoblastoma. In view of 
tire vascularity of the tumor, it is considered that it 
was the cause of the bleeding. 


OPHTHALMOLOGY 

Critical Study of Ocular Manifestations in Hyper¬ 
thyroidism. P. Guinet. Semaine hop. Paris 67:3487- 
3496 (Nov. 14) 1956 (In French) [Paris]. 

The ocular symptoms and complications of thyroid 
disease have been grouped and appropriate therapeu¬ 
tic schemes have been established for each group on 
the basis of experimental and anatomicopathologieal 
research of the past 20 years. These ocular manifesta¬ 
tions were formerly covered by the term exophthalmic 
goiter, but tire symptomatology and evolution in the 
various groups differ. Guinet studied 138 patients with 
hyperthyroidism. Thirty-eight (27%) had no ophthal¬ 
mic symptoms; 100 (72%) had oculopalpebral symp¬ 
toms, and 39 of these also had retraction of the upper 
eyelid. The symptoms were primarily unilateral in 14 
patients. Hyperthyroidism appeared only after a period 
of from 5 to 15 months in 3 patients. Palpebral retrac¬ 
tion sometimes precedes hyperthyroidism. Benign ex¬ 
ophthalmos is another symptom of hyperthyroidism. 
Eversion and swelling of the lower eyelid occur, but 
the edema is always mild. The prominence of the globe 
scarcely exceeds 1 to 5 mm. Paralysis of the oculomotor 
nerve is labile. Total ophthalmoplegia was observed 
in some patients. Oculomotor paralysis may be uni¬ 
lateral or bilateral. Ulcers of the cornea, pigmentation, 
and small fatty hernias of the palpebral tegument have 
also been observed. No patient had nystagmus or 
pupillary alterations. The existence of genuine ex¬ 
ophthalmos, occurring in tire course of hyperthyroid¬ 
ism, is usually difficult to ascertain on exophtbalmo- 
metric examination. Persistency, aggravation, and 
occurrence of exophthalmos paralleling clinical im¬ 
provement were found in 32 patients (22%). Only 1 
of 10 patients, in whom the exophthalmos could be 
attributed solely to hyperthyroidism, showed a return 
to norma1. Exophthalmos may be a premonitory symp¬ 
tom of thyroid toxicity. Edematous malignant exoph¬ 
thalmos is an autonomous disease requiring appropri¬ 
ate therapy. Unilateral manifestations were observed 
in only 3 of 22 patients. The evident connection be¬ 
tween exophthalmos and hyperthyroidism suggests 
that similar physiopathological mechanisms are re¬ 
sponsible for both. Edematous exophthalmos appears 
in 3 forms: exophthalmos associated with hyperthyroid¬ 
ism; exophthalmos after hyperthyroidism has been 
reduced; and exophthalmos preliminary to hyperthy¬ 
roidism. The inadequacies and contradictions of the 
accepted theories as to the pathogenesis of this disease 
show how difficult it is to apply purely experimental 
data to man. 

Glaucoma and the Superior Vena Caval Obstruction 
Syndrome. J. E. Alfano and P. A. Alfano. Am. J. Ophth. 
42:685-696 (Nov.) 1956 [Chicago]. 

The authors present the histories of 6 patients, rang¬ 
ing in age from 51 to 61 years, in whom obstruction of 
the superior vena cava was accompanied by ocular 
signs and symptoms. The ophthalmologic literature 
contains only 2 other case reports on the ocular mam- 
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Festations of this obstruction, reported in 1949 and 
1952 respectively. In accordance with the anatomic 
location of the superior vena cava, the pathological 
process producing the obstruction is located in the 
ight side of the thorax. The following conditions 
caused the obstruction in the 6 patients presented here: 
i lymphomatous mediastinal mass in 2 patients; bron¬ 
chogenic carcinoma in 2; Hodgkin’s disease in 1; and 
carcinoma of the right lung with extension to the medi¬ 
astinum in 1. The ocular signs of obstruction of the 
superior vena cava by a mediastinal mass include 
edema of the lids, face, and conjunctiva; engorgement 
md dilatation of the veins of the face, neck, conjunc- 
iva, episclera, and fundus; prominence of the globes; 
ir an overt exophthalmos, edema of the disks, and 
glaucoma. These signs and symptoms are all accentu- 
ited when the patient is changed from the upright to 
he recumbent position. The glaucoma is bilateral and 
.isually gives rise to no subjective complaints. The 
intraocular pressure may or may not be elevated with 
he patient in the upright or semireclining position but 
ilwavs rises when the patient is placed in the recum¬ 
bent position. There was no pathological cupping of 
disks and the central visual fields were normal in the 
catients presented here. Some reduction in the intra¬ 
ocular pressure may be brought about by the instilla- 
ion of pilocarpine. 

The mechanism of action of the miotics in reducing 
he intraocular pressure in glaucoma of this type is 
liscussed. It is suggested that the increased venous 
jressure in these cases dams as far back as the intra- 
cleral venous plexus and increases the resistance to 
iqueous outflow'. This would have to be verified bv 
onographic studies. Assuming this to be correct, then 
t u'ould not be unreasonable to assume that pilocar- 
)ine reduced the pressure in the episcleral veins. This 
eduction of venous pressure in the episcleral veins 
vould be follov'ed almost simultaneously by a fall 
n pressure in the intrascleral venous plexus. The fall 
n pressure in the intrascleral venous plexus would re- 
;ult in a diminished resistance to outflow' of aqueous 
ind with a resultant increase in the coefficient of 
acility of outflow', which would lead to a fall in the 
ntraocular pressure. 

importance of the Diagnosis of Glaucoma. P. J. Lein- 
elcler and F. M. Ow'ens. Minnesota Med. 39:737-739 
(Nov.) 1956 [St. Paul]. 

Once the diagnosis of glaucoma has been estab¬ 
lished, the patient is committed to a lifetime of obser¬ 
vation and treatment. There is no such thing as a cure 
or glaucoma, and the hest that can be had at present is 
idequate control of the disease. Since the course of the 
lisease is usually progressive, because the treatment 
nay be surgical if daily use of miotic drops does not 
ow-er the elevated intraocular pressure, and because of 
he fears that are engendered in the minds of many 
patients by mention of glaucoma, accuracy is of great¬ 
est importance in the diagnosis as well as in the 
Eollow-up of these patients. Unfortunately, it is not 
always a simple matter to determine whether early 
glaucoma is present. The beginning stages of the 


disease are unaccompanied by any signs or symptoms 
that would enable the patient to know' of its presence, 
and often considerable damage has occurred to the 
retina and optic nerve before an increase in ocular 
pressure is recognized during the routine ocular exam¬ 
ination. Even the recognition of an elevated pressure 
is not in itself positive evidence of the presence of 
glaucoma, for occasionally the stress of the examination 
or the manipulation incident to taking the intraocular 
pressure will cause a transient increase in pressure. 
It is obligatory, therefore, to repeat the pressure tests 
and to look for other evidence of changes in the eye 
before a diagnosis is made. Tests are available that 
provoke a glaucomatous state in the susceptible eye. 
Dilating the pupil, drinking coffee, or even a quart of 
w’ater may cause a rise of pressure of 5 to 10 mm. 
of mercury in a glaucomatous eye, while in the normal 
there may be no change. Great care is necessary in 
order to correctly interpret the results of these tests. 

The visual fields are of great value in learning of 
the presence or absence of glaucoma. Serious errors 
can be made through the injudicious and inaccurate 
use of the visual fields tests. Most frequently errors 
occur in the interpretation of fields obtained at follow'- 
up examinations. There can be changes that are tran¬ 
sient in nature and due to general or local conditions 
not directly associated with the glaucomatous process. 
Emotional strain, fatigue, illness, exposure to bright 
light can cause apparent deterioration of the fields. 
Although glaucoma ultimately causes changes in the 
nerve head, glaucomatous cupping of the disk is not 
of significance in the diagnosis of early glaucoma. 
Once the disease is diagnosed, it is necessary for the 
patient to begin a regime that will continue for the 
remainder of his life. This must be explained to the pa¬ 
tient so that he understands the nature of the disease, 
the necessity for treatment and the importance of 
repeated observation. If tbe patient can be made to 
carry out his treatment, there is no reason for threaten¬ 
ing him with blindness. 

Vitreous Hemorrhages: Associated with Sickle Cell— 
Hemoglobin C Disease. J. F. Hannon. Am. J. Ophth. 
42:707-712 (Nov.) 1956 [Chicago], 

A review' of the experiences at the Johns Hopkins 
Hospital with ocular changes associated with sickle¬ 
cell disease seems to indicate that the peculiar retinop¬ 
athy and vitreous hemorrhage occurs almost always in 
the sickle cell-hemoglobin C variety. One case in the 
literature was reported that apparently w'as secondary 
to sickle cell-thalassemia disease. Further evaluation 
of the cases previously reported by hemoglobin electro¬ 
phoresis is necessary to determine the incidence, if 
any, in patients with sickle cell anemia and sickle cell 
trait. The ocular findings of sickle cell-hemoglobin C 
disease are described, and 2 cases treated prophylac- 
tically by surface diathermy are presented. While no 
conclusions may be reached at this time, in view of 
the excellent results obtained thus far in these 2 pa¬ 
tients, it appears justifiable to pursue continued evalu¬ 
ation of prophylactic surface diathermy in these pa¬ 
tients. 
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Cystic Disease of the Lung in the Newborn Treated 
by Pneumonectomy. N. S. Clark, R. C. Naim and 
F. J. S. Gowar. Arch. Dis. Childhood 31:358-363 (Oct.) 
1956 [London], 

Congenital cystic disease of the lung may remain 
asymptomatic for long periods or may at any time 
become potentially lethal either as a result of infection 
or of increasing tension in die cysts. Infection is a 
constant danger whenever a cavity communicates with 
the bronchial tree and is responsible for the develop¬ 
ment of symptoms in a considerable number of cases. 
The early diagnosis of tension cysts has assumed in¬ 
creasing importance, since it has been realized that 
surgical treatment can retrieve or prevent die desperate 
situation diat may arise when a valvular obstruction 
in the bronchus causes the cysts to balloon, thus in¬ 
creasing compression of the normal lung tissue. An 
infant widi congenital cystic disease of the lung de¬ 
veloped acute respiratory distress at die age of 3 days 
as a result of progressive distension of the cysts. Symp¬ 
toms became much more severe at the age of 9 days, 
and pneumonectomy was performed with an excellent 
functional result. Although lobectomy has been per¬ 
formed for diis condition at an even more tender age, 
it is believed diat the present patient is the youngest 
to undergo pneumonectomy. Examination of the re¬ 
sected lung showed the cysts to be dilated bronchioles, 
some of which opened directly through alveolar ducts 
into alveoli. The evidence suggested that some bron- 
chiolar dilatation was present before birdi. The seg¬ 
mental bronchi serving the affected areas of the lung 
showed localized stenoses, which presumably acted 
as check valves with consequent ballooning of the 
cysts. A survey of die literature also shows that the 
results of early surgical resection are highly satis¬ 
factory. 

Brain Tumor in the Newborn Infant. P. F. Schatzki, 
S. G. Mortati and W. G. MacCain. New England J. 
Med. 255:908-909 (Nov. 8) 1956 [Boston], 

An unusual case of cerebral hemorrhage in a new¬ 
born infant is reported. A 22-year-old pregnant woman 
was admitted to the hospital less than one month be¬ 
fore the expected delivery. The patient had been in 
an automobile accident, and labor started 10 hours 
later. Labor lasted about 6 hours. Delivery was ac¬ 
complished from the left occiput anterior position by 
low forceps under saddle-block anesthesia. The male 
baby, weighing 2,900 gm. (6 lb. 10 oz.), did not show 
any abnormality. Respiratory distress and cyanosis 
were noted 40 hours after birth. The anterior fontanel 
was bulging, and all suture lines were separated. Frank 
blood was revealed bilaterally by subdural puncture. 
Blood continued to drip , from the needle marks. The 
baby died 50 hours after birth. Autopsy revealed 
marked cerebral edema. Microscopic sections from the 
involved area revealed a tumor composed of spindle- 
shaped cells scattered at random and in areas palisaded 
around large thin-walled blood sinuses. The lesion 
was identified as an ependymoblastoma. In view of 
tire vascularity^ of the tumor, it is considered that it 
was the cause of the bleeding. 


OPHTHALMOLOGY 

Critical Study of Ocular Manifestations in Hyper¬ 
thyroidism. P. Guinet. Semaine hop. Paris 67:3487- 
3496 (Nov. 14) 1956 (In French) [Paris], 

The ocular symptoms and complications of thyroid 
disease have been grouped and appropriate therapeu¬ 
tic schemes have been established for each group on 
the basis of experimental and anatomicopathological 
research of the past 20 years. These ocular manifesta¬ 
tions were formerly covered by the term exophthalmic 
goiter, but the symptomatology and evolution in the 
various groups differ. Guinet studied 138 patients with 
hyperthyroidism. Thirty-eight (27%) had no ophthal¬ 
mic symptoms; 100 (72%) had oculopalpebral symp¬ 
toms, and 39 of these also had retraction of the upper 
eyelid. The symptoms were primarily unilateral in 14 
patients. Hyperthyroidism appeared only after a period 
of from 5 to 15 months in 3 patients. Palpebral retrac¬ 
tion sometimes precedes hyperthyroidism. Benign ex¬ 
ophthalmos is another symptom of hyperthyroidism. 
Eversion and swelling of the lower eyelid occur, but 
the edema is always mild. The prominence of the globe 
scarcely exceeds 1 to 5 mm. Paralysis of the oculomotor 
nerve is labile. Total ophthalmoplegia was observed 
in some patients. Oculomotor paralysis may be uni¬ 
lateral or bilateral. Ulcers of the cornea, pigmentation, 
and small fatty hernias of the palpebral tegument have 
also been observed. No patient had nystagmus or 
pupillary alterations. The existence of genuine ex¬ 
ophthalmos, occurring in the course of hyperthyroid¬ 
ism, is usually difficult to ascertain on exophthalmo- 
metric examination. Persistency, aggravation, and 
occurrence of exophthalmos paralleling clinical im¬ 
provement were found in 32 patients (22%). Only 1 
of 10 patients, in whom the exophthalmos could be 
attributed solely to hyperthyroidism, showed a return 
to normal. Exophthalmos may be a premonitory symp¬ 
tom of thyroid toxicity. Edematous malignant exoph¬ 
thalmos is an autonomous disease requiring appropri¬ 
ate therapy. Unilateral manifestations were observed 
in only 3 of 22 patients. The evident connection be¬ 
tween exophthalmos and hyperthyroidism suggests 
that similar physiopathological mechanisms are re¬ 
sponsible for both. Edematous exophthalmos appears 
in 3 forms: exophthalmos associated with hyperthyroid¬ 
ism; exophthalmos after hyperthyroidism has been 
reduced; and exophthalmos preliminary to hyperthy¬ 
roidism. The inadequacies and contradictions of the 
accepted theories as to the pathogenesis of this disease 
show how difficult it is to apply purely experimental 
data to man. 

Glaucoma and the Superior Vena Caval Obstruction 
Syndrome. J. E. Alfano and P. A. Alfano. Am. J. Ophth- 
42:685-696 (Nov.) 1956 [Chicago]. 

The authors present the histories of 6 patients, rang¬ 
ing in age from 51 to 61 years, in whom obstruction or 
the superior vena cava was accompanied by ocular 
signs and symptoms. The ophthalmologic literature 
contains only 2 other case reports on the ocular mam- 
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festations of this obstruction, reported in 1949 and 
1952 respectively. In accordance with the anatomic 
location of the superior vena cava, the pathological 
process producing the obstruction is located in the 
right side of the thorax. The following conditions 
caused the obstruction in the 6 patients presented here: 
a lymphomatous mediastinal mass in 2 patients; bron¬ 
chogenic carcinoma in 2; Hodgkin’s disease in 1; and 
carcinoma of the right lung with extension to the medi¬ 
astinum in 1. The ocular signs of obstruction of the 
superior vena cava by a mediastinal mass include 
edema of the lids, face, and conjunctiva; engorgement 
and dilatation of the veins of the face, neck, conjunc¬ 
tiva, episclera, and fundus; prominence of the globes; 
or an overt exophthalmos, edema of the disks, and 
glaucoma. These signs and symptoms are all accentu¬ 
ated when the patient is changed from the upright to 
the recumbent position. The glaucoma is bilateral and 
usually gives rise to no subjective complaints. The 
intraocular pressure may or may not he elevated with 
the patient in the upright or semireclining position hut 
always rises when the patient is placed in the recum¬ 
bent position. There was no pathological cupping of 
disks and the central visual fields were normal in the 
patients presented here. Some reduction in the intra¬ 
ocular pressure may he brought about by the instilla¬ 
tion of pilocarpine. 

The mechanism of action of the miotics in reducing 
the intraocular pressure in glaucoma of this type is 
discussed. It is suggested that the increased venous 
pressure in these cases dams as far hack as the intra- 
scleral venous plexus and increases the resistance to 
aqueous outflow. This would have to he verified by 
tonographic studies. Assuming this to he correct, then 
it would not he unreasonable to assume that pilocar¬ 
pine reduced the pressure in the episcleral veins. This 
reduction of venous pressure in the episcleral veins 
would he followed almost simultaneously hv a fall 
in pressure in the intrascleral venous plexus. The fall 
in pressure in the intrascleral venous plexus would re¬ 
sult in a diminished resistance to outflow of aqueous 
and with a resultant increase in the coefficient of 
facility of outflow, which would lead to a fall in the 
intraocular pressure. 

Importance of the Diagnosis of Glaucoma. P. J. Lein- 
felder and F. M. Owens. Minnesota Med. 39:737-739 
(Nov.) 1956 [St. Paul]. 

Once the diagnosis of glaucoma has been estab¬ 
lished, the patient is committed to a lifetime of obser¬ 
vation and treatment. There is no such thing as a cure 
for glaucoma, and the best that can be had at present is 
adequate control of the disease. Since the course of the 
disease is usually progressive, because the treatment 
may be surgical if daily use of miotic drops does not 
lower the elevated intraocular pressure, and because of 
the fears that are engendered in the minds of many 
patients by mention of glaucoma, accuracy is of great¬ 
est importance in the diagnosis as well as in the 
follow-up of these patients. Unfortunately, it is not 
always a simple matter to determine whether early 
glaucoma is present. The beginning stages of the 


disease are unaccompanied by any signs or symptoms 
that would enable the patient to know of its presence, 
and often considerable damage has occurred to the 
retina and optic nerve before an increase in ocular 
pressure is recognized during the routine ocular exam¬ 
ination. Even the recognition of an elevated pressure 
is not in itself positive evidence of the presence of 
glaucoma, for occasionally the stress of the examination 
or the manipulation incident to taking the intraocular 
pressure will cause a transient increase in pressure. 
It is obligatory, therefore, to repeat the pressure tests 
and to look for other evidence of changes in the eye 
before a diagnosis is made. Tests are available that 
provoke a glaucomatous state in the susceptible eye. 
Dilating the pupil, drinking coffee, or even a quart of 
water may cause a rise of pressure of 5 to 10 mm. 
of mercury in a glaucomatous eye, while in the normal 
there may he no change. Great care is necessary in 
order to correctly interpret the results of these tests. 

The visual fields are of great value in learning of 
the presence or absence of glaucoma. Serious errors 
can he made through the injudicious and inaccurate 
use of the visual fields tests. Most frequently errors 
occur in the interpretation of fields obtained at follow¬ 
up examinations. There can he changes that are tran¬ 
sient in nature and due to general or local conditions 
not directly associated with the glaucomatous process. 
Emotional strain, fatigue, illness, exposure to bright 
light can cause apparent deterioration of the fields. 
Although glaucoma ultimately causes changes in the 
nerve head, glaucomatous cupping of the disk is not 
of significance in the diagnosis of early glaucoma. 
Once the disease is diagnosed, it is necessary for the 
patient to begin a regime that will continue for the 
remainder of his life. This must he explained to the pa¬ 
tient so that lie understands the nature of the disease, 
the necessity for treatment and the importance of 
repeated observation. If the patient can he made to 
carry out his treatment, there is no reason for threaten¬ 
ing him with blindness. 

Vitreous Hemorrhages: Associated with Sickle Cell- 
Hemoglobin C Disease. J. F. Hannon. Am. J. Ophth. 
42:707-712 (Nov.) 1956 [Chicago]. 

A review of the experiences at the Johns Hopkins 
Hospital with ocular changes associated with sickle- 
cell disease seems to indicate that the peculiar retinop¬ 
athy and vitreous hemorrhage occurs almost always in 
the sickle cell-hemoglobin C variety. One case in the 
literature was reported that apparently was secondary 
to sickle cell-thalassemia disease. Further evaluation 
of the cases previously reported by hemoglobin electro¬ 
phoresis is necessary to determine tire incidence, if 
any, in patients with sickle cell anemia and sickle cell 
trait. The ocular findings of sickle cell-hemoglobin C 
disease are described, and 2 cases treated prophvlac- 
tically by surface diathermy are presented. While no 
conclusions may be reached at this time, in view of 
the excellent results obtained thus far in these 2 pa¬ 
tients, it appears justifiable to pursue continued evalu¬ 
ation of prophylactic surface diathermy in these pa¬ 
tients. 
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THERAPEUTICS 

Quinidine as a Cause of Sudden Death. G. W. Thom¬ 
son. Circulation 14:757-765 (Nov.) 1956 [New York], 

Six hundred eleven cases of atrial fibrillation in 
which the patients were treated with quinidine were 
collected from the literature. These patients were un¬ 
selected as to the underlying cause of heart disease, 
its severity, the presence or absence of congestive 
heart failure, the duration of atrial fibrillation, or the 
association with other disease processes. Twenty deaths 
occurred in this group during therapy, i. e., an over-all 
death rate of 3.3%. Embolism was recognized clinically 
in 11 (2.3%) of 418 patients in whom the presence or 
absence of embolism was specifically noted. Death 
occurred suddenly in most of the 20 patients. Almost 
half of the deaths occurred in rheumatic patients with 
mitral stenosis. Autopsy was done in 10 of the 20 
patients, and embolism was implicated as cause of 
death in only 1 patient, who had rheumatic heart dis¬ 
ease and died in pulmonary edema. No pathologically 
evident cause of death could be found in most of the 
patients. Seventy-nine patients had previous embolic 
accidents before quinidine therapy was instituted. 
Only 1 of these 79 patients had a second embolization 
during the quinidine treatment, and this occurred on 
relapse to fibrillation. He was again converted and 
remained symptom-free in sinus rhythm for a follow¬ 
up period of 9 months. Embolism, however, occurred 
in 6 patients who had no previous attacks. Previous 
embolism thus appears to carry a negligible risk of 
repetition during quinidine therapy. 

Death occurred in 2 (0.98%) of 203 patients in 
whom the dose of quinidine was limited by arbitrary 
plasma quinidine levels, and death occurred in 11 
(10.6%) of 105 patients in whom there was no stated 
arbitrary upper limit or in whom the drug was given 
until toxicity or conversion occurred. The mortality 
appears greater among patients in whom no arbitrary 
dosage limit is set. Severe organic heart disease, con¬ 
gestive heart failure, and associated grave illnesses 
increase the possibility of a fatal reaction. Unappreci¬ 
ated toxic effects of the drug, especially on the central 
nervous system, appear to play a part in the produc¬ 
tion of sudden death ("quinidine shock”). These effects 
might be avoided by a more judicious selection of 
patients for therapy and meticulous supervision of all 
patients receiving large doses. 

New Exchange Resin and Diet in the Treatment of 
Uremia. R. J. Gailitsi and G. H. R. Lambers. Illinois 
M. J. 110:214-219 (Nov.) 1956 [Chicago], 

An effort was made to improve the management of 
uremia associated with hyperpotassemia by combined 
dietary management and the use of potassium ex¬ 
change resin, because the use of intestinal perfusion, 
peritoneal irrigation, or the artificial kidney is not 
always feasible. Tire histories of 4 patients are pre¬ 
sented who were treated by Borst’s diet and potassium 
exchange sodium carboxylic resin with striking de¬ 
creases in potassium levels and improvement of their 
clinical condition. The first patient had chronic nephro¬ 
sclerosis with a superimposed lower nephron nephrosis 


apparently precipitated by ingestion of furniture pol¬ 
ish; the second had chronic glomerulonephritis and 
congestive heart failure due to hypertensive heart dis¬ 
ease; the third had subacute glomerulonephritis and 
severe hj'pertensive cardiovascular disease; the fourth 
had chronic pyelonephritis and hypertensive cardio¬ 
vascular disease. All 4 had hyperpotassemia and high 
nonprotein nitrogen values. 

The Borst diet provided a high-caloric, low-electro¬ 
lyte means of alimentation, which most patients found 
palatable. This was supplemented by a high-carbohy¬ 
drate, low-protein meal once daily as the condition of 
the patient permitted a greater intake of food. The 
exchange resin used was a new sodium carboxylic 
resin charged with the sodium ion, in contrast to 
the ammonium-charged ammonium carboxylic resin 
described by others. It has several advantages over 
other exchange resins: 1. The sodium ion is more in¬ 
nocuous than the ammonium ion in uremic patients, 
since ammonia is converted to urea in the liver and 
the addition of more ammonium ion in the resin would 
tend to elevate an already high blood urea level. 2. 
The sodium ion in the resin is poorly absorbed from 
the gastrointestinal tract, and the only sodium ab¬ 
sorbed is most likely that which is exchanged for the 
potassium ion. This slight increase of sodium ion con¬ 
centration is negligible as far as altering the over-all 
sodium level in the extracellular spaces is concerned. 
3. The ammonium ion, which usually is in high con¬ 
centration in uremic patients, can combine with the 
sodium carboxylic resin and be excreted by the gastro¬ 
intestinal tract, thus reducing the level of ammonium- 
containing compounds in the body. This mode of 
therapy can be utilized by any physician who has 
access to a reliable clinical laboratory where accurate 
electrolyte studies can be obtained. The electrolyte 
status should be followed closely and the resin be dis¬ 
continued as soon as the potassium level reaches 4 
mEq. per liter, or a serious hypopotassemia may result. 
Trough the reduction of potassium and nonprotein 
nitrogen levels is not the sole aim in management of 
uremic patients, in certain cases this reduction is life¬ 
saving. 

Effects of Protracted Administration of Aureomycin on 
Fecal Flora. A. D’Agata. Riforma med. 70:1125-1128 
(Sept. 29) 1956 (In Italian) [Naples, Italy]. 

The author studied the effect of chlortetracycline on 
fecal flora. The number of micro-organisms diminished 
7 days after the administration of tire drug. Later the 
flora increased, and after 4 or 5 weeks it reached the 
initial values. The Escherichia coli type bacteria, the 
Enterococcus, and the Micrococcus (Staphylococcus) 
pyogenes var. albus and citreus decreased; however, in 
the examination performed 3 or 4 weeks after the 
administration of chlortetracycline they had once more 
increased. Proteus vulgaris and often M. pyogenes var. 
aureus showed an increase at the first examination. 
The strains that are isolated after the administration 
of the drug are not very sensitive to antibiotics. E. con 
type bacteria and micrococci remain sensitive to eryth¬ 
romycin for a long time. Enterococci remain sensitive 
to streptomycin. 
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BOOK REVIEWS 


Clinical Roentgenology. Volume IV: The Digestive Tract, the 
Gall Bladder, Liver and Pancreas, the Excretory Tract and Spe¬ 
cial Studies Emphasizing Differential Considerations. By Alfred 
A. de Lorimier, M.D., Radiologist, Saint Francis Memorial Hos¬ 
pital, San Francisco, Henry G. Moehring, M.D., Radiologist, 
Duluth Clinic, Duluth, Minnesota, and John R. Hannan, M.D., 
Radiologist, Cleveland. Cloth. $24.50. Pp. 676, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Avc., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Rycrson Press, 299 Queen St., \Y., 
Toronto 2B, Canada, 195G. 

This volume follows the pattern of the preceding 
publications by the authors. It considers the roent¬ 
genologic aspects of the digestive and genitourinary 
Tracts. In the discussion of the abdomen, the authors 
consider the various lesions that are recognized by 
the roentgenographic examination without the aid 
of any contrast medium. This is followed by a com¬ 
prehensive study of the entire alimentary tract. 
Ample material is presented on the gallbladder, 
liver, and pancreas. In the discussion of the genito¬ 
urinary tract, the authors include a comprehensive 
presentation of intravenous urography and retrograde 
pyelography, and they have discussed amply the re¬ 
lationship in these special studies as they pertain to 
the various aspects of the male and female genital 
tracts. This is the type of monograph that is appar¬ 
ently increasing in popularity. The authors include 
a good bibliography, and they have developed an 
ability to present textual material concisely, yet 
thoroughly. The illustrations are unusually good. 
The publishers and printers are to be congratulated 
on die physical quality of the book, the readability 
of the printing, and the excellence of the roentgeno¬ 
graphic illustrations. This book should be most helpful 
to all radiologists and to clinicians who quite properly 
participate in die consultations concerning roentgeno¬ 
graphic studies of their patients. Although this book 
is not intended to be encyclopedic, the authors have 
gathered together a tremendous amount of material; 
and the radiologist will find that helpful information 
is available about most of the conditions in these 
pardcular areas to which the body is susceptible. 

Progress in Nuclear Energy. Series VII: Medical Sciences. 
Volume 1. Editors: J. C. Bugher, J. Coursaget and J. F. Loutit. 
Cloth. $6. Pp. 165. McGraw-Hill Book Company, Inc., 330 \V. 
42nd St., New York 36; Pergamon Press Ltd., 4 & 5 Fitzroy Sq., 
London, W.l, England, 1956. 

The present volume is the first of a series planned to 
set forth the applications of the new physics to the 
medical sciences; the series is to be one of a succession 
of eight series that will summarize the applications of 
nuclear energy in the fields of science, technology, ad¬ 
ministration, and economics. This volume consists of 
seven excellent chapters that review the diagnostic, 
therapeutic, and investigative uses of radioactive iso¬ 
topes; the principles and practice of radiation safety. 

These book reviews have been prepared by competent authori¬ 
ties but do not represent the opinions of any medical, or other 
organization unless specifically so stated. 


especially in reactor and chemical-processing plants; 
and the difficult problem of dosimetry for ionizing ra¬ 
diations. Many of the references are to papers pre¬ 
sented at the International Conference for the Peace¬ 
ful Uses of Atomic Energy, held at Geneva in August, 
1955, but the reviews cover the entire field of recent 
publications. An immense amount of concrete infor¬ 
mation is presented but in a setting that gives a perspec¬ 
tive of the whole. The discussion of the radioactive 
isotopes of cobalt and cesium on page 60 is one of 
many possible examples. In the days of radium use, a 
pack at 5 or 10 curies of activity was historic. The ad¬ 
vent of cobalt-60 made 1,000-curie sources possible, 
but this is not the only radioactive isotope available 
for teletherapy, and it lias the disadvantage of a half- 
life of only 5.26 years. Cesium-137 has the advantage of 
a half-life of 33 years and produces gamma rays at true 
supervoltage energy. According to Brucer (page 61), 
“a pilot plant is being constructed at Oak Ridge that 
will make over 200,000 curies of cesium available each 
year starting in 1957.” Because of the abundance of 
bibliographical references this book will be a valu¬ 
able tool to workers in radiologic research, but it will 
also make inspiring reading for any physician because 
of the medical achievements it summarizes and the 
prospects it suggests. 

Dictionary of Poisons. By Ibert Mellan and Eleanor Mellan. 
Cloth. $4.75. Pp. 150. Philosophical Library, Inc., 15 E. 40th St., 
New York 16,1956. 

This book presents a list of poisons, with a brief 
description of symptoms, first-aid treatment, and anti¬ 
dotes. The list of common drugs and poisons is com¬ 
plete with respect to inclusion of compounds that are 
most frequently involved as causes of accidental 
poisoning. The brief description of symptoms is in¬ 
sufficient to permit diagnosis of the cause of poisoning. 
The book would have greater value if it contained 
more specific and complete descriptions of the symp¬ 
toms. In cases where the causative drug or poison is 
known, the symptoms listed could serve as a useful 
guide until more detailed and specific information is 
obtained from other sources. The book contains a 
description of first-aid treatment for each poison. The 
treatment described is aimed at preventing or decreas¬ 
ing absorption from the gastrointestinal tract, and it 
should serve a useful purpose in this respect, since the 
authors have listed two or three first-aid measures and 
limited the materials to those that are generally avail¬ 
able in the home, such as sodium chloride, eggs, and 
ammonia. The book is deficient in its description of 
specific antidotes and, therefore, does not constitute 
a good reference for use by physicians. No mention 
is made of recently developed antidotes such as dimer- 
caprol for the treatment of arsenic and mercury poi¬ 
soning and atropine for parathion poisoning. The book 
may be useful as a guide for first-aid treatment of 
poisoning but not for the definitive treatment of poi¬ 
soning by the use of chemical agents. ' 
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QUERIES AND MINOR NOTES 


PREVENTION OF ANAPHYLACTIC REACTIONS 
To the Editor:— Please supply information on the 
use of antihistamines in the prevention of serum 
(anaphylactic) reactions. Please include tetanus 
antitoxin. M.D., Puerto Rico. 

Answer.— Antihistamines have been widely used 
to prevent or lessen anaphylactic reactions that may 
occur after administration of blood, antitoxins, peni¬ 
cillin, and contrast mediums such as are used for 
pyelography. The incidence of transfusion reactions 
has been markedly reduced. Wilhelm and co-workers 
(}. A. M. A. 158:529,1955) added 50 mg. of diphen¬ 
hydramine (Benadryl) hydrochloride to 518 units of 
whole blood, with complete elimination of allergic 
(but not pyretic) reactions. Stephen and his associates 
(/. A. M. A. 158:525, 1955) used Pyribenzamine in a 
dosage of 25 mg. in 1 cc. of solution added to the 
blood just prior to transfusion. This caused a reduction 
in both allergic and pyretic reactions. Frankel (Ann. 
Allergy 13:319, 1955) used 10 mg. of chlorprophenpy- 
ridamine (Chlor-Trimeton) maleate in the same 
manner and noted only one reaction in 361 transfus¬ 
ions (0.3%). In a control group, four allergic or 
pyrogenic reactions occurred in the course of trans¬ 
fusion of 111 pints (55,500 cc.) of blood (3.6%). 
Winter and Taplin (Ann. Allergy 14:76, 1956) found 
that “the high incidence of both acute febrile and 
allergic reactions to die transfusion of whole blood 
(11.3 per cent) may be reduced to less than 1.0 per 
cent by the prophylactic use of an antipyretic (acetyl- 
salicylic acid) orally plus the admixture of 50 mg. 
of an antihistamine (Chlorprophenpyridamine maleate 
Chlor-trimeton) to each unit of blood prior to its ad¬ 
ministration.” Each of 323 patients was given 0.65 gm. 
of acetylsalicylic acid orally one hour before trans¬ 
fusion and every three hours thereafter during the 
transfusion; the minimal dose was 1.3 gm. Epineph¬ 
rine has also been mixed with die blood and has been 
beneficial. Its effect, while prompt, is less enduring. 

Penicillin reactions are becoming increasingly fre¬ 
quent and severe. The addition of either antihistamine 
or of epinephrine definitely lessens the incidence of 
the anaphylactic type of reacdon but is not too ef¬ 
fective as regards the delayed urticarial symptoms. Un¬ 
toward reactions, both minor and severe, are a common 
experience in urography. Sanger and Ehrlich (Ann. 
Allergy 14:254, 1956) mixed 20 mg. of chlorprophen¬ 
pyridamine maleate with the contrast mediums. Severe 
shock reacdons were eliminated in their 623 padents. 
The incidence of moderately severe reactions was re¬ 
duced to 25%, as compared to a control group of 379 
patients who received only the dye. Tetanus (and 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


diphtheria) antitoxins represent possibilities that are 
similar yet different. A high and increasing percent¬ 
age of the population is protected by previous ad¬ 
ministration of tetanus and/or diphteria toxoid. In 
case of injury, a booster dose of tetanus toxoid acts 
promptly and safely and is highly effective, and there 
is no need for the potentially dangerous antitoxin. 
Every person who has received toxoid should carry 
a tag or card in his billfold stating that the bearer has 
received tetanus toxiod and, in event of injury, should 
receive a booster of the toxoid but not antitoxin. 

SEDATION BEFORE BASAL 
METABOLISM DETERMINATION 

To the Editor:— The use of barbiturate sedation prior 
to basal metabolic tests in an attempt to eliminate 
factors such as anxiety seems advantageous. Would 
the use of the current tranquilizing drugs detract 
from the validity of determinations of thyroid status? 

Herbert J. Rosen, M.D., Dover, N. ]. 

Answer.— Determination of the basal metabolic rate 
is by definition done on a patient after a normal night’s 
sleep when the patient is awake, at rest, and in the 
fasting state. The metabolic rate of a person who is 
asleep or partially asleep or under the effect of a seda¬ 
tive drug will be depressed below the usual normal 
rate taken in the thoroughly awakened state. This is, 
therefore, a complex problem. If a person were unduly 
excited and could not relax sufficiently to be in a rest¬ 
ing state, the metabolic rate would be increased above 
normal. With just the right amount of very mild seda¬ 
tion, such a person might be just brought into the 
normal resting state, and the determination would be 
accurate. The problem then resolves itself into the 
exact adjustment of the dose of sedation to fit the exact 
degree of excitement or restlessness. 

The normally resting person who has received a 
dose of IJ 2 grains (0.1 gm.) of phenobarbital some 8 
to 10 hours before may have a basal metabolic rate of 
15 to 20% lower than he would have otherwise. A 
thyrotoxic person who would ordinarily have a basal 
metabolic rate of -f-40% might have a rate of only +15 
or +20% if he had been thoroughly sedated during the 
previous night. His true resting metabolic rate, how¬ 
ever, is still +40%. An excitable or neurotic person 
may require some sedation to insure a fairly normal 
night’s sleep before the determination of the metabolic 
rate. If there is no hangover, and if the person is not 
actually sedated the next morning, his basal metabolic 
rate may be considered an accurate one. If he is still 
under sedation his metabolic rate may appear lower 
than it actually is. 

Experience with the newer tranquilizing drugs has 
not been sufficient as yet for proper evaluation of 
their effect on the basal metabolic rate. It is probable 
that any drug with a sedative effect will exert in¬ 
fluences comparable to those mentioned in the previ- 
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ous discussion. If one were to give a standard sedative 
to all persons before determination of the basal meta¬ 
bolic rate, it would be necessary to set up a new 
standard for the limits of normal. It seems likely that 
one of the reasons that basal metabolic rates in hos¬ 
pitalized patients now normally range from -5 to 
-10% and that readings above -j-5% are looked on with 
suspicion may be that a very large number of such 
patients are given sedatives the night before the tests. 

VITAMIN K ADMINISTRATION 
To the Editor:— Is vitamin Ki in any way superior to 
synthetic vitamin K preparation in the treatment of 
any other type of hypoprotliromhinemia than that 
induced by coumarin preparations? Is there any evi¬ 
dence that the administration of excessive amounts 
of vitamin K t may paradoxically depress the pro¬ 
thrombin time? 

Warren W. Smith, M.D., Columbus, Ohio. 

Answer.— Vitamin Ki appears to have some supe¬ 
riority over synthetic vitamin K preparations in the 
treatment of idiopathic hypoprothrombinemia. In this 
condition relatively large doses of Ki are indicated. 
There is no evidence to indicate that excessive 
amounts of vitamin K, depress the prothrombin time. 

LOSS OF TASTE 

To the Editor:— An S2-year-old man had his last four 
upper teeth extracted. A removable horseshoe- 
shaped plate had been attached to these teeth by 
clasps. The new plate covers the entire roof of his 
mouth and stays in place perfectly, but practically 
all his sense of taste is gone. Can another kind of 
plate be used to recover the taste buds that this 
one has eliminated? M.D., Florida. 

Answer.— The number of actively functioning taste 
buds gradually diminishes from several hundred to 
about 70 or 80 in elderly persons. If a solid material 
is placed in a perfectly dry mouth it cannot be tasted. 
Under ordinary circumstances, unless it is in solution 
it does not affect the sense of taste. Although the taste 
buds are located chiefly in the tongue, they are also 
found in the mucous membranes of the soft palate. A 
dental plate covering the entire roof of the mouth will 
often affect the sense of taste in varying degrees. It 
would be advisable to discuss the matter of a new 
dental plate with the dentist, who may be able to 
provide a partial plate that will not completely dimin¬ 
ish the taste sense. 

BLOOD PLATELET COUNTING 

To the Editor:—W haf is the best way to do a blood 
platelet count? 

G. L. Lester, M.D., Chatauqua, N. Y. 

Answer.— There is no “best” method to do a blood 
platelet count. Experienced workers realize that an 
enumeration of platelets by any method is at best an 
approximation. The estimated error with the various 
techniques ranges from 11 to 24%. The difficulty arises 
from the readiness with which platelets agglutinate, 
adhere to tissues and objects, and disintegrate. For¬ 
tunately, only wide deviations from the normal ranges. 


detectable by most methods, are clinically significant. 
Pathologists generally agree that with a selected meth¬ 
od, the range of counts made on a series of normal 
individuals should be established and the results used 
as a reference in the evaluation of counts for diagnostic 
purposes. With these limitations the following simple 
indirect method gives satisfactory results. A drop of 
a 14% aqueous solution of magnesium sulfate is placed 
on the cleansed skin of a finger. The skin is then punc¬ 
tured through the solution. The first drop of blood is 
mixed with magnesium sulfate to form approximately 
a 1:5 dilution. As soon as possible a smear of the mix¬ 
ture is made on a clean glass slide in the same manner 
as for differential counts. When dry, the preparation 
is stained with Wright’s stain. The slide is then exam¬ 
ined under oil immersion, and red bloood cells and 
platelets (seen as azure granules in a light blue cyto¬ 
plasm) are counted in each field until 1,000 red blood 
cells are counted. The number of platelets counted is 
then multiplied by the first four figures of the red 
blood cell count for a cubic millimeter to obtain the 
number of platelets per cubic millimeter. 

NASAL VOICE AFTER TONSILLECTOMY 
To the Editor:— One month after tonsillectomy and 
adenoidectomy a 5-year-old child has a nasal voice. 
She had an abundance of adenoids and enlarged 
tonsils. What treatment is indicated? 

M.D., Massachusetts. 

Answer.— A nasal quality to the voice results from 
occlusion of the airway through the nasal passages, 
which may be produced by adenoid tissue blocking the 
posterior nares or by nasal pathology, most often an 
allergic rhinitis. Alteration in the quality of the voice 
may also be due to impaired palatal function, prevent¬ 
ing complete closure of the palate in speaking, and 
the voice would thereby resemble that of a patient 
with cleft palate. In the case cited, residual adenoid 
tissue against the choanae should be looked for; in the 
absence of this, an allergic rhinitis may be the causa¬ 
tive factor. Allergic children are particularly prone to 
develop marked hypertrophy of the tonsils and ade¬ 
noids such as was found in this case. 

ASTHENIA FOLLOWING INFLUENZA 
To the Editor:— Referring to the query on asthenia 
following influenza in The Journal, July 14, 1956, 
page 1118, I would like to state that, in my experi¬ 
ence, the use of antibiotics in cases of influenza is 
not indicated, since they appear to aggravate the 
symptoms of the disease and to prolong the stage of 
asthenia following it. Leo. j. Hallay, M.D., 

Fort Blackmore, Va. 

SCARLET FEVER 

To the Editor:—I wish to comment on the answer to 
the query about scarlet fever in The Journal, July 
14,1956, page 1117. With one or two notable excep¬ 
tions, most authorities interested in rheumatic fever 
prophylaxis, while accepting a single infection of 
benzathine penicillin G for the treatment of acute 
betahemolytic streptococcic pharyngitis, would not 
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agree that “three days of treatment with penicillin 
should he sufficient for most patients with scarlet 
fever” or the implication in the opinion that “the 
majority of the patients make good recoveries with¬ 
out any medication.” David Selman, M.D. 

24 S. Main St. 

Spring Valley, N. Y. 

To the Editor:— The reply to the query on scarlet fe¬ 
ver in The Journal, July 14, 1956, page 1117, de¬ 
serves further comment. I wonder if there is any 
community where “disinfection of all objects that 
have been in contact with the patient” is still prac¬ 
ticed. Would not quarantine of contacts, although 
ineffective in practice, actually be more to the point, 
since persons carry streptococci far better than ob¬ 
jects? And since other streptococcic infections be¬ 
sides scarlet fever are just as important to control, 
we would be in almost a continuous phase of disin¬ 
fecting objects about the house 12 months a year. 1 
also believe best current evidence shows that, while 
streptococci may disappear on initiation of penicillin 
treatment, they often reappear in a week's time, 
when they may again be spread to others, cause a 
recurrence of illness, or at worst lead to a rheumat¬ 
ic complication. 

Strictly from the point of view of treatment of the 
illness alone, the consultant probably underestimates 
the number who would make good recoveries with 
no medication. Probably the majority would do so, 
but 1 believe the consensus is that in treating the 
problem in this way we lose a valuable opportunity 
in prophylaxis against rheumatic and nephritic com¬ 
plications. Finally, I would like to know the basis of 
the statement that “regardless of the mild nature of 
scarlet fever at the present time, bed rest is advis¬ 
able for a minimum of one week.” 

Thayer A. Smith, M.D. 

14102 Pioneer Blvd. 

Norwalk, Calif. 

To the Editor:— In reading Queries and Minor Notes 
in the Jtdy 14, 1956, issue of The Journal, 7 was 
astounded at the reply to the question on scarlet 
fever (page 1117). Obviously, the author of the reply 
has not been impressed with the ivork of Rammel- 
htmp and others, who have shown that adequate 
treatment of the streptococci infection is necessary to 
reduce the incidence of nonsuppurative sequelae. 
Adequate treatment has been defined as that amount 
necessary for the permanent elimination of group A 
streptococci from the nasopharynx, and this requires 
a minimum of 7 to 10 days of penicillin therapy. The 
statements “three days of penicillin should be suffi¬ 
cient for most patients with scarlet fever” and 
“many of the cases are so mild that the majority of 
patients would probably make good recoveries with¬ 
out any medication” might satisfy one who is only 
concerned with clinical recovery of the patient while 
under observation and who cares nothing about re¬ 
currence of the sore throat, purulent complications, 
and rheumatic fever at some time after the patient 
has left his immediate observation. It will never sat¬ 
isfy those who have had enough experience with 
streptococcic infections to be concerned not only 


about these problems but about the public health 
problem of the convalescent carrier of virulent hemo¬ 
lytic streptococci. 

Capt. John R. Seal. M.C., U. S. Navy 
4817 N. 24th St. 

Arlington, Va. 

The above comments were referred to the consult¬ 
ant, who answered the original Query and Minor Note, 
and his comments follow— Ed. 


To the Editor:— The penicillin and dose suggested in 
the original answer are those that have been recom¬ 
mended by reliable physicians. A nose and throat 
culture, if negative after an attack of scarlet fever, 
lends assurance to the attending physician that his 
patient will not develop late complications or trans¬ 
mit the disease to others. Nevertheless, it is known 
that a negative culture is not a guarantee that posi¬ 
tive cultures may not be obtained at a later date. 

Quarantine and isolation regulations are ordinarily 
determined by public health officials, not by indi¬ 
vidual physicians. A physician would encounter 
trouble if he attempted to quarantine contacts when . 
a health department did not require such a restric¬ 
tion. Disinfection of objects that come in contact 
with disease carriers is not outdated. Medical asep¬ 
tic technique is used in contagious disease hospitals, 
and it would be fortunate if more attention were 
given to it in the home. The statement concerning 
a minimum period of seven days for isolation is cor¬ 
rect as it stands. Most people know that there are 
few if any procedures for the control of acute infec¬ 
tious diseases that are 100% perfect. The diagnosis of 
scarlet fever is not always as simple as believed. 
Whether there is treatment or not, every scarlet 
fever patient does not develop rheumatic fever. And 
every case of rheumatic fever has not been preceded 
by a known attack of scarlet fever. At present, in 
most areas of the United States if not all, nephritis 
is almost unknown as a complication of scarlet fever. 
Perhaps “bed rest” should have been more explicit. 

It may be a safety precaution and is a practical 
measure for controlling the spread of infections in 
hospitals. The same plan is applicable in the home. 
The child confined to its bed is of course isolated- 
not nearly so likely to be transmitting infection to 
others. Moreover, it is a good precautionary method 
for any illness. 

The American Public Health Association would 
not state that a one-week isolation period is suffi¬ 
cient for a patient with scarlet fever if 10 days’ to.2.+, 
weeks’ treatment with penicillin was necessary in ct 
hospital or elsewhere. Some years ago, when the iso¬ 
lation period was three or four weeks, one of the 
most disturbing problems confronting contagious 
disease hospitals was “the return case” of scarlet 
fever. This designation was used when another pa- '' 
tient in the family contracted the disease after the 
homecoming of a discharged hospital patient. Now, 
with one week of isolation in the hospital, second¬ 
ary cases in the family are practically unknown. No 
definite scientific evidence is available to explain the 
present situation, but penicillin is certainly not the 
entire answer. • - • 
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Congress Getting Down to Business • • 

Two Senators Score Budget for Research • • 

Economic Message Cites Two Health Proposals • • 

U. S. Chamber on Problems of the Aged • • 

CONGRESSIONAL ACTIVITY 

Now fully organized, the 85th Congress is getting 
down to business. The House appropriations subcom¬ 
mittee on the health budget has set the week of Feb. 
11 for the start of hearings on projected spending in 
the Department of Health, Education, and Welfare. 
The first witness will be Secretary Folsom, and the 
hearings—not open to the public—are expected to run 
for several weeks. 

- By the time the committee gets around to the Na¬ 
tional Institutes of Health items, the House committee 
staff should have ready a study on the grant activities 
of the NIH. The study was ordered by the Appropria¬ 
tions Committee before Congress adjourned last sum¬ 
mer. At that time some House members questioned 
the advisability of Senate increases over House totals 
for the NIH. The question also was raised whether 
more money was being appropriated than could be 
used effectively by the limited personnel trained in 
research. The institutes are asking record sums in the 
coming year. 

The appropriations subcommittee again is headed 
by Representative Fogarty (D., R. I.), and in this Con¬ 
gress it will be a five-man instead of a seven-man 
group. Other members are Representatives Lanham 
(D., Ga.), Denton (D., Ind.), Taber (R., N. Y.), and 
Laird (R., Wis.). All but Mr. Laird were members of 
the subcommittee last year. 

The Fogarty subcommittee will defer hearings on 
at least one item in the administration’s budget. That 
is the $15,200,000 request for construction grants for 
medical schools. On this, the committee will await 
developments from another group, the House Inter¬ 
state and Foreign Commerce Committee. If the medi¬ 
cal school aid bill is recommended by the Interstate 
Committee and enacted, then the Appropriations 
Committee in all likelihood will recommend funds. 

The Interstate Committee headed by Rep. Oren 
Harris (D., Ark.) has not yet set hearing dates on any 
health measures, since it must still decide what sub¬ 
committees to name. 

A bill certain to draw considerable attention when 
the House Veterans Affairs Committee gets around to 
it is Chairman Teague’s proposal to tighten up admis¬ 
sions procedures for veterans with non-service-con- 
nected disabilities who apply for treatment in Veterans 
Administration facilities. At present, their admission 
is on a space-available basis when the veteran states 
he cannot afford to pay. The procedure now is purely 
administrative in nature. 


From the Washington Office of the American Medical Asso¬ 
ciation. 


Mr. Teague would provide a statutory' procedure. 
The veteran would be required to list his financial 
holdings, as well as health insurance. The admissions 
officer would read to him criminal statutes describing 
penalties for making false statements or affidavits. 
Then the VA officer would estimate the length of hos¬ 
pital stay and the cost of equivalent treatment in pri¬ 
vate facilities, as a guide to the veteran in deciding 
whether he can “afford to pay.” 

RESEARCH SUPPORT 

The day after the new Eisenhower budget was pub¬ 
lished, two prominent senators assailed as inadequate 
the amount recommended for medical research. The 
Eisenhower medical research budget (through the 
National Institutes of Health) totals $190,200,000, an 
increase of 7 million dollars over the budget for the 
current fiscal year, which in turn is about twice that 
of the last fiscal year. 

The President’s critics are Senators Margaret Chase 
Smith (R., Maine) and Lister Hill (D., Ala.). Senator 
Hill is chairman of the health subcommittee of the 
Senate Appropriations Committee and also heads the 
Labor and Welfare Committee, which handles most 
health legislation except military. Mrs. Smith is a mem¬ 
ber of the health appropriations subcommittee. 

In the budget, Mr. Eisenhower describes the re¬ 
search appropriations requested of Congress as suffi¬ 
cient to continue the work at its record level. The two 
senators sharply question this appraisal. They say, in 
part: ". . . we have information that the Administra¬ 
tion decided last August that it would not spend the 
full amount for medical research authorized by the 
Congress. A memorandum dated August 28, 1956, 
from the Director of the National Institutes of Health 
to the Surgeon General of the Public Health Service 
estimates that the Institutes would spend only $173,- 
500,000 during fiscal 1957. This estimate was made 
before the Advisory Councils to the Institutes had 
even met for the first time to pass upon research ap¬ 
plications for the current year. The Advisory Councils 
to the various Institutes of Health, which pass upon 
all research applications, still have meetings in Feb¬ 
ruary and June of the current fiscal year. Does this 
budget estimate mean that these councils are now 
being given a ceiling?” 

They cite the amount the administration expects 
can be spent on research in cancer, mental illness, and 
heart disease, and add: “These three disease entities, 
the major killers and disablers of Americans, show a 
rising rate of incidence each year. Since the Admini¬ 
stration estimates that it will not spend the full amount 
appropriated by the Congress against these diseases, 
does it really believe that this is the time to relax the 
research campaign against these diseases?” 

Senators Smith and Hill further claim that, because 
of an increased allowance for overhead costs, the ad¬ 
ministration actually is proposing a decrease rather 
than an increase in research grants to nonfederal 
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institutions. They also describe as inadequate the ad¬ 
ministration proposals for aid to medical, dental, and 
osteopathy schools and say the Eisenhower recom¬ 
mendation for work on the problems of the aging is 
“disappointing.” 

The following table presents specific requests made 
by the Eisenhower administration to finance major 
U. S. health and medical activities for the next fiscal 
year. First column shows what the programs are ex¬ 
pected to cost in die current fiscal year and the second 
the new requests. Some programs that will require 
new legislation, such as aid to medical schools, are 
not carried in the budget but will be added later. 
Military medical expenses listed do not include con¬ 
struction or alteration of facilities. 


Specific ’Requests Made by the Eisenhower Administration to 
Finance Major V. S. Health and Medical Activities 


Food and Drug Administration.. 

Office of Vocational Rehabilitation.... 

Children's Bureau. 

Public Health Service..... 

Venereal disease control. 

Tuberculosis control. 

Communicable disease control. 

Sanitary engineering activities. 

(irants for waste treatment plants. 

Hill-Burton . 

Hospitals and medical care. 

Indian health activities... 

Construction of Indian health facilities.... 

NIH (General research and services). 

National Cancer Institute. 

Mental health activities. 

National Heart Institute. 

Dental health activities.. 

Arthritis and metabolic diseases.. 

Allergy and Infectious diseases. 

Neurology and blindness activities. 

National Library of Medicine.. 

Veterans Administration. 

Outpatient care—.. 

Inpatient care. 

Hospital and domiciliary facilities. 

Atomic Energy Commission (Med.). 

Civil Defense Administration.. 

St. Elizabeth’s (Washington, D. C.). 

Defense Department. 

Army .....* 

Navy . 

Air Force. 

Medicare . 


Estimated 
Fiscal 1957 
? 7,979,000 
42.110,000 
41,183,000 
534,601,093 
4,195,000 
0 , 000,000 
5,750,000 
9,000,000 
50,000,000 
125,000,000 
39,011,000 
38,090,545 
8,702,000 
12,122,000 
48,432,000 
35,197,000 
33,35*0.000 
0.020,000 
15,885,000 
13,299,000 

18 , 050,000 

1,004,OSS 
797,173,000 
82,038,000 
C02.900.000 
51,035,000 
31,598,000 
41,790,000 
2,737,000 
300,032,000 
144,03S,000 
01 , 100,000 
70,894,000 
24,000,000 


Requested for 
Fiscal 1958 
$ 10,554,500 
50,945,000 
43,654,000 
557,408,455 
4,415,000 
7,000.000 
6,260,000 
13,003,000 
50,000,000 
121,200,000 
44,399,000 
43,311,545 
5,800,000 
14,026,000 
46.902,000 
35,217,000 
33,430,000 
(*,430,000 
n,ss5,ooo 
17,400,000 
18,887,000 
1,450,000 
831,000,000 
79,000,000 
702,000.000 
50,000,000 
36,000,000 
62,000,000 
3,265,000 
426,Gil ,000 
158,200,000 
87,200,000 
10S,416,000 
62,795,000 


HEALTH INSURANCE 

The President’s economic message, based on the 
annual report of his Council of Economic Advisers, 
asks Congress to pass legislation to encourage the 
spread of voluntary health insurance through pooling 
arrangements and to authorize federal giants to medi¬ 
cal and dental schools for construction and equipment. 

On the general state of health and research. Presi¬ 
dent Eisenhower declares: “The Nation’s material im¬ 
provement has been accompanied by significant gains 
in health and life expectancy. Progress in diminishing 
disease, disability, and premature death has enhanced 
our capacity for work, for enjoyment of the fruits of 
effort and enterprise, and for discharge of the military 
obligations of citizenship. The struggle for better 
health and longer life is a continual one, however, and 
huge returns are still to be expected from relatively 
small outlays for additional research on crippling and 
killing diseases.” 

On the two specific legislative requests, both also 
advanced in his budget message the previous week, 
Mr. Eisenhower states: “For the further advance of 
our health standards, the Congress is again requested 
to consider proposals for encouraging volunteer health 


insurance plans. One such proposal seeks to facilitate 
the improvement of voluntary plans by smaller health 
insurance companies and by nonprofit insurance associ¬ 
ations through pooling arrangements. The Congress is 
also requested to authorize a temporary program of 
construction grants for expansion and improvement of 
training facilities at medical and dental schools. Such a 
program is needed to balance the legislative provision 
made last year for Federal financial assistance in the 
construction of health research facilities.” 


GERIATRICS 

Problems of the aged who are ill will be solved by 
voluntary means only if insurance companies provide 
medical care insurance and employers use the facilities 
at their disposal. This is the view of an insurance exec¬ 
utive, writing in the current issue of the U. S. Chamber 
of Commerce’s publication, “American Economic Se¬ 
curity'.” 

The author, John H. Miller, states: “The ultimate 
objective should be to insure that the years which have 
been added to life through reduction in mortality from 
acute infectious diseases shall not be spent in chronic 
invalidity. This calls for greater development of pre¬ 
ventive health measures, tire early detection and treat¬ 
ment of chronic disease, the creation or expansion of 
special facilities and service such as geriatric clinics, 
nursing and convalescent homes, home care hospital 
programs, the clay hospital’ and other facilities and 
services especially designed to meet the health prob¬ 
lems of the aged.” 

Further development of these services is indicated, 
he added, in the recent appointment by HEW Secre¬ 
tary Folsom of a government advisory committee to 
study and develop methods of adapting hospital facili¬ 
ties and services more closely to the varying needs of 
the patients. There is finally, Mr. Miller states, need 
of a great expansion in rehabilitation services and 
facilities. "These services should be made available 
not only to those disabled persons who are potentially 
re-employable but to all persons whose well-being can 
be improved through the techniques of rehabilitation. 

“Accomplishment in these areas will minimize the 
need for medical treatment and control its cost, and 
will complement the advances being made by insurers 
in expanding the coverage on the older lives,” he 
declares. 


MISCELLANY 

The Navy’s residency program has more than dou¬ 
bled since 1955, when 150 residents were in training. 
Tins year the enrollment is 335 in 22 specialties. ■ • • 
The Office of Education, HEW, has announced that a 
record 2,947,000 students matriculated this school year 
in 1,852 institutions of higher education, a 10% increase 
over last year. . , . The Air Force has set up a training 
program for physicians in industrial medicine because 
of the highly industrialized operations of the Air Force_ 
in weapons systems. The trainee will attend one of 
several civilian medical institutions for three years.. • • 
Special citation of the Public Health Service for vessel 
sanitation will be awarded this year to the United 
States Lines. . . . Three-quarters of all deaths in the 
Army are due to injury, according to the Office of the 
Surgeon General. One-half of the injuries are caused 
by automobile accidents during off-duty hours. 
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ETIOLOGY OF BREECH PRESENTATION AND PRENATAL CARE 

Harold S. Morgan, M.D., Lincoln, Neb. 


Many etiological factors have been advanced to ex¬ 
plain the presentation of the fetus by the breech. 
Historically, prematurity, multiparity, placenta previa, 
hydrocephalus, multiple pregnancy, contracted pelvis, 
and pelvic tumor have been cited as the principal 
causes of this presentation. As one browses through 
tire literature, however, one cannot fail to detect a 
faint bewilderment on the part of the several contri¬ 
butors as to the precise factor or factors responsible 
for this error in polarity. 

In 1938, Schumann 1 stated, "I am firmly convinced 
that in the greater number of cases, the cause of 
breech presentation is purely accidental.” Vartan, 2 
in 1940, said that what impressed him concerning the 
etiology of breech presentation was that most of the 
factors reported to be causes seldom occurred. In 
1945, Vartan, 3 again writing on the etiology of this 
presentation, stated that he believed that the reason 
breeches persisted until term was not to be sought in 
the factors that prevented the head from engaging but 
in those factors that prevented spontaneous version 
from taking place. He believed that extension of the 
legs, giving the fetus an extended attitude, was a 
prime factor. Weisman 4 stated that prematurity 
plays a definite causal role. By periodic x-ray studies 
he demonstrated that 24% of fetuses presented by the 
breech at the 13th to 20th week and that this de¬ 
creased to 8% by the 28th to the 30th week. By the 
38th to 40th week, about 40% of the fetuses underwent 
spontaneous version. 

Tompkins, 3 in 1946, wrote that only about 4% of 
term breech presentations could be accounted for, and 
these were on the basis of fetal anomalies, pelvic 
tumor, and uterine anomalies. In 1949, Stevenson 6 
first advanced his theory of the relation of placental 
implantation to the presentation of the fetus, and, in 
1950, 7 he elaborated on this theme as it related to 
breech presentation. As a result of his studies, he 
proposed a new obstetric principle: “The position of 
the implanted placenta in tire term or near term human 
uterus, as it indents and alters the ovoid shape of the 
amniotic sac, determines the polarity of the sac in- 


* The couses of breech presentation have been the 
subject of dispute, but those that are known are not 
amenable to control. High fetal mortalities have been 
associated with if in the past. When it is recognized, 
adequate prenatal care is especially important. Con¬ 
sultation is required, and the consultant should assist 
in the delivery. External version is avoided. Manual 
aid sufficed in 95% out of 500 breech deliveries. 
The approach has been conservative in all, and only 
rarely is version and extraction attempted. 


dependency of the fixed polarity of the containing 
uterus; functionally the fetus accommodates itself to 
the shape of the sac, the fetal head seeking its smaller 
pole; and thus the placental implantation site has a 
determining effect upon the presentation of the fetus.” 
• Stevenson’s work is well worth review by those who 
are interested in this particular aspect of breech pres¬ 
entation. Since the original report, he has accumulated 
a larger series of cases bearing out his original thesis. 
We at the Lincoln General Hospital have been able 
to palpate the site of the placenta in cases in which 
cesarean section was done for the primary indication 
of breech presentation and have found die placenta 
to be in the cornual area, as mentioned by Stevenson. 
Titus’s textbook 8 shows a frozen section dirough the 
uterus of a woman who died at term. The fetus is in 
the breech position and the placenta occupies the 
lateral cornual position. 

Prenatal Management 

The management of breech presentation becomes 
highly important when we consider diat its incidence 
is variously reported as being between 3 and 4% and 
that the fetal mortality in breech delivery ranges from 
1 to 12%. Drs. Ross (this issue, page 331} and Hughes 
(page 332) will cover the procedures and techniques 
commonly used and of proved value in the con¬ 
duct of labor, while I shall confine my remarks to 
the management of the patient prior to the onset of 
labor. It is understood, I believe, by all of us that 


From the Department of Obstetrics and Gynecology, Lincoln General Hospital. 

Read in the Panel on Breech Presentation before the Section on Obstetrics and Gynecology at the 105th Annual Meeting of the 
American Medical Association, Chicago, June 12, 1956. 
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institutions. They also describe as inadequate the ad¬ 
ministration proposals for aid to medical, dental, and 
osteopathy schools and say the Eisenhower recom¬ 
mendation for work on the problems of the aging is 
“disappointing.” 

The following table presents specific requests made 
by the Eisenhower administration to finance major 
U. S. health and medical activities for the next fiscal 
year. First column shows what the programs are ex¬ 
pected to cost in the current fiscal year and the second 
the new requests. Some programs that will require 
new legislation, such as aid to medical schools, are 
not carried in the budget but will be added later. 
Military medical expenses listed do not include con¬ 
struction or alteration of facilities. 


Specific Requests Made by the Eisenhower Administration to 
Finance Major V . S. Health and Medical Activities 


Food nnd Drug Administration. 

Office of Vocational Rehabilitation. 

Children’s Bureau. 

Public Health Sendee.... 

Venereal disease control. 

Tuberculosis control. 

Communicable disease control.. 

Sanitary engineering activities. 

Grunts for waste treatment plants.. 

Hill-Burton ... 

Hospitals and medical care.. 

Indian health activities.. 

Construction of Indian health facilities.... 

NIH (General research nnd services). 

National Cancer Institute. 

Mental health activities. 

National Heart Institute. 

Dental health activities. 

Arthritis and metabolic diseases. 

Allergy and infectious disenses. 

Neurology and blindness activities. 

National Library of Medicine. 

Veterans Administration. 

Outpatient care... 

Inpatient care.. 

Hospital and domiciliary facilities. 

Atomic Energy Commission (Med.). 

Civil Defense Administration.. 

St. Elizabeth's (Washington, D. C.). 

Defense Department. 

Army . 

Navy .. 

Air Force. 

Medicare . 


Estimated 
Fiscal 1957 
9 7,979,900 
42.110,MO 
41,183.000 
.734,001,093 
4,195,000 
0 , 000,000 
5,750,000 
9,000,000 
GO,000,000 
125,000,000 
39,011,000 
38,090,545 
S,702,000 
12.122,000 
48.432,000 
35,197,000 
33,390,000 
0,020,000 
15,885,000 
13.299,000 
18,030,000 
1,004,OSS 
797,173,000 
S2,03S,OOO 
002,900,000 
51,035,000 
31.598,000 
41,790,000 
2,737,000 
300,032,000 
144,038,000 
01,100,000 
7ti,S94,000 
24,900,000 


Requested for 
Fiscal 195S 
S 10,554,500 
30,945,000 
43,054,000 
537,408,455 
4,415,000 
7,000,000 
6 , 200,000 
13,003,000 
SO.000,000 
121,200,000 
44,399,000 
43.311,545 
5,800,000 
14,026,000 
46,902,000 
35,217,000 
430,000 
(i,430,000 
17,885,000 
17,400,000 
18,SS7,0OO 
1,450,000 
831,000.000 
79,000,000 
702,000.000 
50,000,000 
30,000,000 
02,000,000 
3,205,000 
420,611,000 
158,200,000 
87.200,000 
IOS,410,OOO 
62,795,000 


HEALTH INSURANCE 

The President’s economic message, based on the 
annual report of his Council of Economic Advisers, 
asks Congress to pass legislation to encourage the 
spread of voluntary health insurance through pooling 
arrangements and to authorize federal grants to medi¬ 
cal and dental schools for construction and equipment. 

On the general state of health and research. Presi¬ 
dent Eisenhower declares: “The Nation’s material im¬ 
provement has been accompanied by significant gains 
in health and life expectancy. Progress in diminishing 
disease, disability, and premature death has enhanced 
our capacity for work, for enjoyment of the fruits of 
effort and enterprise, and for discharge of the military 
obligations of citizenship. The struggle for better 
health and longer life is a continual one, however, and 
huge returns are still to be expected from relatively 
small outlays for additional research on crippling and 
killing diseases.” 

On the two specific legislative requests, both also 
advanced in his budget message the previous week, 
Mr. Eisenhower states: “For the further advance of 
our health standards, the Congress is again requested 
to consider proposals for encouraging volunteer health 


insurance plans. One such proposal seeks to facilitate 
the improvement of voluntary plans by smaller health 
insurance companies and by nonprofit insurance associ¬ 
ations through pooling arrangements. The Congress is 
also requested to authorize a temporary program of 
construction grants for expansion and improvement of 
training facilities at medical and dental schools. Such a 
program is needed to balance the legislative provision 
made last year for Federal financial assistance in the 
construction of health research facilities.” 


GERIATRICS 

Problems of the aged who fire ill will be solved by 
voluntary means only if insurance companies proride 
medical care insurance and employers use the facilities 
at their disposal. This is the view of an insurance exec¬ 
utive, writing in the current issue of the U. S, Chamber 
of Commerce’s publication, “American Economic Se¬ 
curity.” 

The author, John H. Miller, states: “The ultimate 
objective should be to insure that the years which have 
been added to life through reduction in mortality from 
acute infectious diseases shall not be spent in chronic 
invalidity. This calls for greater development of pre-’ 
ventive health measures, the early detection and treat¬ 
ment of chronic disease, the creation or expansion of 
special facilities and service such as geriatric clinics, 
nursing and convalescent homes, home care hospital 
programs, the ‘day hospital’ and other facilities and 
services especially designed to meet the health prob¬ 
lems of the aged.” 

Further development of these services is indicated, 
he added, in tire recent appointment by HEW Secre¬ 
tary Folsom of a government advisory committee to 
study and develop methods of adapting hospital facili¬ 
ties and services more closely to the varying needs of 
the patients. There is finally, Mr. Miller states, need 
of a great expansion in rehabilitation services and 
facilities. “These services should be made available 
not only to those disabled persons who are potentially 
re-employable but to all persons whose well-being can 
be improved through the techniques of rehabilitation. 

“Accomplishment in these areas will minimize the 
need for medical treatment and control its cost, and 
will complement the advances being made by insurers 
in expanding tire coverage on the older lives," he 
declares. 


MISCELLANY 

The Navy’s residency program has more than dou¬ 
bled since 1955, when 150 residents were in training- 
This year the enrollment is 335 in 22 specialties. • ■ ■ 
The Office of Education, HEW, has announced that a 
record 2,947,000 students matriculated this school year 
in 1,852 institutions of higher education, a 10% increase 
over last year. . . . The Air Force has set up a training 
program for physicians in industrial medicine because 
of the highly industrialized operations of the Air Forcg- 
in weapons systems. The trainee will attend one 0 
several civilian medical institutions for three years. • • • 
Special citation of the Public Health Service for vesse 
sanitation will be awarded tin's year to the Unite 
States Lines. . . . Three-quarters of all deaths in 
Army are due to injury, according to the Office of t ® 
Surgeon General. One-half of the injuries are causer 
bv automobile accidents during off-duty hours. 
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ETIOLOGY OF BREECH PRESENTATION AND PRENATAL CARE 


Harold S. Morgan, M.D., Lincoln, Neb. 


Many etiological factors have been advanced to ex¬ 
plain the presentation of the fetus by the breech. 
Historically, prematurity, multiparity, placenta previa, 
hydrocephalus, multiple pregnancy, contracted pelvis, 
and pelvic tumor have been cited as the principal 
causes of this presentation. As one browses through 
the literature, however, one cannot fail to detect a 
faint bewilderment on the part of the several contri¬ 
butors as to the precise factor or factors responsible 
for this error in polarity. 

In 1938, Schumann 1 stated, “I am firmly convinced 
that in the greater number of cases, the cause of 
breech presentation is purely accidental.” Vartan, 2 
in 1940, said that what impressed him concerning the 
etiology of breech presentation was that most of the 
factors reported to be causes seldom occurred. In 
1945, Vartan, 3 again writing on the etiology of this 
presentation, stated that he believed that the reason 
breeches persisted until term was not to be sought in 
the factors that prevented the head from engaging but 
in those factors that prevented spontaneous version 
from taking place. He believed that extension of the 
legs, giving the fetus an extended attitude, was a 
prime factor. Weisman 4 stated that prematurity 
plays a definite causal role. By periodic x-ray studies 
he demonstrated that 24% of fetuses presented by the 
breech at the 13th to 20th week and that this de¬ 
creased to 8% by the 28th to the 30th week. By the 
38th to 40th week, about 40% of the fetuses underwent 
spontaneous version. 

Tompkins, 5 in 1946, wrote that only about 4% of 
term breech presentations could be accounted for, and 
these were on the basis of fetal anomalies, pelvic 
tumor, and uterine anomalies. In 1949, Stevenson 6 
first advanced his theory of the relation of placental 
implantation to the presentation of the fetus, and, in 
1950, 7 he elaborated on this theme as it related to 
breech presentation. As a result of his studies, he 
proposed a new obstetric principle: “The position of 
the implanted placenta in the term or near term human 
uterus, as it indents and alters the ovoid shape of the 
amniotic sac, determines the polarity of the sac in- 


• The causes of breech presentation have been the 
subject of dispute, but those that are known are not 
amenable to control. High fetal mortalities have been 
associated with it in the past. When it is recognized, 
adequate prenatal care is especially important. Con¬ 
sultation is required, and the consultant should assist 
in the delivery. External version is avoided. Manual 
aid sufficed in 95% out of 5 00 breech deliveries. 
The approach has been conservative in all, and only 
rarely is version and extraction attempted. 


dependency of the fixed polarity of the containing 
uterus; functionally tire fetus accommodates itself to 
the shape of the sac, the fetal head seeking its smaller 
pole; and thus the placental implantation site has a 
determining effect upon the presentation of the fetus.” 
' Stevenson’s work is well worth review by those who 
are interested in this particular aspect of breech pres¬ 
entation. Since the original report, he has accumulated 
a larger series of cases bearing out his original thesis. 
We at the Lincoln General Hospital have been able 
to palpate the site of the placenta in cases in which 
cesarean section was done for the primary indication 
of breech presentation and have found the placenta 
to be in the cornual area, as mentioned by Stevenson. 
Titus’s textbook 8 shows a frozen section through the 
uterus of a woman who died at term. The fetus is in 
the breech position and the placenta occupies the 
lateral cornual position. 

Prenatal Management 

The management of breech presentation becomes 
highly important when we consider that its incidence 
is variously reported as being between 3 and 4% and 
that the fetal mortality in breech delivery ranges from 
1 to 12%. Drs. Ross (this issue, page 331) and Hughes 
(page 332) will cover the procedures and techniques 
commonly used and of proved value in the con¬ 
duct of labor, while I shall confine my remarks to 
the management of the patient prior to the onset of 
labor. It is understood, I believe, by all of us that 


From the Department of Obstetrics and Gynecology, Lincoln General Hospital. 

Read in the Panel on Breech Presentation before the Section on Obstetrics and Gynecology at the 105th Annual Meetimr of 
American Medical Association, Chicago, June 12, 1956. b 
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institutions. Tliev also describe as inadequate the ad¬ 
ministration proposals for aid to medical, dental, and 
osteopathy schools and say the Eisenhower recom¬ 
mendation for work on the problems of the aging is 
“disappointing.” 

The following table presents specific requests made 
by the Eisenhower administration to finance major 
U. S. health and medical activities for the next fiscal 
year. First column shows what die programs are ex¬ 
pected to cost in the current fiscal year and the second 
the new requests. Some programs that will require 
new legislation, such as aid to medical schools, are 
not carried in the budget but will be added later. 
Military' medical expenses listed do not include con¬ 
struction or alteration of facilities. 


Specific Requests Made by the Eisenhower Administration to 
Finance Major U. S* Health and Medical Activities 


Food and Drug Administration. 

Office of Vocational Rehabilitation. 

Children's Bureau... 

Public Health Service. 

Venereal disease control.. 

Tuberculosis control... 

Communicable disease control—.. 

Sanitary engineering activities. 

Grants lor waste treatment plants. 

Hill-Burton ... 

Hospitals and medical care.. 

Indian health activities.. 

Construction of Indian health facilities.... 

XfH (General research and services). 

National Cancer Institute.......... 

Mental health activities. 

Rational Heart Institute... 

Dental health activities. 

Arthritis and metabolic diseases.... 

Allergy and infectious diseases. 

Neurology and blindness activities. 

Notional Library of Medicine.. 

Veterans Administration. 

Outpatient care... 

Inpatient care.,.....,. 

Hospital and domiciliary facilities. 

Atomic Energy Commission (Med.).......... 

Civil Defense Administration.. 

St. Elizabeth’s (Washington, D. C.).. 

Defense Department. 

Army .... 

Navy ...... 

Air Force... 

Medicare . 


Estimated 
Fiscal 1037 
$ 7,979,000 
42.110,000 
4I.1S3.000 
534.061,093 
4, Iff).000 
0,000,000 
ii,750,000 
9,000,000 
50,000,000 

m,(Kio.ooo 

39,M1,000 
38 ,< 190,545 
8 , 762,000 
12 . 122.000 
4S.432.000 
35,107,000 
33,300,000 
0 . 020.000 
i:i,sj?5,ooo 
13.299,00*' 
18,<»50,<KKI 
1,004,638 
707,173,000 
82.638,000 
002,900,000 
51,035,000 
31,593,000 
41,790,000 
2,737,000 
300,032,000 
144,038,000 
01,100,000 
70,89-1,000 

24,000,000 


Requested for 
Fiscal 195S 
? 10,554,500 
50.945.000 
43,654.000 
557,408,455 
4.415.000 
7,000.000 
0,200,000 
13.003,000 
50,01)0,000 
1*21,200,000 
44.399,000 
43,311.545 
5,800.000 
14,020,000 
46,902.000 
35,217.000 
33,430,000 
0.430,000 
17.885,000 
17,400,000 
18,867,000 
1,450,000 
§31,000,000 
79,000,000 
702,000.000 
50,000,000 
36,000,000 
62,000,000 
3,263,000 
42G,611,000 
158,200,000 
87.200,000 
108,41(5,000 
62,795,000 


HEALTH INSURANCE 

The President’s economic message, based on the 
annual report of his Council of Economic Advisers, 
asks Congress to pass legislation to encourage the 
spread of voluntary health insurance through pooling 
arrangements and to audiorize federal grants to medi¬ 
cal and dental schools for construction and equipment. 

On the general state of health and research, Presi¬ 
dent Eisenhower declares: “The Nation’s material im¬ 
provement has been accompanied by significant gains 
in health and life expectancy. Progress in diminishing 
disease, disability', and premature death has enhanced 
our capacity' for work, for enjoyment of the fruits of 
effort and enterprise, and for discharge of tire military 
obligations of citizenship. The struggle for better 
health and longer life is a continual one, however, and 
huge returns are still to be expected from relatively 
small outlay's for additional research on crippling and 
killing diseases.” 

On the two specific legislative requests, both also 
advanced in his budget message the previous week, 
Mr. Eisenhower states: “For the further advance of 
our health standards, the Congress is again requested 
to consider proposals for encouraging volunteer health 


insurance plans. One such proposal seeks to facilitate 
the improvement of voluntary plans by smaller health 
insurance companies and by nonprofit insurance assoei- 
ations through pooling arrangements. The Congress is 
also requested to authorize a temporary program of 
construction grants for expansion and improvement of 
training facilities at medical and dental schools. Such a 
program is needed to balance the legislative provision 
made last year for Federal financial assistance in the 
construction of health research facilities.” 


GERIATRICS 

Problems of the aged who are ill will be solved by 
voluntary' means only if insurance companies provide 
medical care insurance and employers use the facilities 
at their disposal. This is the view of an insurance exec¬ 
utive, writing in the current issue of the U. S. Chamber 
of Commerce’s publication, “American Economic Se¬ 
curity.” 

The author, John H. Miller, states: “The ultimate 
objective should be to insure that the years which have 
been added to life through reduction in mortality from 
acute infectious diseases shall not be spent in chronic 
invalidity. This calls for greater development of pre¬ 
ventive health measures, the early detection and treat¬ 
ment of chronic disease, the creation or expansion of 
special facilities and sendee such as geriatric clinics, 
nursing and convalescent homes, home care hospital 
programs, the ‘day hospital’ and other facilities and 
services especially designed to meet the health prob¬ 
lems of the aged.” 

Further development of these services is indicated, 
he added, in the recent appointment by HEW Secre¬ 
tary Folsom of a government advisory committee to 
study and develop methods of adapting hospital facili¬ 
ties and services more closely to the varying needs of 
the patients. There is finally, Mr. Miller states, need 
of a great expansion in rehabilitation services and 
facilities. “These services should be made available 
not only to those disabled persons who are potentially 
re-employable hut to all persons whose well-being can 
be improved through the techniques of rehabilitation. 

“Accomplishment in these areas will minimize tire 
need for medical treatment and control its cost, anu 
will complement the advances being made by insurers 
in expanding the coverage on the older lives, be 
declares. 


MISCELLANY 

The Navy’s residency program has more than dou¬ 
bled since 1955, when 150 residents were in training- 
Tins year the enrollment is 335 in 22 specialties. • ■ • 
The Office of Education, HEW, has announced that a 
record 2,947,000 students matriculated this school year 
in 1,852 institutions of higher education, a 10% increase 
over last year. . .. The Air Force has set up a training 
program for physicians in industrial medicine because 
of the highly industrialized operations of the Air Force,, 
in weapons systems. The trainee will attend one o 
several civilian medical institutions for three years. • ■ • 
Special citation of the Public Health Service for vessc 
sanitation will be awarded this year to the y nl f 
States Lines. . . . Three-quarters of all deaths in 1 
Army are due to injury, according to the Office or 
Surgeon General. One-half of the injuries are cause 
by automobile accidents during off-duty hours. 


































THE JOURNAL 

of the American Medical Association 

Published Under the Auspices of the Board of Trustees 


VOL. 163, NO. 5 


CHICAGO, ILLINOIS 

CopvmcnT, 1957, by American Medical Association 


FEBRUARY 2, 1957 


ETIOLOGY OF BREECH PRESENTATION AND PRENATAL CARE 

Harold S. Morgan, M.D., Lincoln, Neb. 


Many etiological factors have been advanced to ex¬ 
plain the presentation of the fetus by the breech. 
Historically, prematurity, multiparity, placenta previa, 
hydrocephalus, multiple pregnancy, contracted pelvis, 
and pelvic tumor have been cited as the principal 
causes of this presentation. As one browses through 
the literature, however, one cannot fail to detect a 
faint bewilderment on the part of the several contri¬ 
butors as to the precise factor or factors responsible 
for this error in polarity. 

In 1938, Schumann 1 stated, “I am firmly convinced 
that in the greater number of cases, the cause of 
breech presentation is purely accidental.” Vartan, 5 
in 1940, said that what impressed him concerning the 
etiology of breech presentation was that most of the 
factors reported to be causes seldom occurred. In 
1945, Vartan, 3 again writing on the etiology of this 
presentation, stated that he believed that the reason 
breeches persisted until term was not to be sought in 
the factors that prevented the head from engaging but 
in those factors that prevented spontaneous version 
from taking place. He believed that extension of the 
legs, giving the fetus an extended attitude, was a 
prime factor. Weisman 4 stated that prematurity 
plays a definite causal role. By periodic x-ray studies 
he demonstrated that 24% of fetuses presented by the 
breech at the 13th to 20th week and that tin’s de¬ 
creased to 8% by the 28th to the 30th week. By the 
38th to 40th week, about 40% of the fetuses underwent 
spontaneous version. 

Tompkins, 5 in 1946, wrote that only about 4% of 
term breech presentations could be accounted for, and 
these were on the basis of fetal anomalies, pelvic 
tumor, and uterine anomalies. In 1949, Stevenson 6 
first advanced his theory of the relation of placental 
implantation to the presentation of the fetus, and, in 
1950, 7 he elaborated on this theme as it related to 
breech presentation. As a result of his studies, he 
proposed a new obstetric principle: “The position of 
the implanted placenta in tire term or near term human 
uterus, as it indents and alters the ovoid shape of the 
amniotic sac, determines the polarity of the sac in- 


• The causes of breech presentation have been the 
subject of dispute, but those that are known are not 
amenable to control. High fetal mortalities have been 
associated with it in the past. When it is recognized, 
adequate prenatal care is especially important. Con¬ 
sultation is required, and the consultant should assist 
in the delivery. External version is avoided. Manual 
aid sufficed in 95% out of 500 breech deliveries. 
The approach has been conservative in all, and only 
rarely is version and extraction attempted. 


dependency of the fixed polarity of the containing 
uterus; functionally the fetus accommodates itself to 
the shape of the sac, the fetal head seeking its smaller 
pole; and thus the placental implantation site has a 
determining effect upon the presentation of the fetus.” 
• Stevenson’s work is well worth review by those who 
are interested in this particular aspect of breech pres¬ 
entation. Since the original report, he has accumulated 
a larger series of cases bearing out his original thesis. 
We at the Lincoln General Hospital have been able 
to palpate the site of the placenta in cases in which 
cesarean section was done for the primary indication 
of breech presentation and have found the placenta 
to be in the cornual area, as mentioned by Stevenson. 
Titus’s textbook 8 shows a frozen section through the 
uterus of a woman who died at term. The fetus is in 
the breech position and the placenta occupies the 
lateral cornual position. 

Prenatal Management 

The management of breech presentation becomes 
highly important when we consider that its incidence 
is variously reported as being between 3 and 4% and 
that the fetal mortality in breech delivery ranges from 
1 to 12%. Drs. Ross (this issue, page 331) and Hughes 
(page 332) will cover the procedures and techniques 
commonly used and of proved value in the con¬ 
duct of labor, while I shall confine my remarks to 
the management of the patient prior to the onset of 
labor. It is understood, I believe, by all of us that 


From the Department of Obstetrics and Gynecology, Lincoln General Hospital. 

Read in the Panel on Breech Presentation before the Section on Obstetrics and Gynecology at the 105th Annual Meeting of the 
merman Medical Association, Chicago, June 12, 1956. annual meeting or Ure 
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prenatal care in all cases must be adequate to safe¬ 
guard the patient from the many complicating factors 
likely to develop during the pregnancy. Adequate 
dietary supervision, through a fixed office or clinic 
appointment schedule, blood pressure readings, uri¬ 
nalyses, and blood studies are all taken for granted in 
modern management of the obstetric patient, whether 
she is cared for in rural or in urban areas, by a gen¬ 
eralist or a specialist. Where then does the prenatal 
management of the patient with her baby presenting 
by the breech differ from that of any other gravida? 
What information must we have and what procedures 
can we utilize that mil aid us in reducing the inherent 
risk to tire fetus in breech presentation? 

In order to answer these questions I must draw upon 
the experience gained through a previously reported 
study ” of 500 consecutive breech deliveries in which 
we were able to show a corrected fetal mortality rate 
of 1%. When this study was compiled, the commonly 
accepted standards for correction were used; namely, 
prematurity with weight of 1,550 gm. (3 lb. 7 oz.) to 
2,499 gm. (5 lb. 8 oz.), death of the fetus before ad¬ 
mission of the patient to the hospital, fetal abnormali¬ 
ties incompatible with life, and death of the fetus due 
to an associated placenta previa or premature separa¬ 
tion of tire placenta. 

W 7 e have attributed our good results primarily to 
four factors: 1. Our prenatal care has been of such a 
nature as to make us aware of potential disproportion 
between the passenger and the passage. X-ray pelvi¬ 
metry has been utilized in all suspect cases. 2. Con¬ 
sultation is required in all cases of breech presenta¬ 
tion, and the consultant must be present and act as 
an assistant at the time of delivery. 3. In tire entire 
series of 500 cases, external version was not done, nor 
is it recommended by our staff. We feel that the low 
mortality rate obtained in our series could not be 
improved if we were to practice routine external 
version. The inherent dangers of the procedure might 
cause a higher mortality rate than that enjoyed at 
present. 4. Last, but of equal importance, is our con¬ 
servative approach to the management of the delivery 
itself. In approximately 95% of our patients, delivery 
was accomplished by manual aid as defined by DeLee 
and Greenhill. 10 Only rarely is extraction attempted. 


I have said nothing concerning the role of cesarean 
section in our series. This will properly fall into the 
province of the other authors in the series. However, 
we prefer to regard the primipara of 35 years of age 
or over as a potential candidate for section. Here 
again we call for consultation and discuss the pros 
and cons of the situation, thus mapping out our cam¬ 
paign even before die admission of the patient to the 
hospital. 

It is difficult to separate die prenatal from die intra¬ 
partum care of die patient with breech presentation. 
It is our feeling diat, if we are to continue to show as 
good results in die future as our figures would indi¬ 
cate for the past, we must continue along the lines 
that I have indicated. We must maintain an unflagging 
attention to a thorough study of the patient and her 
baby during the prenatal period, as well as to the care¬ 
ful and conservative conduct of her .labor. Above all, 
we feel that our attitude toward early consultation 
and the use of die consultant as an assistant at the 
time of delivery are the prime factors in our low 
infant mortality rate in breech presentation. 

953 Stuart Bldg. 
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Chronic Adhesive Otitis Media.—[This] is a condition of the middle ear in which adhesions have 
developed as a result of previous infection. It is a major cause of deafness in about 30 per cent 
of die severely deaf. Adhesions may be formed where the inflammatory damage to the tissues 
exceeds a certain minimum, with die production of a fibrinous exudate, where the tissues of 
the host and the virulence of die organism react by rapid and powerful proliferation, and 
where diere is some obstruction of drainage as by failure of die drum to rupture. If the in¬ 
flammation subsides rapidly and conditions for re-pneumatization are favourable complete res¬ 
olution may occur, while protracted or frequently recurring infections may leave permanent 
adhesions. In all cases of severe adhesive otitis media both fenestra will be found to be in¬ 
volved, also the head of the malleus and incus. Treatment of the established condition by 
eustachian inflation and pneumo-massage is quite ineffective, and results of fenestration op¬ 
erations ha%'e on the whole been disappointing. Prophylaxis may involve a change in attitude 
to chemotherapy in otitis media. It is our practice to paracentese and culture all cases, to re¬ 
peat the paracentesis and supplement by suction where necessary, and to be prepared to do 
early cortical mastoidectomy in resistant cases.—J. P. J. MacNaughtan, Chronic Adhesive Otitis 
Media, Journal of Laryngology and Otology, October, 1956. 
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MANAGEMENT OF THE FIRST STAGE OF LABOR IN BREECH PRESENTATION 

Robert A. Ross, M.D., Chapel Hill, N. C. 


During the first stage of labor in a patient with a 
breech presentation, the obstetrician can spend his 
time more profitably in observing the patient, check¬ 
ing the fetus, and reviewing the course of breech de¬ 
liveries than in worrying about what is going to hap¬ 
pen in the second stage. Intelligent watchful waiting 
and purposeful direction are more rewarding than in¬ 
judicious interference and hopeful procrastination. It 
is sometimes difficult to determine accurately the onset 
and course of such a labor and often difficult to know 
when die first stage of labor has been completed. 

Breech presentations occur in about 5% of pregnan¬ 
cies, and die factors that influence breech presentation 
have been well recorded. 1 The infant is likely to be 
premature, abnormalities of the fetus are more com¬ 
mon than in normal presentation, frank breech is four 
or five times as frequent as footling presentation, and 
the infant’s sacrum is usually in the left anterior po¬ 
sition. Breech presentation occurs slightly more often 
in multiparas dian in primiparas, is frequently accom¬ 
panied by polyhydramnios, and die position of the 
placenta is characteristic. In all pregnancies the fetus 
often changes its position and sometimes its presenta¬ 
tion. The chance factor occasionally causes the fetus 
to be found in a breech presentation when labor 
begins. 

The consideration of external version is not within 
the scope of this discussion, but, if it has been at¬ 
tempted and failed or if the breech again presents 
with the beginning of labor, the increased chance of 
entanglement of the cord should be remembered. 
When die presenting part becomes fixed in the pelvis 
and labor pains are evident, it is difficult and unwise 
to use external version, because a definite, recorded 
fetal risk is chargeable to this procedure. 

Many observers believe that breech presentation is 
always associated with dystocia, although Calkins 2 
found little that was remarkable in the first stage of 
labor in his scrupulously recorded series. The findings, 
progress of labor, and criteria for test and trial of labor 
as applied in the presence of a cephalic presentation 
are not completely applicable to breech presentation. 
Early and frequent rectal examinations, frequent aus¬ 
cultation, and frequent and prolonged abdominal 
palpation must be done in order to evaluate properly 
the progress and adequacy of the first stage of labor. 
Certainly one must sit with the patient. Those who 
decry the abandonment of sterile vaginal examination 
during labor are on firm ground in the case of breech 
presentation. It is often difficult to measure cervical 
dilatation or even to locate the rim of the cervix with¬ 
out vaginal examination. Spontaneous rupture of the 
membranes occurs early in breech presentation, thus 
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• The death rate in breech-presenting babies is un- 
explainably high and can be lowered. The findings, 
the sequence of events, and the criteria of progress 
familiar in cephalic presentations are not completely 
applicable to breech presenfafions. One must sit with 
the patient, and progress must be judged by frequent 
rectal examination, auscullalion, and abdominal pal¬ 
pation. The deliberate rupturing of the membranes 
and the administration of oxytocin are not recom¬ 
mended. The condition and effacement of the cervix 
must be correctly interpreted. Roentgenographic 
study of fetus and pelvis are almost routine. Prolapse 
of the cord is the complication most likely to cause 
fetal distress or intrapartum fetal death. A more thor¬ 
ough recording of the indications in each case of 
cesarean section would help to evaluate the useful¬ 
ness of this operation in breech deliveries. Data on 
all fetal or maternal abnormalities associated with 
breech delivery are needed to help explain the death 
rate in this condition. 


aggravating the pronounced molding of the uterus 
about the fetus, and extended legs tend to splint the 
fetus, all of which affects motility and flexion of the 
fetus. We of the department of obstetrics and gyne¬ 
cology of the University of North Carolina School of 
Medicine seldom deliberately rupture membranes in 
breech presentation, nor do we administer oxytocin 
injection (Pitocin) if the fetus is viable, although 
others have reported frequent use of both measures 
with no increased hazard. 

The most favorable weight of the fetus is between 
2,800 gm. (6 lb. 2 oz.) and 3,800 gm. (8 lb. 6 oz.). The 
perinatal death rate increases as the weight varies 
downward and upward from these figures. Major 
systemic complications and accidents during labor re¬ 
flect unfavorably on the prognosis for the baby in 
breech deliveries and require thorough study. The 
obstetrician’s management of these major complica¬ 
tions could further jeopardize the fetus. 

Roentgenographic study of fetus and pelvis in 
breech presentation is almost routine. The size, po¬ 
sition, and maturity of the fetus, apparent anomalies, 
and to some extent the appearance of the fetal skull 
help in directing the first stage of labor and in antici¬ 
pating further complications. The size of the fetal 
head cannot be determined accurately except by 
roentgenograms taken at some distance, but other fea¬ 
tures and the globular shape of the head can be noted. 

During the first stage of labor, prolapse of the cord 
is the complication most likely to cause fetal distress 
or intrapartum death of the fetus. The diagnosis of this 
complication can best be made by vaginal examina¬ 
tion, but the examiner must remember that manipula¬ 
tion tends to encourage prolapse of the cord. The 
treatment of this complication depends upon the con¬ 
dition of the cervix; if the cervix is fully dilated or 
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prenatal care in all cases must be adequate to safe¬ 
guard the patient from the many complicating factors 
likely to develop during the pregnancy. Adequate 
dietary supervision, through a fixed office or clinic 
appointment schedule, blood pressure readings, uri¬ 
nalyses, and blood studies are all taken for granted in 
modem management of the obstetric patient, whether 
she is cared for in rural or in urban areas, by a gen¬ 
eralist or a specialist. Where then does the prenatal 
management of the patient with her baby presenting 
by tire breech differ from that of any other gravida? 
What information must we have and what procedures 
can we utilize that will aid us in reducing the inherent 
risk to the fetus in breech presentation? 

In order to answer these questions I must draw upon 
the experience gained through a previously reported 
study 0 of 500 consecutive breech deliveries in which 
we were able to show a corrected fetal mortality rate 
of 1%. When this study was compiled, the commonly 
accepted standards for correction were used; namely, 
prematurity with weight of 1,550 gm. (3 lb. 7 oz.) to 
2,499 gm. (5 lb. 8 oz.), death of the fetus before ad¬ 
mission of the patient to the hospital, fetal abnormali¬ 
ties incompatible with life, and death of the fetus due 
to an associated placenta previa or premature separa¬ 
tion of the placenta. 

We have attributed our good results primarily to 
four factors: 1. Our prenatal care has been of such a 
nature as to make us aware of potential disproportion 
between the passenger and the passage. X-ray pelvi¬ 
metry has been utilized in all suspect cases. 2. Con¬ 
sultation is required in all cases of breech presenta¬ 
tion, and the consultant must be present and act as 
an assistant at the time of delivery. 3. In tire entire 
series of 500 cases, external version was not done, nor 
is it recommended by our staff. We feel that the low 
mortality rate obtained in our series could not be 
improved if we were to practice routine external 
version. The inherent dangers of the procedure might 
cause a higher mortality rate than that enjoyed at 
present. 4. Last, but of equal importance, is our con¬ 
servative approach to the management of the delivery 
itself. In approximately 95% of our patients, delivery 
was accomplished by manual aid as defined by DeLee 
and Greenhill. 10 Only rarely is extraction attempted. 


I have said nothing concerning the role of cesarean 
section in our series. This will properly fall into the 
province of the other authors in the series. However, 
we prefer to regard the primipara of 35 years of age 
or over as a potential candidate for section. Here 
again we call for consultation and discuss the pros 
and cons of the situation, thus mapping out our cam¬ 
paign even before the admission of the patient to the 
hospital. 

It is difficult to separate the prenatal from the intra¬ 
partum care of the patient with breech presentation. 
It is our feeling that, if we are to continue to show as 
good results in the future as our figures would indi¬ 
cate for the past, we must continue along the lines 
that I have indicated. We must maintain an unflagging 
attention to a thorough study of the patient and her 
baby during the prenatal period, as well as to the care¬ 
ful and conservative conduct of her .labor. Above all, 
we feel that our attitude toward early consultation 
and the use of the consultant as an assistant at the 
time of delivery are the prime factors in our low 
infant mortality rate in breech presentation. 
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Chronic Adhesive Otitis Media.—[This] is a condition of the middle ear in which adhesions have 
developed as a result of previous infection. It is a major cause of deafness in about 30 per cent 
of tire severely deaf. Adhesions may be formed where the inflammatory damage to the tissues 
exceeds a certain minimum, with the production of a fibrinous exudate, where the tissues of 
the host and the virulence of the organism react by rapid and powerful proliferation, and 
where there is some obstruction of drainage as by failure of the drum to rupture. If the in¬ 
flammation subsides rapidly and conditions for re-pneumatization are favourable complete res¬ 
olution may occur, while protracted or frequently recurring infections may leave permanent 
adhesions. In all cases of severe adhesive otitis media both fenestra will be found to be in¬ 
volved, also the head of the malleus and incus. Treatment of the established condition by 
eustachian inflation and pneumo-massage is quite ineffective, and results of fenestration op¬ 
erations have on the whole been disappointing. Prophylaxis may involve a change in attitude 
to chemotherapy in otitis media. It is our practice to paracentese and culture all cases, to re¬ 
peat the paracentesis and supplement by suction where necessary, and to be prepared to do 
early cortical mastoidectomy in resistant cases.—J. P. J. MacNaughtan, Chronic Adhesive Otitis 
Media, Journal of Laryngology and Otology, October, 1956. 
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MANAGEMENT OF THE FIRST STAGE OF LABOR IN BREECH PRESENTATION 

Robert A. Ross, M.D., Chapel Hill, N. C. 


During die first stage of labor in a patient with a 
breech presentation, the obstetrician can spend his 
time more profitably in observing the patient, check¬ 
ing the fetus, and reviewing the course of breech de¬ 
liveries dian in worrying about what is going to hap¬ 
pen in the second stage. Intelligent watchful waiting 
and purposeful direction are more rewarding than in¬ 
judicious interference and hopeful procrastination. It 
is sometimes difficult to determine accurately the onset 
and course of such a labor and often difficult to know 
when the first stage of labor has been completed. 

Breech presentations occur in about 5% of pregnan¬ 
cies, and the factors that influence breech presentation 
have been well recorded.' The infant is likely to be 
premature, abnormalities of the fetus are more com¬ 
mon dian in normal presentation, frank breech is four 
or five times as frequent as footling presentation, and 
the infant’s sacrum is usually in the left anterior po¬ 
sition. Breech presentation occurs slightly more often 
in multiparas dian in primiparas, is frequently accom¬ 
panied by polyhydramnios, and the position of the 
placenta is characteristic. In all pregnancies the fetus 
often changes its position and sometimes its presenta¬ 
tion. The chance factor occasionally causes the fetus 
to be found in a breech presentation when labor 
begins. 

The consideration of external version is not within 
the scope of this discussion, but, if it has been at¬ 
tempted and failed or if the breech again presents 
with the beginning of labor, the increased chance of 
entanglement of die cord should be remembered. 
When die presenting part becomes fixed in the pelvis 
and labor pains are evident, it is difficult and unwise 
to use external version, because a definite, recorded 
fetal risk is chargeable to this procedure. 

Many observers believe that breech presentation is 
always associated with dystocia, although Calkins 2 
found little that was remarkable in the first stage of 
labor in his scrupulously recorded series. The findings, 
progress of labor, and criteria for test and trial of labor 
as applied in the presence of a cephalic presentation 
are not completely applicable to breech presentation. 
Early and frequent rectal examinations, frequent aus¬ 
cultation, and frequent and prolonged abdominal 
palpation must be done in order to evaluate properly 
the progress and adequacy of the first stage of labor. 
Certainly one must sit with the patient. Those who 
decry the abandonment of sterile vaginal examination 
during labor are on firm ground in the case of breech 
presentation. It is often difficult to measure cervical 
" dilatation or even to locate the rim of tire cervix with¬ 
out vaginal examination. Spontaneous rupture of the 
membranes occurs early in breech presentation, thus 
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* The death rale in breech-presenting babies is un- 
explainably high and can be lowered. The findings, 
the sequence of events, and the criteria of progress 
familiar in cephalic presentations are not completely 
applicable to breech presentations. One must sit with 
the patient, and progress must be judged by frequent 
rectal examination, auscultation, and abdominal pal¬ 
pation. The deliberate rupturing of the membranes 
and the administration of oxytocin are not recom¬ 
mended. The condition and effacement of the cervix 
must be correctly interpreted. Roentgenographic 
study of fetus and pelvis are almost routine. Prolapse 
of the cord is the complication most likely to cause 
fetal distress or intrapartum fetal death. A more thor¬ 
ough recording of the indications in each case of 
cesarean section would help to evaluate the useful¬ 
ness of this operation in breech deliveries. Data on 
all fetal or maternal abnormalities associated with 
breech delivery are needed to help explain the death 
rate in this condition. 


aggravating the pronounced molding of the uterus 
about the fetus, and extended legs tend to splint the 
fetus, all of which affects motility and flexion of the 
fetus. We of the department of obstetrics and gyne¬ 
cology of the University of North Carolina School of 
Medicine seldom deliberately rupture membranes in 
breech presentation, nor do we administer oxytocin 
injection (Pitocin) if the fetus is viable, although 
others have reported frequent use of both measures 
with no increased hazard. 

The most favorable weight of the fetus is between 
2,800 gm. (6 lb. 2 oz.) and 3,800 gm. (8 lb. 6 oz.). The 
perinatal death rate increases as the weight varies 
downward and upward from these figures. Major 
systemic complications and accidents during labor re¬ 
flect unfavorably on the prognosis for the baby in 
breech deliveries and require thorough study. The 
obstetrician’s management of these major complica¬ 
tions could further jeopardize the fetus. 

Roentgenographic study of fetus and pelvis in 
breech presentation is almost routine. The size, po¬ 
sition, and maturity of the fetus, apparent anomalies, 
and to some extent the appearance of the fetal skull 
help in directing the first stage of labor and in antici¬ 
pating further complications. The size of the fetal 
head cannot be determined accurately except by 
roentgenograms taken at some distance, but other fea¬ 
tures and the globular shape of the head can be noted. 

During the first stage of labor, prolapse of the cord 
is the complication most likely to cause fetal distress 
or intrapartum death of the fetus. The diagnosis of this 
complication can best be made by vagina] examina¬ 
tion, but the examiner must remember that manipula¬ 
tion tends to encourage prolapse of the cord. The 
treatment of this complication depends upon the con¬ 
dition of the cervix; if the cervix is fully dilated or 
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prenatal care in all cases must be adequate to safe¬ 
guard the patient from tire many complicating factors 
likely to develop during the pregnancy. Adequate 
dietar% r supervision, through a fixed office or clinic 
appointment schedule, blood pressure readings, uri¬ 
nalyses, and blood studies are all taken for granted in 
modern management of tire obstetric patient, whether 
she is cared for in rural or in urban areas, by a gen¬ 
eralist or a specialist. Where then does the prenatal 
management of tire patient with her baby presenting 
by the breech differ from that of any other gravida? 
What information must we have and wlrat procedures 
can we utilize that will aid us in reducing the inherent 
risk to the fetus in breech presentation? 

In order to answer these questions I must draw upon 
the experience gained through a previously reported 
study 0 of 500 consecutive breech deliveries in which 
we were able to show a corrected fetal mortality rate 
of 1%. When this study was compiled, the commonly 
accepted standards for correction were used; namely, 
prematurity with weight of 1,550 gm. (3 lb. 7 oz.) to 
2,499 gm. {5 lb. 8 oz.), death of tire fetus before ad¬ 
mission of the patient to the hospital, fetal abnormali¬ 
ties incompatible with life, and death of tire fetus due 
to an associated placenta previa or premature separa¬ 
tion of the placenta. 

We have attributed our good results primarily to 
four factors: 1. Our prenatal care has been of such a 
nature as to make us aware of potential disproportion 
between the passenger and the passage. X-ray pelvi¬ 
metry has been utilized in all suspect cases. 2. Con¬ 
sultation is required in all cases of breech presenta¬ 
tion, and the consultant must be present and act as 
an assistant at the time of delivery. 3. In tire entire 
series of 500 cases, external version was not done, nor 
is it recommended by our staff. We feel that the low 
mortality rate obtained in our series could not be 
improved if we were to practice routine external 
version. The inherent dangers of tire procedure might 
cause a higher mortality rate than that enjoyed at 
present. 4. Last, but of equal importance, is our con¬ 
servative approach to tire management of the delivery 
itself. In approximately 95% of our patients, delivery 
was accomplished by manual aid as defined by DeLee 
and Greenhill. 10 Only rarely is extraction attempted. 


I have said nothing concerning the role of cesarean 
section in our series. This will properly fall into the 
province of the other authors in the series. However, 
we prefer to regard the primipara of 35 years of age 
or over as a potential candidate for section. Here 
again we call for consultation and discuss the pros 
and cons of the situation, thus mapping out our cam¬ 
paign even before the admission of tire patient to the 
hospital. 

It is difficult to separate the prenatal from tire intra¬ 
partum care of the patient with breech presentation. 
It is our feeling that, if we are to continue to show as 
good results in the future as our figures would indi¬ 
cate for the past, we must continue along the lines 
that I have indicated. We must maintain an unflagging 
attention to a thorough study of the patient and her 
baby during the prenatal period, as well as to the care¬ 
ful and conservative conduct of her .labor. Above all, 
we fee] that our attitude toward early consultation 
and the use of the consultant as an assistant at the 
time of delivery are the prime factors in our low 
infant mortality rate in breech presentation. 

953 Stuart Bldg. 

References 

1. Sehmnan, E. A., in discussion on Mohler, R. W.: Manage¬ 
ment of Breech Deliveries, Am. J. Obst. & Gynec. 36:400-408 
(Sept.) 1938. 

2. Vartan, K. C.: Cause of Breech Presentation, Lancet 1:595- 
596 (March 30) 1940. 

3. Vartan, K. C.: Behavior of Foetus in Utero with Special Ref¬ 
erence to Breech Presentation at Term, J. Obst. & Gynec. Brit. 
Emp. 52: 417-434 (Oct.) 1945. 

4. Weisman, A. I.: Antepartum Study of Fetal Polarity awl 
Botation, Anr. J. Obst. & Gynec. 40; 550-552 (Oct.) 1944. 

5. Tompkins, P.: Inquiry into Causes of Breech Presentation, 
Am. J. Obst. & Gynec. 51: 595-606 (May) 1946. 

6. Stevenson, C. S.: Transverse or Oblique Presentation of 
Fetus in Last 10 Weeks of Pregnancy, Am. J. Obst. & Gynec. 
50; 432-446 (Sept.) 1949. 

7. Stevenson, C. S.: Principal Cause of Breech Presentation 
in Single Term Pregnancies, Am. J. Obst. & Gynec. 60:41-53 
(July) 1950. 

8. Titus, P.: Management of Obstetric Difficulties, ed. 3, St. 
Louis, the C. V. Mosby Company, 1945, p. 543. 

9. Morgan, H. S.; Cole, F., and Gorthey, R,: Triclilorethylenc 
in Obstetrics, Nebraska M. J. 30:119-122 (April) 1953. 

10. DeLee, J. B., and Greenhill, J. P.: Principles and Practice 
of Obstetrics, ed. 9, Philadelphia, W. B. Saunders Company, 
1947, p. 572. 


Chronic Adhesive Otitis Media.—[This] is a condition of the middle ear in which adhesions have 
developed as a result of previous infection. It is a major cause of deafness in about 30 per cent 
of the severely deaf. Adhesions may be formed where the inflammatory damage to the tissues 
exceeds a certain minimum, with the production of a fibrinous exudate, where the tissues of 
the host and the virulence of the organism react by rapid and powerful proliferation, and 
where there is some obstruction of drainage as by failure of the drum to rupture. If the in¬ 
flammation subsides rapidly and conditions for re-pneumatization are favourable complete res¬ 
olution may occur, while protracted or frequently recurring infections may leave permanent 
adhesions. In all cases of severe adhesive otitis media both fenestra will be found to be in¬ 
volved, also the head of the malleus and incus. Treatment of the established condition by 
eiistachian inflation and pneumo-massage is quite ineffective, and results of fenestration op¬ 
erations have on the whole been disappointing. Prophylaxis may involve a change in attitude 
to chemotherapy in otitis media. It is our practice to paracentese and culture all cases, to re¬ 
peat the paracentesis and supplement by suction where necessary, and to be prepared to do 
early cortical mastoidectomy in resistant cases.—J. P. J. MacNaughtan, Chronic Adhesive Otitis 
Media, Journal of Laryngology and Otology , October, 1956. 
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MANAGEMENT OF THE FIRST STAGE OF LABOR IN BREECH PRESENTATION 

Robert A. Ross, M.D., Chapel Hill, N. C. 


During the first stage of labor in a patient with a 
breech presentation, die obstetrician can spend his 
time more profitably in observing the patient, check¬ 
ing the fetus, and reviewing the course of breech de¬ 
liveries than in worrying about what is going to hap¬ 
pen in the second stage. Intelligent watchful waiting 
and purposeful direction are more rewarding than in¬ 
judicious interference and hopeful procrastination. It 
is sometimes difficult to determine accurately the onset 
and course of such a labor and often difficult to know 
when the first stage of labor has been completed. 

Breech presentations occur in about 5% of pregnan¬ 
cies, and the factors that influence breech presentation 
have been well recorded. 1 The infant is likely to be 
premature, abnormalities of the fetus are more com¬ 
mon than in normal presentation, frank breech is four 
or five times as frequent as footling presentation, and 
the infant’s sacrum is usually in the left anterior po¬ 
sition. Breech presentation occurs slightly more often 
in multiparas than in primiparas, is frequently accom¬ 
panied by polyhydramnios, and the position of the 
placenta is characteristic. In all pregnancies the fetus 
often changes its position and sometimes its presenta¬ 
tion. The chance factor occasionally causes the fetus 
to be found in a breech presentation when labor 
begins. 

The consideration of external version is not within 
the scope of this discussion, but, if it has been at¬ 
tempted and failed or if the breech again presents 
with the beginning of labor, the increased chance of 
entanglement of die cord should be remembered. 
When the presenting part becomes fixed in the pelvis 
and labor pains are evident, it is difficult and unwise 
to use external version, because a definite, recorded 
fetal risk is chargeable to this procedure. 

Many observers believe that breech presentation is 
always associated with dystocia, although Calkins 2 
found little diat was remarkable in die first stage of 
labor in his scrupulously recorded series. The findings, 
progress of labor, and criteria for test and trial of labor 
as applied in the presence of a cephalic presentation 
are not completely applicable to breech presentation. 
Early and frequent rectal examinations, frequent aus¬ 
cultation, and frequent and prolonged abdominal 
palpation must be done in order to evaluate properly 
die progress and adequacy of die first stage of labor. 
Certainly one must sit widi the patient. Those who 
decry the abandonment of sterile vaginal examination 
during labor are on firm ground in die case of breech 
presentation. It is often difficult to measure cervical 
dilatation or even to locate the rim of die cervix with- 
out vaginal examination. Spontaneous rupture of the 
membranes occurs early in breech presentation, thus 
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• The death rate in breech-presenting babies is un- 
explainably high and can be lowered. The findings, 
the sequence of events, and the criteria of progress 
familiar in cephalic presentations are not completely 
applicable to breech presentations. One must sit with 
the patient, and progress must be judged by frequent 
rectal examination, auscultation, and abdominal pal¬ 
pation. The deliberate rupturing of the membranes 
and the administration of oxytocin are not recom¬ 
mended. The condition and effacement of the cervix 
must be correctly interpreted. Roentgenographic 
study of fetus and pelvis are almost routine. Prolapse 
of the cord is the complication most likely to cause 
fetal distress or intrapartum fetal death. A more thor¬ 
ough recording of the indications in each case of 
cesarean section would help to evaluate the useful¬ 
ness of this operation in breech deliveries. Data on 
all fetal or maternal abnormalities associated with 
breech delivery are needed to help explain the death 
rate in this condition. 


aggravating the pronounced molding of the uterus 
about the fetus, and extended legs tend to splint the 
fetus, all of which affects motility and flexion of the 
fetus. We of the department of obstetrics and gyne¬ 
cology of the University of Nordi Carolina School of 
Medicine seldom deliberately rupture membranes in 
breech presentation, nor do we administer oxytocin 
injection (Pitocin) if the fetus is viable, aldiough 
others have reported frequent use of bodi measures 
with no increased hazard. 

The most favorable weight of die fetus is between 
2,800 gm. (6 lb. 2 oz.) and 3,800 gm. (8 lb. 6 oz.). The 
perinatal death rate increases as the weight varies 
downward and upward from these figures. Major 
systemic complications and accidents during labor re¬ 
flect unfavorably on the prognosis for die baby in 
breech deliveries and require thorough study. The 
obstetrician’s management of diese major complica¬ 
tions could further jeopardize the fetus. 

Roentgenographic study of fetus and pelvis in 
breech presentation is almost routine. The size, po¬ 
sition, and maturity of the fetus, apparent anomalies, 
and to some extent the appearance of die fetal skull 
help in directing the first stage of labor and in antici¬ 
pating further complications. The size of die fetal 
head cannot be determined accurately except by 
roentgenograms taken at some distance, but odier fea¬ 
tures and the globular shape of the head can be noted. 

During the first stage of labor, prolapse of die cord 
is the complication most likely to cause fetal distress 
or intrapartum death of the fetus. The diagnosis of diis 
complication can best be made by vagina] examina¬ 
tion, but the examiner must remember diat manipula¬ 
tion tends to encourage prolapse of tile cord. The 
treatment of this complication depends upon the con¬ 
dition of the cervix; if the cervix is fully dilated or 
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“dilatable,” by Potter’s definition, the fetus is delivered 
with the aids outlined by Potter and co-workers. 3 If the 
cervix is only partially dilated and the fetus adjudged 
viable, cesarean section should be done. 

By definition, the first stage of labor ends when the 
cervix is completely dilated. Familiarity with and 
knowledge of the dilatation of the cervix was gained by 
those who practiced frequent internal podalic version. 
It would be most helpful if worthwhile information 
regarding the cervix, contraction and retraction rings, 
and the interior of the normal pregnant uterus could 
be gained without the known dangers to fetus and 
mother that must accompany the practice of elective 
podalic version. The undilated, or, more important, 
the uneffaced cervix, the one that does not “melt 
away,” is the chief factor in both fetal and maternal 
morbidity and mortality in the mechanics of breech 
deliveries. Dilation of the cervix can be effected by 
incision, but one still has the impediment of a cervical 
sleeve tint is aggravated by traction on the body of 
the breech-presenting baby and cannot be managed 
as well as in a cephalic presentation and forceps 
delivery. 

Evaluation of Complications 

We have much information regarding both mother 
and infant in breech presentation. We can evaluate 
the major complications of the pregnancy and interpret 
their significance in a specific patient. 4 One should 
know his own special capabilities and recall the 
vagaries of the pregnant uterus and behavior of fetal 
extremities; if the factors indicate cesarean section, 
the operation should be undertaken ”t once. We can¬ 
not increase our knowledge by overjt ting a doubtful 
premise; recording diameters that have not been tr ed; 
or incorrectly explaining imponderables in mother. 


fetus, and the process of labor. There is perhaps a 
valid place for a frank but infrequent recording of the 
simple statement that one in good conscience believed 
that cesarean section offered the best hope for a live 
infant and healthy mother. 

Most of the reports on breech deliveries do record 
the incidence of cesarean section, but in many it is 
difficult to check the number performed where breech 
presentation was the only indication for the operation. 
Surely many breech presentations merge with such 
categories as malposition, fetal distress, prolapsed 
cord, intrapartum hemorrhage, and dystocia due to 
disproportion. The data regarding breech presentation 
are further complicated by a common failure to re¬ 
cord fully or, at times, even mention twin pregnancies 
in reporting series on breech presentations. All of 
these data would help explain the death rate in breech- 
presenting babies, a rate that all agree is unexplain- 
ably high and one that can be successfully lowered. 
Contemplation of all facts, together with care and 
attention during the first stage of labor, can influence 
favorably the varying figures given for fetal mortality 
in breech presentation. 
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THE SECOND STAGE OF BREECH DELIVERY 

Edward C. Hughes, M.D., Syracuse, N. Y. 


Even the experienced obstetrician approaches a 
breech delivery with some fear and trepidation, know¬ 
ing that the fetal and maternal morbidity and mortality 
rates are statistically higher in breech delivery than 
in other types of delivery. There is probably no 
obstetric condition that demands such thorough evalu¬ 
ation of the patient before labor and such careful 
obstetric judgment and skill during labor. In light of 
tin’s, all the factors that influence the passage of the 
fetus through the maternal pelvis should be studied 
and understood. If careful and frequent examinations 
of the patient during the latter portion of gestation 
reveal a breech presentation, complete analysis of the 
case should be made prior to labor. If the diagnosis 
is not made until the first stage of labor has begun, 
certainly complete evaluation of the problem should 
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• Adequate study of mother and fetus before the 
second stage of labor improves the chances for a 
successful delivery in cases of breech presentation. 
Normal labor is anticipated if the pelvis is adequate, 
the fetus of normal size, the cervix completely di¬ 
lated, and the delivery proceeding spontaneously 
under light anesthesia. The delivery of choice is a 
spontaneous one with assistance offered for the de¬ 
livery of shoulders and head. Obstacles that arise 
will generally be at the breech, the body, the shoul¬ 
ders, or the head. For each, certain procedures exist, 
and the obstetrician should be prepared to apply 
them as needed. The rule that the time allowed for 
delivery of the head after the umbilicus has reached 
the vulva should not exceed eight minutes needs re¬ 
consideration. A slow methodical delivery, extending 
the time to perhaps 15 minutes, is less likely to injure 
the fetus permanently than is the application of exces¬ 
sive pressure or undue haste in placing forceps. Post¬ 
partum examination of the maternal soft parts should 
extend to the interior of the uterus. Understanding, 
skill, patience, and consultation will save many lives. 
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be made immediately. Although complications may 
occur during the first stage of labor, the actual dan¬ 
gers arise at the time of delivery itself. One must be 
prepared to meet these dangers and prevent them 
whenever possible. Many things should be considered 
before the second stage has started, and anticipation 
of them will prevent many of the fatal accidents that 
make this presentation hazardous. 

Factors Influencing Breech Delivery 

Architecture of the Pelvis.— When a breech presenta¬ 
tion is found during the last months of gestation, at¬ 
tention should be paid primarily to the size and shape 
of the pelvis long before the second stage of labor. 
This may be done by careful measurement of the 
diameters of the pelvis by the usual pelvimetry, by 
x-ray pelvimetry, or by sterile pelvic examination be¬ 
fore or during labor. If the pelvis is found to be of 
normal size and shape, breech delivery should not be 
feared from this standpoint. 

Contracted Inlet.—If the inlet of the pelvis is con¬ 
tracted, difficulties in labor may be imminent unless 
the fetus is small. Although no definite prediction can 
be made as to whether the fetus can pass through an 
inlet of definite, known contraction, certainly, if the 
diameters of the pelvic inlet are known, it will help 
to clarify the problem. If the true conjugate diameter 
is more than 9 cm., little difficulty should be antici¬ 
pated unless an exceedingly large fetus is present. A 
true conjugate diameter between 8 and 9 cm. will 
give difficulty but will allow passage of a fetus weigh¬ 
ing approximately 5 to 6 lb. (2,268 to 2,722 gm.). To 
attempt delivery through the pelvis when the true 
conjugate diameter is less than 8 cm. will surely be 
unwise and dangerous to both parties involved. In 
cases of contracted inlet the progress of the first stage 
of labor is generally slow and full dilatation may never 
be obtained. Therefore, the cervix, together with the 
contracted inlet, may play an important part in the 
progress of labor and in the decision of whether to 
deliver the fetus vaginally or by cesarean section. 
Cesarean section will be performed more often in 
cases of contracted inlet. 

Midpelvic Contraction.— Contraction of the pelvis 
in the midplane, or forward displacement of the area 
of the sacrum from the junction of the second and 
third sacral vertebrae to the end of the sacrum, offers 
perhaps tire most deceiving type of labor. The breech 
may descend to become engaged, but dilatation of the 
cervix may be slow or may become stationary. Ordi¬ 
narily tile pelvis is almost round at this point, and 
most of the mechanics of labor occur at these stations. 
The anteroposterior diameter averages 12.5 cm. at 
the level of the junction of the second and third sacral 
vertebrae; the transverse diameter at this point will 
' also average 12.5 cm. At the lower end of this area, 
the distance from the symphysis to the end of the 
sacrum, together with the distance between the ischial 
spines, will indicate whether the passage of the fetus 
is possible. The fetus in breech position may descend 
into this area and allow the cervix to become dilated 
to approximately 3 to 4 cm. At this point dilatation 
of the cervix may become stationary. This should be a 
clue that contraction at this area is present and that 


delivery, particularly of the after-coming head, will 
be either impossible or extremely difficult. It is ques¬ 
tionable in cases of contraction of the midpelvic area 
whether delivery should be attempted unless the prog¬ 
ress of labor has proceeded quite normally and the 
fetus is small. 

Outlet Contraction— Contraction of the outlet of the 
pelvis may cause difficulty with the delivery of the 
breech itself but will particularly give trouble to the 
after-coming head. It is therefore necessary to evaluate 
the size of the outlet by measuring the transverse and 
the posterior sagittal diameters. The rule that the sum 
of the two should equal 15 cm. is a particularly good 
one to follow. If this measurement is obtained, it is 
fairly safe to say that a normal-sized fetus will pass 
through without difficulty. However, one must meas¬ 
ure and consider the size of the outlet, because the 
first stage of labor generally proceeds without dif¬ 
ficulty and unless the pelvis has been measured the 
obstetrician may attempt delivery without being aware 
of the contraction that is present. 

Fetal Size.—Although the size and shape of the 
maternal pelvis is of extreme importance, one must' 
not forget that the size of the fetus also alters the type 
of delivery. It is rather difficult to estimate the exact 
size of tire fetus. However, consideration must be 
given to this point. Measurement of the distance from 
the symphysis pubis to the fundus of the uterus may 
give some idea as to the size of the fetus. If it meas¬ 
ures over 36 cm., then one can expect an increased 
size of the fetus. This is particularly accurate if the 
amniotic sac has been ruptured. In some instances, 
palpation may give some idea as to the actual size and 
consistency of the head. X-ray determination of the 
size of the fetus may give important information, but 
it may be misleading. One must take this information 
with some reservation because the distance of the 
x-ray tube from the fetus itself may exaggerate or 
diminish the relative fetal size and actually give a 
fallacious estimation. The optimum size of the fetus 
to assure a successful passage through the maternal 
pelvis should be between 6 and 7 lb. (2,722 and 3,175 
gm.). 

There are certain kinds of damage that may occur 
to the fetus, large or small, that either may be lethal 
or may give only temporary difficulty. The incidence 
of damage depends upon the ability of the fetal tissue 
to withstand the strain of labor. In the fetus weighing 
less than 5 lb., the tissues are not developed suffi¬ 
ciently to withstand the process of delivery, while a 
fetus weighing more than 7 lb. may receive a greater 
amount of trauma during a difficult delivery. Such 
damage, which occurs during labor, should be dif¬ 
ferentiated from those plastic changes that may de¬ 
velop during pregnancy. For instance, shortening of 
one sternocleidomastoid muscle may develop be¬ 
cause the head may be tilted to one side while in 
utero, so that one muscle may retract more than the 
other. This will cause temporary torticollis after birth. 
However, this must be distinguished from a hema¬ 
toma, called a caput obstipum, that develops in the 
sternocleidomastoid muscle during labor from strenous 
pulling upon the shoulder while the head is still in 
the pelvis. Such a hematoma may result in actual 
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permanent shortening of this muscle on the affected 
side. Flattening of one side of the head may also 
develop while the fetus is within the uterus. This will 
be present at birth and will diminish after delivery. 

During the second stage of labor, one of the more 
serious things that can happen to the fetus is breaking 
of the clavicle, which may result, in some cases, 
in the tearing of the brachial plexus. The abruption 
of the brachial plexus causes a paralysis of the upper 
or lower arm, or both arms, depending upon the extent 
of laceration. The most serious damage than can oc¬ 
cur to a fetus is the tearing of the meninges within its 
head due to a distorted or excessive pressure upon the 
skull as it is forced through the pelvis. These mem¬ 
branes are ordinarily reinforced by fibers, so that the 
normal fetal head can withstand the pressure of labor. 
These supporting meningeal bands are fewer in num¬ 
ber in the premature child, or fetus weighing less than 
5 lb., than in the full-term infant. After these structures 
are tom, laceration of the sinuses within the skull oc¬ 
curs and excessive bleeding within the cranium results. 
Excessive trauma from pushing or pulling may cause 
such damage to occur in any type of delivery, but 
particularly when the fetus is excessively large. 

Type of Breech Position .—The type of breech posi¬ 
tion may alter the course of labor during the second 
stage. A complete breech position, known as a double 
breech, in which the attitude of the fetus is one of uni¬ 
versal flexion, is the safest type of breech presentation. 
When tin's type is presenting, more complete dilation 
of the cervix will be obtained. Both feet are accessible 
for manipulation, if this becomes necessary, and the 
process of labor seems to go on more normally. 

The incomplete breech position, in which one or 
both feet protrude through the cervix and into the 
pelvis, gives a great amount of difficulty and uncer¬ 
tainty. When this situation occurs, the feet or even the 
thighs may protrude through the vulva. This may give 
the impression that the first stage of labor has ended 
and that the cervix is fully dilated. Many times the 
obstetrician, thinking this to be a fact, attempts to 
complete the delivery. If he has not examined the 
patient adequately, he will not be aware of the in¬ 
complete dilatation of the cervix. Incomplete dilata¬ 
tion results in extension of the arms, or the cervix may 
contract around the after-coming head. Therefore, the 
delivery should not be hurried and the patient should 
be allowed to expel the fetus spontaneously, at least 
to the level of the umbilicus. 

The single or frank breech position is the most fre¬ 
quent and perhaps the most difficult. The legs are 
extended upon the thighs and the thighs upon the 
abdomen so that they are pressed against the body. 
This tends to splint the body and prevent it from exe¬ 
cuting the normal mechanics of labor that are neces¬ 
sary for deliver)'. There is also a greater opportunity 
for prolapse of the cord in this type of breech presen¬ 
tation, and it is more difficult to bring down the legs, 
if necessary, in this position of tire breech. 


Mechanics of Labor in Breech Presentation 

One must understand the various steps in the me- 
hanics of labor when the breech position exists Most 
>f the adaptive movements of the fetus occur during 


the second stage of labor. Descent is slow. Anterior 
rotation of the anterior hip to the symphysis, causing 
the sacrum to rotate laterally, occurs as the breech 
descends through the pelvis in the second stage of 
labor. Spontaneous expulsion of the fetus occurs by 
the anterior hip impinging against the symphysis 
pubis, acting as the fulcrum, and causing the posterior 
hip to be born by lateral flexion. This is the delivery 
of choice. 

For normal mechanism of labor, analgesia should 
not be given excessively during the first stage of labor 
and the patient should be encouraged to push and 
deliver the breech spontaneously under light anes¬ 
thesia. If this occurs, one can be assured that the cervix 
has reached complete dilatation and retraction and 
that there will be no trouble with the arms or the head. 
If the pelvis is adequate, and the fetus of normal 
size, one can anticipate normal labor. 

One must always be prepared to step in and assist 
the patient when obstacles arise either at the breech, 
the body, the shoulders, or the head. Each location 
of the fetal body may present a problem. Generally, 
after the patient has expelled the body to the level of 
the umbilicus, assistance must be given in order to de¬ 
liver the shoulders and after-coming head. It has been 
my experience that one should not twist or turn the 
body but should deliver the anterior shoulder first and 
then rotate the body without traction and deliver the 
opposite shoulder anteriorly. It is generally necessary 
to assist with the delivery of the after-coming head. 
Two ways of delivery, the Weigand-Martin method 
and the use of forceps on the after-coming head, seem 
to be the safest. 

The Weigand-Martin method could be described as 
follows. The obstetrician’s middle finger of either the 
right or left hand is placed in the mouth of the fetus. 
His index and ring finger are put upon the superior 
maxillary bone. This gives him control of the head so 
it can be rotated and engaged in the proper diameter 
of the inlet of the pelvis. The body of the fetus is 
straddled across the forearm of the operator. The oper¬ 
ator’s other hand is placed upon the patient’s abdomen, 
where gentle pressure is exerted upon the fetal head. 
The coordinated motion of the hand in the baby’s 
mouth and the hand on the abdomen engages the head 
in the diameter of the pelvis that it best fits. The head 
is then delivered by gentle pressure above the symphy¬ 
sis pubis while the internal hand causes extreme flex¬ 
ion, thereby admitting the smallest diameter of the 
head through the largest diameter of the pelvis. 

If this maneuver is unsuccessful, or if it necessitates 
extreme pressure upon the head, it should be aban¬ 
doned. In this case, one should resort to use of forceps 
on the after-coming head. They are safer, cause less 
trauma, and effect a successful delivery. The Piper 
forceps seems to be the most successful. It has long 
shanks, thin blades, and a bent handle that seems 
to be most adaptable for the procedure. After die fetal 
head has been fitted into the pelvis, the assistant holds 
the baby’s body free from the operator, either by plac¬ 
ing a towel around die body or by grasping the feet 
and arms. This allows the operator freedom of move¬ 
ment to insert the blades of the forceps into the vagina 
in the proper position on the fetal head. 
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It must be remembered that forceps should always 
be applied upon the abdominal side of the fetus. This 
causes flexion of the head, thereby enabling the small¬ 
est diameter to be brought through the pelvis. The 
left blade is inserted in front of the ears and the right 
blade is applied on the opposite side of the head. After 
the blades are locked, gentle traction is placed upon 
the head. The head is fitted into the largest diameter 
of the maternal pelvis. One must not just pull in any 
direction, but must fit the head into the pelvis. If 
rotation of the head occurs so that the chin rests be¬ 
hind the symphysis pubis, considerable difficulty will 
be encountered. In this situation the blades of the for¬ 
ceps are applied to the head on the abdominal side, 
which would mean the forceps would be on the top 
of the fetus. 

After the head is brought down through the outlet 
of die pelvis and the mouth is visible at the vulva, the 
moudi should be sucked free of mucus and blood. 
There is no hurry for further extraction of the head 
at diis point. If some difficulty is encountered at the 
outlet and the fetus attempts to aspirate material from 
die vagina, a Sims speculum can be inserted into die 
vagina and die vaginal walls freed from the fetal 
mouth. This allows free suction of the mouth and pre¬ 
vents the fetus from sucking in vaginal fluid. 

In most cases it is wise to prepare the soft parts of 
the pelvis before delivery is attempted. If the breech 
has been adequately “crowned,” the pelvic muscles 
will be stretched out quite satisfactorily. If not, per¬ 
mitting gentle ironing out of the perineum or incising 
it before delivery is advisable. Wide the perineum 
may be incised either in the midline or in its medio- 
lateral aspects, it is generally wise to use the latter 
approach. An adequate episiotomy should be done. 

Complications in Breech Delivery 

Although we all wish for a spontaneous delivery of 
the fetus in breech position, unfortunately it does not 
always occur. We may have difficulty delivering any 
portion of the fetal body. The breech, die body, die 
shoulders, or the head may give us difficulty. One 
must be prepared to execute the various methods of 
delivering each individual unit in order to deliver the 
infant successfully. If the patient is not able to deliver 
the breech spontaneously, after a satisfactory amount 
of time, one must adopt measures to complete delivery. 
If the breech position is the complete type, and nature 
fails to deliver the fetus spontaneously, labor may 
come to a standstill. In this situation it may be indi¬ 
cated to bring down one leg of the fetus or possibly 
both legs. It must be remembered that the anterior 
leg must always be brought down first, or, better, both 
legs should be extracted. 

To accomplish this, several things must be prepared: 
The patient must be adequately anesthetized, the 
patient’s buttocks should be practically hanging over 
the end of the table, the obstetrician’s hand should be 
lubricated properly (the hand opposite the small parts 
should be used), and the perineum should be incised 
before bringing down the foot and the leg. After all 
these criteria have been fulfilled, the operator inserts 
the hand into the lubricated vagina, grasps the anterior 


leg, and gently extracts it from the vagina. One must 
always be careful and examine for the presence of the 
umbilical cord between the legs; if it is there, it should 
be loosened. The hand is placed between the cord and 
the buttocks; the anterior leg is grasped, rotated, and 
brought down through the outlet. After this procedure, 
the umbilical cord will rise up into the pelvis and will 
not be caught in the process of delivery. If the umbili¬ 
cal cord is so tight that this procedure cannot be com¬ 
pleted, the cord must be severed. In this situation, the 
fetus is more likely to take a breath while in utero. 

If the position is frank breech with the legs extended 
upon the abdomen and labor comes to a standstill, the 
breech may be delivered in one of two ways: gentle 
pressure upon the fundus, with traction provided by 
inserting a finger in the fetal groins, may be used to 
effect delivery, or Pinard’s maneuver may be used to 
bring down the legs and complete the delivery. When 
this maneuver is used, all the criteria for a breech 
delivery should be maintained. The hand is lubricated 
and inserted into the vagina and uterus; the thumb or 
index finger is placed in the popliteal space of the 
anterior fetal leg; and the leg is grasped and rotated 
medially, pressed against the fetal body, and brought 
downward and out. If the umbilical cord is between 
the legs, the hand should be inserted between the cord 
and the legs and the anterior leg should be grasped 
and brought down in the manner just described. In 
some instances it is better to perform Pinard’s maneu¬ 
ver on both legs. It must be remembered that the 
anterior leg must be brought down first, so that the 
fetal back will not rotate posteriorly, causing the fetal 
chin to rotate behind the symphysis pubis and causing 
obstruction at this point. 

Delivery of the Abdomen—It must be remembered 
that damage to the fetal liver and adrenals can be 
done by excessive squeezing and traction upon the 
trunk during delivery. These lesions may result in 
death of the fetus. Therefore, one must protect the 
abdomen and the spinal cord from this sort of injury. 
The best way to do so is to wrap the trunk in a moist 
towel, place the thumb along the spinal column, and 
gently encircle the trunk with the fingers, using only 
a small amount of pressure. To cause the least amount 
of trauma, traction on the trunk should always be 
downward in line with the planes of the pelvis or per¬ 
pendicular to the inlet. To direct traction in this 
manner, it is necessary to have the patient’s buttocks 
hanging over the edge of the table. Twisting and turn¬ 
ing of the trunk with excessive traction should be 
avoided. 

Delivertj of the Shoulders.—More babies are lost at 
the stage of delivery of the shoulders than at delivery 
of any other part of the body. Certain tilings must be 
remembered. The body of the fetus should be care¬ 
fully brought down in the same plane in which deliv¬ 
ery was started; rotating the fetus back and forth like 
a corkscrew should be avoided, since such maneuvers 
cause extension of the arms. One should place traction 
upon the body, causing the anterior shoulder to come 
underneath the symphysis pubis. The obstetrician then 
inserts several fingers beneath the symphysis pubis and 
brings the anterior arm of the fetus downward and 
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permanent shortening of this muscle on the affected 
side. Flattening of one side of the head may also 
develop while the fetus is within the uterus. This will 
be present at birth and will diminish after delivery. 

During the second stage of labor, one of the more 
serious things that can happen to the fetus is breaking 
of the clavicle, which may result, in some cases, 
in the tearing of the brachial plexus. The abruption 
of the brachial plexus causes a paralysis of the upper 
or lower arm, or both arms, depending upon the extent 
of laceration. The most serious damage than can oc¬ 
cur to a fetus is the tearing of the meninges within its 
head due to a distorted or excessive pressure upon the 
skull as it is forced through the pelvis. These mem¬ 
branes are ordinarily reinforced by fibers, so that the 
normal fetal head can withstand the pressure of labor. 
These supporting meningeal bands are fewer in num¬ 
ber in the premature child, or fetus weighing less than 
5 lb., than in the full-term infant. After these structures 
are tom, laceration of the sinuses within the skull oc¬ 
curs and excessive bleeding within the cranium results. 
Excessive trauma from pushing or pulling may cause 
such damage to occur in any type of delivery, but 
particularly when the fetus is excessively large. 

Type of Breech Position .—The type of breech posi¬ 
tion may alter the course of labor during the second 
stage. A complete breech position, known as a double 
breech, in which the attitude of the fetus is one of uni¬ 
versal flexion, is the safest type of breech presentation. 
When this type is presenting, more complete dilation 
of the cervix will be obtained. Both feet are accessible 
for manipulation, if this becomes necessary, and the 
process of labor seems to go on more normally. 

The incomplete breech position, in which one or 
both feet protrude through the cervix and into the 
pelvis, gives a great amount of difficulty and uncer¬ 
tainty. When this situation occurs, the feet or even the 
thighs may protrude through the vulva. This may give 
the impression that the first stage of labor has ended 
and that the cervix is fully dilated. Many times the 
obstetrician, thinking this to be a fact, attempts to 
complete the delivery. If he has not examined the 
patient adequately, he will not be aware of the in¬ 
complete dilatation of the cervix. Incomplete dilata¬ 
tion results in extension of the arms, or the cervix may 
contract around the after-coming head. Therefore, tire 
deliver}' should not be hurried and the patient should 
be allowed to expel the fetus spontaneously, at least 
to the level of the umbilicus. 

The single or frank breech position is the most fre¬ 
quent and perhaps the most difficult. The legs are 
extended upon the thighs and the thighs upon the 
abdomen so that they are pressed against the body. 
This tends to splint the body and prevent it from exe¬ 
cuting the normal mechanics of labor that are neces¬ 
sary for deliver}'. There is also a greater opportunity 
for prolapse of the cord in this type of breech presen¬ 
tation, and it is more difficult to bring down the legs, 
if necessary, in this position of the breech. 

Mechanics of Labor in Breech Presentation 

One must understand the various steps in the me¬ 
chanics of labor when the breech position exists. Most 
of tire adaptive movements of the fetus occur during 
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the second stage of labor. Descent is slow. Anterior 
rotation of the anterior hip to the symphysis, causing 
the sacrum to rotate laterally, occurs as the breech 
descends through the pelvis in the second stage of 
labor. Spontaneous expulsion of the fetus occurs by 
the anterior hip impinging against the symphysis 
pubis, acting as the fulcrum, and causing the posterior 
hip to be bom by lateral flexion. This is the delivery 
of choice. 

For normal mechanism of labor, analgesia should 
not be given excessively during the first stage of labor 
and the patient should be encouraged to push and 
deliver the breech spontaneously under light anes¬ 
thesia. If this occurs, one can be assured that the cervix 
has reached complete dilatation and retraction and 
that there will be no trouble with the arms or the head. 
If the pelvis is adequate, and the fetus of normal 
size, one can anticipate normal labor. 

One must always be prepared to step in and assist 
the patient when obstacles arise either at the breech, 
the body, the shoulders, or the head. Each location 
of the fetal body may present a problem. Generally, 
after the patient has expelled the body to the level of 
the umbilicus, assistance must be given in order to de¬ 
liver the shoulders and after-coming head. It has been 
my experience that one should not twist or turn the 
body but should deliver the anterior shoulder first and 
then rotate the body without traction and deliver the 
opposite shoulder anteriorly. It is generally necessary 
to assist with the delivery of the after-coming head. 
Two ways of delivery, the Weigand-Maxtin method 
and the use of forceps on the after-coming head, seem 
to be the safest. 

The Weigand-Martin method could be described as 
follows. The obstetrician’s middle finger of either the 
right or left hand is placed in the mouth of the fetus. 
His index and ring finger are put upon the superior 
maxillary bone. This gives him control of the head so 
it can be rotated and engaged in the proper diameter 
of the inlet of the pelvis. The body of the fetus is 
straddled across the forearm of the operator. The oper¬ 
ator’s other hand is placed upon the patient’s abdomen, 
where gentle pressure is exerted upon the fetal head. 
The coordinated motion of the hand in the baby’s 
mouth and the hand on the abdomen engages tire head 
in the diameter of the pelvis that it best fits. The head 
is then delivered by gentle pressure above the symphy¬ 
sis pubis while the internal hand causes extreme flex¬ 
ion, thereby admitting the smallest diameter of the 
head through the largest diameter of the pelvis. 

If this maneuver is unsuccessful, or if it necessitates 
extreme pressure upon the head, it should be aban¬ 
doned. In this case, one should resort to use of forceps 
on the after-coming head. They are safer, cause less 
trauma, and effect a successful delivery. The Piper 
forceps seems to be the most successful. It has long 
shanks, thin blades, and a bent handle that seems 
to be most adaptable for the procedure. After the fetal 
head has been fitted into die pelvis, die assistant holds 
the baby’s body free from the operator, either by plac¬ 
ing a towel around the body or by grasping die feet 
and arms. This allows the operator freedom of move¬ 
ment to insert the blades of die forceps into the vagina 
in the proper position on the fetal head. 



Vol. 1G3, No, 5 


BREECII DELIVERY-HUGHES 


335 


It must be remembered that forceps should always 
be applied upon the abdominal side of the fetus. This 
causes flexion of the head, thereby enabling the small¬ 
est diameter to be brought through the pelvis. The 
left blade is inserted in front of the ears and the right 
blade is applied on the opposite side of the head, After 
the blades are locked, gentle traction is placed upon 
the head. The head is fitted into the largest diameter 
of the maternal pelvis. One must not just pull in any 
direction, but must fit the head into the pelvis. If 
rotation of the head occurs so that the chin rests be¬ 
hind the symphysis pubis, considerable difficulty will 
be encountered. In this situation the blades of the for¬ 
ceps are applied to the head on the abdominal side, 
which would mean the forceps would be on the top 
of the fetus. 

After the head is brought down through the outlet 
of die pelvis and the mouth is visible at the vulva, the 
moudi should be sucked free of mucus and blood. 
There is no hurry' for further extraction of the head 
at diis point. If some difficulty is encountered at the 
outlet and the fetus attempts to aspirate material from 
the vagina, a Sims speculum can be inserted into the 
vagina and die vaginal walls freed from the fetal 
moudi. This allows free suction of the mouth and pre¬ 
vents the fetus from sucking in vaginal fluid. 

In most cases it is wise to prepare the soft parts of 
the pelvis before delivery is attempted. If the breech 
has been adequately “crowned,” the pelvic muscles 
will be stretched out quite satisfactorily. If not, per¬ 
mitting gentle ironing out of the perineum or incising 
it before delivery is advisable. While die perineum 
may be incised either in the midline or in its medio- 
lateral aspects, it is generally wise to use the latter 
approach. An adequate episiotomy should be done. 

Complications in Breech Delivery 

Although we all wish for a spontaneous delivery' of 
the fetus in breech position, unfortunately it does not 
always occur. We may have difficulty' delivering any' 
portion of the fetal body. The breech, the body, the 
shoulders, or the head may give us difficulty. One 
must be prepared to execute the various methods of 
delivering each individual unit in order to deliver the 
infant successfully. If the patient is not able to deliver 
the breech spontaneously, after a satisfactory amount 
of time, one must adopt measures to complete delivery. 
If the breech position is the complete type, and nature 
fails to deliver the fetus spontaneously', labor may 
come to a standstill. In this situation it may be indi¬ 
cated to bring down one leg of the fetus or possibly 
both legs. It must be remembered that the anterior 
leg must always be brought down first, or, better, both 
legs should be extracted. 

To accomplish this, several things must be prepared: 
The patient must be adequately anesthetized, the 
patient’s buttocks should be practically hanging over 
the end of the table, the obstetrician’s hand should be 
lubricated properly (the hand opposite the small parts 
should be used), and the perineum should be incised 
before bringing down the foot and the leg. After all 
these criteria have been fulfilled, the operator inserts 
the hand into the lubricated vagina, grasps the anterior 


leg, and gently extracts it from the vagina. One must 
always be careful and examine for the presence of the 
umbilical cord between the legs; if it is there, it should 
be loosened. The hand is placed between the cord and 
the buttocks; the anterior leg is grasped, rotated, and 
brought down through the outlet. After this procedure, 
the umbilical cord will rise up into the pelvis and will 
not be caught in the process of delivery. If the umbili¬ 
cal cord is so tight that this procedure cannot be com¬ 
pleted, the cord must be severed. In this situation, the 
fetus is more likely to take a breath while in utero. 

If the position is frank breech with the legs extended 
upon the abdomen and labor comes to a standstill, the 
breech may' be delivered in one of two ways: gentle 
pressure upon the fundus, with traction provided by' 
inserting a finger in the fetal groins, may be used to 
effect delivery', or Pinard’s maneuver may be used to 
bring down the legs and complete the delivery. When 
this maneuver is used, all the criteria for a breech 
delivery should be maintained. The hand is lubricated 
and inserted into the vagina and uterus; the thumb or 
index finger is placed in the popliteal space of the 
anterior fetal leg; and the leg is grasped and rotated 
medially, pressed against the fetal body, and brought 
downward and out. If the umbilical cord is between 
the legs, the hand should be inserted between the cord 
and the legs and the anterior leg should be grasped 
and brought down in the manner just described. In 
some instances it is better to perform Pinard’s maneu¬ 
ver on both legs. It must be remembered that the 
anterior leg must be brought down first, so that the 
fetal back will not rotate posteriorly, causing the fetal 
chin to rotate behind the symphysis pubis and causing 
obstruction at this point. 

Delivery of the Abdomen—It must be remembered 
that damage to the fetal liver and adrenals can be 
done by excessive squeezing and traction upon the 
trunk during delivery. These lesions may' result in 
death of the fetus. Therefore, one must protect the 
abdomen and the spinal cord from this sort of injury. 
The best way to do so is to wrap the trunk in a moist 
towel, place the thumb along the spinal column, and 
gently encircle the trunk with the fingers, using only 
a small amount of pressure. To cause the least amount 
of trauma, traction on the trunk should always be 
downward in line with the planes of the pelvis or per¬ 
pendicular to the inlet. To direct traction in this 
manner, it is necessary to have the patient’s buttocks 
hanging over the edge of the table. Twisting and turn¬ 
ing of the trunk with excessive traction should be 
avoided. 

Delivery of the Shoulders— More babies are lost at 
the stage of delivery of the shoulders than at delivery 
of any other part of the body. Certain tilings must be 
remembered. The body of the fetus should be care¬ 
fully brought down in the same plane in which deliv¬ 
ery was started; rotating the fetus back and forth like 
a corkscrew should be avoided, since such maneuvers 
cause extension of the arms. One should place traction 
upon the body, causing the anterior shoulder to come 
underneath the symphysis pubis. The obstetrician then 
inserts several fingers beneath the symphysis pubis and 
brings the anterior arm of the fetus downward and 
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across the anterior part of the chest. Tire body is then 
rotated without traction in the opposite direction, so 
that the other shoulder comes to the anterior position. 

Occasionally the shoulder cannot be rotated to the 
anterior position. In tin's case, the operator inserts his 
hand into the posterior portion of the vagina and 
grasps the fetal arm in this posterior position. Tire arm 
is then held while the body is rotated, which causes 
the shoulder to come to the anterior position. Tire 
anterior shoulder then will be brought down under¬ 
neath the symphysis pubis. This may increase the ex¬ 
tension of the opposite arm and will place it on the 
posterior aspect of the opposite side of the pelvis. 
When this occurs, the operator’s other hand is inserted 
into the vagina, the fetal arm is grasped, and the body 
is rotated in the opposite direction. At the same time 
the arm is brought down across the chest and deliv¬ 
ered. This method will solve the problem of delivery 
of the shoulders in most instances. 

If the shoulders do not come readily into the pelvis, 
one must suspect extended arms or either a single or 
double nuchal hitch. Extension of the arms may be 
caused by hurried extraction of the breech, an un¬ 
dilated cervix, an excessively large fetus, or contrac¬ 
tion of the pelvis. One must not pull and rotate in 
order to break up this condition. One must always 
insert the hand in the posterior aspect of the vagina, 
reaching up and grasping the extended arm in this 
location. The body is then rotated in such a fashion 
that the arm is brought down into the vagina as the 
body is rotated. The arm is not pulled upon, but is 
merely held. This will exaggerate the extension of the 
opposite arm but will bring it into the posterior portion 
of the pelvis. Therefore, the other hand is inserted into 
the vagina and the arm is grasped while the body 
is rotated in the opposite direction. In this event, this 
arm is brought down and delivered in the anterior 
aspect of the pelvis. This maneuver will always con¬ 
quer this annoying complication. Deep anesthesia is 
called for, and the patient should be positioned well 
down on the delivery table. The physician must realise 
the seriousness of the situation as well as his own 
capabilities. 

Delivery of the Head .—Few patients will deliver the 
head spontaneously. Therefore, it becomes necessary 
to give some aid to delivery of the after-coming head. 
The head has descended out of the uterine cavity and 
the uterus is no longer effective in providing the neces¬ 
sary expulsive force. The abdominal musculature in 
most cases is ineffectual because of anesthesia. There¬ 
fore, delivery of the head must be done by the opera¬ 
tor. Various procedures are used for delivery of the 
head, but the Weigand-Martin maneuver seems the 
safest. However, if the delivery is not readily accom¬ 
plished or excessive pressure is necessary, one should 
give up the Weigand-Martin method and should apply 
forceps to the after-coming head (see section on Me¬ 
chanics of Labor). 

Time Period for Delivery 

Although it has been stated that eight minutes is 
the maximum time allowed for delivery after the um¬ 
bilicus has reached the vulva, it is dangerous to follow 


such a rule. Considerable damage will be done, and 
has been done, if the operator feels that the time limit 
for delivery of the body is only eight minutes. It is 
far better to conduct a slow methodical delivery, dis¬ 
regarding time, than it is to damage the fetus perma¬ 
nently. It is safe to take as long as 15 minutes for the 
delivery of the head. After tire mouth has come into 
view at the vulva, it should be sucked out, cleared of 
mucus and blood, and delivery of the head completed 
slowly and with ease. This spares tire mother lacera¬ 
tions, and there is less danger for the fetal head. 

Anesthesia 

The proper choice of anesthesia is particularly im¬ 
portant in breech delivery. It must be remembered that 
during the first stage of labor the patient must not be 
overmedicated. She must be able to expel the fetus 
spontaneously. Therefore, light analgesia should be 
used during tire first stage. The choice of type of 
anesthesia is different in every hospital. In most cases 
nitrous oxide, cyclopropane, or the like would be the 
anesthetic of choice. It is perfectly safe to use caudal 
or saddle block anesthesia for breech delivery. How¬ 
ever, caudal anesthesia should not be built up so that 
tire patient cannot spontaneously expel the fetus. If 
properly timed, caudal anesthesia and saddle block 
anesthesia serve well for this type of delivery. Saddle 
block anesthesia must not be used before adequate 
“crowning” has occurred. If conduction anesthesia has 
been used, however, and it becomes necessary to per¬ 
form a Pinard maneuver, additional inhalation anes¬ 
thesia may be necessary, as the lower segment of the 
uterus will be exceedingly tense. Local pudendal block 
for spontaneous breech delivery is highly desirable 
and effective. 

Examination of the Maternal Soft Parts 

It should be absolutely imperative that the patient 
be examined thoroughly after all breech deliveries. 
Laceration of maternal parts, ruptured uterus, and 
tears of the cervical and vaginal sulcus are more evi¬ 
dent in breech presentations than in other types. 
Therefore, the interior of the uterus, particularly the 
lower segment, should be examined by inserting the 
whole hand into the uterus. Likewise, a speculum 
should be inserted into the vagina, the anteroposterior 
lip of the cervix grasped with cervical tenaculae, 
and the cervix examined adequately for laceration. 
One will be amazed at the deep cervical lacerations 
that occur with this type of delivery. The lateral as¬ 
pects of the vagina also should be inspected visually, 
and careful search should be made for other lacera¬ 
tions. If these lacerations occur, they must be repaired. 

Conclusions 

Most babies are lost during the second stage of labor 
in cases of breech presentation because inadequate 
study has been made of mother and fetus prior to this 
portion of the labor. Thorough knowledge of the struc¬ 
tures involved, appreciation of one’s own capabilities, 
patience for spontaneous delivery, and consultation 
will save many lives. 

325 University Ave. 
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Thyrotoxicosis is conspicuous because of its influ¬ 
ence on the rate of the heart, and many of its most 
interesting symptoms originate in that organ. As early 
as 1786 Parry realized the connection between cardiac 
symptomatology and goiter, but to his mind the heart 
disease was the primary condition. He thought also 
that exophthalmos, which was present in his eight 
patients, was secondary to the heart disease. Even 
Graves, Stokes, and others in the mid 19th century 
were of the same opinion, and it was not until 1883 
and 1885 that Kocher, and, independently, Horsley, 
recognized the part played in this syndrome by the 
thyroid hormone. In 1899 Kraus published in Wiener 
klinische Wochenschrift his concept of the so-called 
neurotic or thyrotoxic heart from which the current 
ideas have been developed. 

At first, interest was centered entirely on the heart 
in hyperthyroidism. Did toxic diffuse (exophthalmic) 
goiter produce hypertrophy of the heart or merely 
dilatation? What, if any, were the gross and micro¬ 
scopic pathological changes in the heart? Years were 
spent studying hearts and heart muscle from patients 
with toxic diffuse goiter (Graves’ disease) and from 
animals fed on thyroid extract. The results of all this 
work were largely on the negative side. Today few if 
any pathologists claim that prolonged excesses of 
thyroid hormone, whether endogenous or exogenous, 
cause visible microscopic changes in the myocardium. 
Dilatation of the heart is widely admitted, but pro¬ 
ponents of work hypertrophy still lean on scanty 
evidence. 

Later, as cardiological studies were extended to 
include determinations of blood pressure, blood vol¬ 
ume, and blood flow, the circulatory changes were 
measured also in cases of thyrotoxicosis. Here the 
yield of interesting facts was good from the first and 
has continued to be so up to the present time. Re¬ 
cently much new information has been provided, but 
even today answers have not been agreed upon to 
such simple questions as: What is the mechanism in 
hyperthyroidism leading to tachycardia and subse¬ 
quently to auricular fibrillation? Through what 
homeostatic mechanisms do the various circulatory 
changes develop? 

When one examines a patient with pronounced 
thyrotoxicosis, after noting the exophthalmos, tremor, 
and signs of loss of weight, one is struck by evidence 
of involvement of the cardiovascular system." In the 
neck one sees active pulsation in the carotid artery. 
The pulse is rapid, full, and bounding; the apex im¬ 
pulse is rapid and forceful and is apt to be felt slightly 
further toward the axilla than normally. At the apex 
the heart sounds are overactive, the first sound is loud 
and often abrupt, and there may be an apical systolic 
murmur and, rarely, a not very loud slightly crescendo 


From the Department of Medicine, Johns Hopkins University, 
and Medical Service of the Johns Hopkins Hospital. 
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• Laboratory data from many different sources show 
that the rate of blood flow through various organs 
usually is not in proportion to their rate of oxygen 
consumption. The hemodynamic phenomena that ac¬ 
company hyperthyroidism can therefore not be ex¬ 
plained simply by saying that increased metabolic 
rate necessitates increased blood flow. The following 
hypothesis offers a more satisfactory explanation: 
The direct effect of the thyroid hormone in raising the 
metabolic rate is exerted mainly on such internal or¬ 
gans as the liver and kidney and to a lesser extent 
the voluntary muscles. Its effect in dilating the blood 
vessels of the skin is indirect and is really a response 
of the skin to the hyperthermia of the internal organs. 
The cutaneous vasodilation decreases the peripheral 
resistance in the vascular system; the heart then re¬ 
sponds with a sufficient increase in rale to maintain 
a normal blood pressure within the aorta. This entails 
an increased volume of cardiac output per minute, 
increased rate of work by the heart, and ultimate 
embarrassment of the myocardium. In hypothyroid¬ 
ism, on the other hand, the initial change is a direct 
depression of the metabolic rate of the deep-lying 
organs; this lowers the body temperature, diminishes 
the need of radiation from the skin, results in cutane¬ 
ous vasoconstriction, and so raises the peripheral 
resistance; in order to prevent a rise in the aortic 
blood pressure, the heart reduces its rate of output. 
Thus the circulatory system is confronted by the need 
of adjusting to imbalances of the thyroid hormone, 
and it reacts in ways that are sometimes beneficial, 
sometimes detrimental. 


presystolic murmur. At the base not infrequently a 
systolic murmur is heard over the second and third 
left interspaces, which may have a suggestive rubbing 
quality, 2 and this is increased in intensity by pressure 
with the bell of the stethoscope. This murmur may be 
related to dilatation of tire pulmonary conus, which 
frequently is seen in fluoroscopic and x-ray examina¬ 
tions of these patients. Systolic blood pressure is slight¬ 
ly raised and diastolic pressure lowered, giving an 
increased pulse pressure, which accounts for the 
bounding pulse and visible increase in the systolic 
excursion of the carotid arteries while maintaining a 
normal mean pressure. Pulsations of the liver and 
even of tire spleen have been observed. 

These signs bespeak an overactive heart. In pa¬ 
tients past 40 years of age or suffering from coronary 
artery or rheumatic heart disease, auricular fibrillation 
frequently ensues. A plausible theory has been ad¬ 
vanced for tire development of this and some other 
types of arrhythmia occurring in thyrotoxicosis. The 
presence of small areas of ischemia in the muscle of 
the auricle secondary to coronary vascular disease 
could induce fibrillation in a heart that is overactive 
from thyrotoxicosis. 3 When angina pectoris occurs in 
these patients, signs of thyrotoxicosis usually are less 
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prominent or obvious than in other cases and the at¬ 
tacks of pain cease after the hyperthyroid state has 
been relieved. 4 

In the 1920’s Robinson headed an already distin¬ 
guished group—Bunvell, Blalock, and Harrison—in 
exploring the problems of circulation and the physi¬ 
ology of cardiac output. It was found that in thyro¬ 
toxicosis the blood volume is increased, the cardiac 
output increased, the blood flow accelerated, and the 
skin capillaries dilated. 5 In these respects tire heart of 
a patient with thyroid disease was similar to the heart 
of the patient with vitamin deficiency or beriberi, but 
reasons for these changes were not apparent. 

Studies of Hyperthyroid and Normal Animals 

In an effort to elucidate these facts, many observa¬ 
tions have been made of the effect of thyroid extract 
on the circulation and on the metabolism of the myo¬ 
cardial cells of animals. All attempts to alter cellular 
activity or metabolism by exposure to thyroid extract 
in vitro failed completely. More conclusive informa¬ 
tion was gained through comparison of the metabol¬ 
ism of tissues removed from hyperthyroid and normal 
animals. Rohrer “ found increased oxygen use in in¬ 
tact organs (liver, kidney, muscle) from white mice 
fed thyroid. In animals, after an injection of 1 mg. of 
thyroxine, Dresel, 7 using the Warburg method, found 
large increases in oxygen consumption of liver and 
moderate increases in oxygen consumption of kidney 
tissue. McEachem 8 made direct measurements of the 
oxygen consumption of isolated beating auricles from 
normal guinea pigs and those with thyrotoxicosis by 
means of a modified Barcroft-Warburg microrespi¬ 
rometer. In 31 experiments on normal auricles and in 
15 experiments on auricles from animals with thyro¬ 
toxicosis, the latter preparations were found to have 
a higher rate of oxygen consumption (7 to 20%) than 
preparations of similar weight from normal animals. 
He also observed 0 that, in white rats who had re¬ 
ceived multiple injections of thyroxine, tissue respira¬ 
tion was increased 46% for kidney, 73% for liver, and 
75% for muscle of the diaphragm. 

Gordon and Heming 10 in their study with use of 
rat tissues gave 20 mg. of thyroxine per kilogram of 
body weight by injection on two successive days. 
After a latent period of 48 hours, liver, kidney, dia¬ 
phragm, and heart muscle, in that order of magnitude, 
showed increases in oxygen consumption, reaching a 
peak on the fourth day: liver 62%, kidney 37.S%, and 
diaphragm 28%; but the heart muscle reached a maxi¬ 
mum of 24% on the third day and consumption fell 
off rapidly oh the fourth day. Tissue from brain and 
spleen showed no increase in metabolism, and, of the 
tissues showing increased oxygen consumption, the 
kidney was the only one to develop an increase in 
respiratory quotient. 

Tachycardia, once provoked in tire intact animal 
(rabbits) by thyroid feeding or thyroxine injection," 
persists in the isolated perfused heart and isolated 
perfused auricles and increases far more than normally 
on addition of epinephrine to the perfusate. The gen¬ 
eral picture, after a latent period of 12 to 48 horns, is 
one of persistent increased heart rate and increased 
oxygen consumption of both the beating and the quiet 
heart muscle, clearly demonstrating the direct effect 


of the thyroid hormone on the action and metabolism 
of the heart muscle as well as on the general body 
metabolism. 

When one attempts to explain tachycardia in hyper¬ 
thyroidism as the direct effect of thyroxine on the 
myocardium alone, one encounters certain difficulties. 
The oldest known one of these is the fact that, in 
cases of heart block in man, hyperthyroidism induced 
by feeding up to 28 grains (1.8 gm.) of extract daily 
fails to change the slow ventricular rate, although the 
basal metabolic rate becomes elevated and the auric¬ 
ular rate may rise from 70 to 120 beats per minute. 12 
Also, a few years ago cardiac catheterization at the 
coronary sinus in a hyperthyroid patient yielded no 
evidence of increased oxygen consumption in the left 
ventricular heart muscle. 13 When this was repeated 
last year by other investigators, 14 however, the coro¬ 
nary blood flow in eight patients with hyperthyroidism 
was found significantly increased while the arterio¬ 
venous oxygen differences remained constant, thus 
revealing an accelerated myocardial oxygen consump¬ 
tion. After effective treatment with radioactive iodine 
(1 131 ) in these cases of hyperthyroidism, the cardiac 
output, cardiac work, coronary blood flow, and myo¬ 
cardial oxygen consumption returned to normal. 

In rats made hyperthyroid with desiccated thyroid 
powder, Ullrick and Whitehorn 15 found respiration 
increased 77% in resting atrial, 22% in resting ventric¬ 
ular, and 33% in diaphragmatic muscle, while in 
skeletal and smooth muscle there was no increase. 
This difference in utilization of thyroid extract be¬ 
tween auricle and ventricle may help to explain, in 
cases of heart block, the lack of response of the ven¬ 
tricle to thyroid extract, which is no longer controlled 
by the more sensitive auricle. Using a different tech¬ 
nique, with sliced tissues from rats injected with one 
large dose of thyroxine, Barker and Klitgaard 16 ob¬ 
tained a quicker and larger proportional increase in 
oxygen utilization by left ventricular muscle than by 
any other tissues, while brain, spleen, and testis 
showed no increase. 

These observations made on surviving tissue from 
laboratory animals rendered hyperthyroid by inject¬ 
ing or feeding thyroid hormone cannot be compared 
with any degree of confidence to the activity of sim¬ 
ilar tissues in patients suffering from toxic diffuse 
goiter. They do, however, fit generally the facts that 
are being learned about circulatory changes in hyper¬ 
thyroidism. The difference of oxygen utilization be¬ 
tween various organs, and particularly between atrial 
heart muscle and ventricular heart muscle, has far- 
reaching implications. 

Blood Flow and Oxygen Consumption in 
> Hyperthyroidism 

Recent studies made by Stead and co-workers 11 in 
IS hyperthyroid patients estimated blood flow and 
oxygen consumption of the liver or the brain or the 
kidney in comparison to total cardiac output and body 
metabolism. Measurement of the rate of removal from 
the blood stream by the liver of sulfobromophthalein 
(Bromsulphalein) by catheterization of the hepatic 
vein gave results that, by applying the Fick principle, 
indicate that the hepatic blood flow is increased very 
slightly in hyperthyroidism and in some cases not at 
all, whereas the oxygen consumption of the liver is 
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increased disproportionately. Further studies using 
improved techniques, which should give more ac¬ 
curate measurements, may change these figures, but it 
seems probable that the basic facts will find con¬ 
firmation. 

In nine other patients with hyperthyroidism, it was 
found by the nitrous oxide technique that none of the 
cerebral metabolic functions varies significantly from 
the normal in this disease. Cerebral blood flow and 
oxygen utilization remain unchanged in hyperthyroid¬ 
ism, 18 although both had previously been shown to be 
lowered in myxedema. The renal blood flow is some¬ 
what increased in hyperthyroidism and somewhat di¬ 
minished in hypothyroidism. Blood flow to the skin is 
greatly increased. Cardiac output, or total blood flow, 
is increased proportionately much more than total 
body metabolism. Thus, in hyperthyroidism the over¬ 
all arteriovenous oxygen difference actually represents 
an average of excessive rate of oxygen withdrawal in 
some tissues (splanchnic), a reduced rate in others 
(skin and possibly muscle), and an unchanged rate in 
still others (brain and heart muscle). 

Formerly it was believed that blood flow to an 
organ was increased or decreased to compensate for 
the changing metabolic demands of that organ. In 
the light of present knowledge this theory no longer 
is tenable. For instance, in hyperthyroidism the meta¬ 
bolic level in the liver is much higher than in other 
organs, yet the blood flow is roughly within normal 
limits. On the other hand, the metabolic rate in the 
brain is not increased nor is the blood flow altered. 
Peripheral blood flow is increased and is greatly out 
of proportion to increase in metabolism, whereas 
renal blood flow is moderately increased and there 
is evidence of only moderate increase in renal cell 
metabolic rate. The increase in total cardiac output 
is greater proportionately than the increase in total 
metabolic rate. One major and extremely important 
function thus accomplished is the provision of addi¬ 
tional blood flow for transport of the increased body 
heat to the skin surface. Heat regulation depends in 
large measure on neurocirculatory reflexes. Thus we see 
that the increased blood flow in toxic diffuse goiter, 
which by measurement is proportionately greater than 
the body metabolism, provides, and provides accurate¬ 
ly, for loss of excessive body heat. This important 
balance could hardly be.accomplished in toxic diffuse 
goiter by the slowly acting direct effect of thyroid 
hormone on the circulation by way of the auricular 
heart muscle or elsewhere when the production of this 
hormone is clearly out of normal control. 

From these observations one can assume that the 
increased blood flow in hyperthyroidism, which goes 
predominantly to the skin and possibly also to the 
skeletal muscles, is regulated in order to provide for 
heat loss through the skin. The increased oxygen 
requirement is satisfied, in the splanchnic organs for 
instance, if not necessarily in muscle, by more com¬ 
plete oxygen removal from the blood in passage. (This 
relative short supply of oxygen to the liver has been 
postulated as the cause of the central necrosis seen 
in the liver of some patients with thyrotoxicosis. 19 ) 

Whether there is increased blood flow to the resting 
skeletal muscles, which in hyperthyroidism may be 
merely a by-product of increase to the skin, or wheth¬ 


er, as seems more likely, such an increase serves a 
useful function, is not clear. Muscular weakness has 
long been recognized as part of the clinical picture of 
hyperthyroidism. Although the intimate action of 
thyroid hormone on cellular metabolism is not estab¬ 
lished, current concepts hold that it may act by 
uncoupling oxidative phosphorylation, leading to in¬ 
efficient oxygen consumption and impaired use of 
energy sources important for contractile processes. 20 
Thus it is postulated that some such metabolic defect 
in the myocardium may contribute significantly to 
the development of heart failure when it occurs in 
thyrotoxicosis. 

Response of Heart in Hyperthyroidism 

These circulatory changes all afford proof of the 
increased load borne by the heart in hyperthyroidism. 
The constant maintenance of an increased flow of 
blood by a heart whose muscle cell reserve energy 
supply may be impaired and whose rapid rate robs 
it of most of" its usual rest period during diastole, 
constitutes a strain that challenges the underlying 
normality of the myocardium. 

Peculiarities of the cerebral blood vessels prevent 
such wide swings of blood flow as are common in the 
splanchnic and peripheral circulation. To a lesser 
extent the same holds true for the coronary arteries. 
As we have seen, however, neither of these areas can 
spare itself from the effects of the reduced blood flow 
resulting from hypothyroidism and myxedema. 

In evaluating the circulatory changes seen in hyper¬ 
thyroidism, we may recall certain observations on 
normal circulatory variations. Hamilton 21 says that 
“cardiac output seems to be regulated as the summa¬ 
tion of the demands for blood by the several organs 
of the body, each in control, so to speak, of its own 
blood supply.” For example, the normal cardiac output 
can change from a resting figure of about 6 liters per 
minute to a value of perhaps 15 in mild exercise, 
brought about mostly by an increase in rate. After 
hemorrhage, cardiac output may be reduced to half 
or less of the resting figure. Meanwhile these fivefold 
changes in cardiac output may be present with blood 
pressure changes, which are relatively small and are 
held in balance by alterations in peripheral resistance. 

The three main forces governing circulation- 
cardiac output, arterial pressure, and peripheral re¬ 
sistance—are interdependent. When any of these is 
held constant, say arterial pressure, then the usual 
variations occurring frequently in the circulation are 
brought about by a balanced change of the other two, 
namely output and resistance. This is usually ex¬ 
pressed by the formula C. 0.=P/R. 

If die state of peripheral resistance is the pivotal 
factor, as Hamilton and other physiologists believe, 
around which blood flow (including, of course, heart 
rate and stroke volume) must vary while maintaining 
satisfactory blood pressure, then this is the area pri¬ 
marily involved in hyperthyroidism and/or hyper¬ 
metabolism. Local demands are answered by local 
dilatation of the arterioles, with consequent increase 
in blood supply. “This,” says Hamilton, “is mainly in 
response to local chemical influences and is depend¬ 
ent, to little or no degree, upon reflex adjustment of 
vascular tone. [It appears that this generalization may 
not be applicable to thyrotoxicosis.] When we become 
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prominent or obvious than in other cases and the at¬ 
tacks of pain cease after the hyperthyroid state has 
been relieved. 4 

In the 1920’s Robinson headed an already distin¬ 
guished group—Burwell, Blalock, and Harrison—in 
exploring the problems of circulation and the physi¬ 
ology of cardiac output. It was found that in thyro¬ 
toxicosis the blood volume is increased, the cardiac 
output increased, the blood flow accelerated, and the 
skin capillaries dilated. 5 In these respects the heart of 
a patient with thyroid disease was similar to the heart 
of the patient with vitamin deficiency or beriberi, but 
reasons for these changes were not apparent. 

Studies of Hyperthyroid and Normal Animals 

In an effort to elucidate these facts, many observa¬ 
tions have been made of the effect of thyroid extract 
on the circulation and on the metabolism of the myo¬ 
cardial cells of animals. All attempts to alter cellular 
activity or metabolism by exposure to thyroid extract 
in vitro failed completely. More conclusive informa¬ 
tion was gained through comparison of the metabol¬ 
ism of tissues removed from hyperthyroid and normal 
animals. Rohrer 6 found increased oxygen use in in¬ 
tact organs (liver, kidney, muscle) from white mice 
fed thyroid. In animals, after an injection of 1 mg. of 
thyroxine, Dresel, 7 using the Warburg method, found 
large increases in oxygen consumption of liver and 
moderate increases in oxygen consumption of kidney 
tissue. McEachem 8 made direct measurements of the 
oxygen consumption of isolated beating auricles from 
normal guinea pigs and those with thyrotoxicosis by 
means of a modified Barcroft-Warburg microrespi¬ 
rometer. In 31 experiments on normal auricles and in 
15 experiments on auricles from animals with thyro¬ 
toxicosis, tlie latter preparations were found to have 
a higher rate of oxygen consumption (7 to 20%) than 
preparations of similar weight from normal animals. 
He also observed 9 that, in white rats who had re¬ 
ceived multiple injections of thyroxine, tissue respira¬ 
tion was increased 46% for kidney, 73% for liver, and 
75% for muscle of die diaphragm. 

Gordon and Heming 10 in their study with use of 
rat tissues gave 20 mg. of thyroxine per kilogram of 
body weight by injection on two successive days. 
After a latent period of 48 hours, liver, kidney, dia¬ 
phragm, and heart muscle, in that order of magnitude, 
showed increases in oxygen consumption, reaching a 
peak on the fourth day: liver 62%, kidney 37.8%, and 
diaphragm 28%; but the heart muscle reached a maxi¬ 
mum of 24% on the third day and consumption fell 
off rapidly on the fourth day. Tissue from brain and 
spleen showed no increase in metabolism, and, of the 
tissues showing increased oxygen consumption, the 
kidney was the only one to develop an increase in 
respiratory quotient. 

Tachycardia, once provoked in the intact animal 
(rabbits) by thyroid feeding or thyroxine injection," 
persists in the isolated perfused heart and isolated 
perfused auricles and increases far more than normally 
on addition of epinephrine to the perfusate. The gen¬ 
eral picture, after a latent period of 12 to 48 hours, is 
one of persistent increased heart rate and increased 
oxygen consumption of both the beating and the quiet 
heart muscle, clearly demonstrating the direct effect 


of the thyroid hormone on the action and metabolism 
of the heart muscle as well as on the general body 
metabolism. 

When one attempts to explain tachycardia in hyper¬ 
thyroidism as the direct effect of thyroxine on the 
myocardium alone, one encounters certain difficulties. 
The oldest known one of these is the fact that, in 
cases of heart block in man, hyperthyroidism induced 
by feeding up to 28 grains (1.8 gm.) of extract daily 
fails to change the slow ventricular rate, although the 
basal metabolic rate becomes elevated and the auric¬ 
ular rate may rise from 70 to 120 beats per minute. 12 
Also, a few years ago cardiac catheterization at the 
coronary sinus in a hyperthyroid patient yielded no 
evidence of increased oxygen consumption in the left 
ventricular heart muscle. 13 When this was repeated 
last year by other investigators, 14 however, the coro¬ 
nary blood flow in eight patients with hyperthyroidism 
was found significantly increased while the arterio¬ 
venous oxygen differences remained constant, thus 
revealing an accelerated myocardial oxygen consump¬ 
tion. After effective treatment with radioactive iodine 
(1 131 ) in these cases of hyperthyroidism, the cardiac 
output, cardiac work, coronary blood flow, and myo¬ 
cardial oxygen consumption returned to normal. 

In rats made hyperthyroid with desiccated thyroid 
powder, Ullrick and Whitehorn 15 found respiration 
increased 77% in resting atrial, 22% in resting ventric¬ 
ular, and 33% in diaphragmatic muscle, while in 
skeletal and smooth muscle there was no increase. 
This difference in utilization of thyroid extract be¬ 
tween auricle and ventricle may help to explain, in 
cases of heart block, the lack of response of the ven¬ 
tricle to thyroid extract, which is no longer controlled 
by the more sensitive auricle. Using a different tech¬ 
nique, with sliced tissues from rats injected with one 
large dose of thyroxine, Barker and Klitgaard 1B ob¬ 
tained a quicker and larger proportional increase in 
oxygen utilization by left ventricular muscle than by 
any other tissues, while brain, spleen, and testis 
showed no increase. 

These observations made on surviving tissue from 
laboratory animals rendered hyperthyroid by inject¬ 
ing or feeding thyroid hormone cannot be compared 
with any degree of confidence to the activity of sim¬ 
ilar tissues in patients suffering from toxic diffuse 
goiter. They do, however, fit generally the facts that 
are being learned about circulatory changes in hyper¬ 
thyroidism. The difference of oxygen utilization be¬ 
tween various organs, and particularly between atrial 
heart muscle and ventricular heart muscle, has far- 
reaching implications. 

Blood Flow and Oxygen Consumption in 
• Hyperthyroidism 

Recent studies made by Stead and co-workers 17 in 
18 hyperthyroid patients estimated blood flow and 
oxygen consumption of the liver or the brain or the 
kidney in comparison to total cardiac output and body 
metabolism. Measurement of the rate of removal from 
the blood stream by the liver of sulfobromophthalein 
(Bromsulphalein) by catheterization of the hepatic 
vein gave results that, by applying the Fick principle, 
indicate that the hepatic blood flow is increased very 
slightly in hyperthyroidism and in some cases not at 
all, whereas the oxygen consumption of the liver is 
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increased disproportionately. Further studies using 
improved techniques, which should give more ac¬ 
curate measurements, may change these figures, but it 
seems probable that the basic facts will find con¬ 
firmation. 

In nine other patients with hyperthyroidism, it was 
found by the nitrous oxide technique that none of the 
cerebral metabolic functions varies significantly from 
the normal in this disease. Cerebral blood flow and 
oxygen utilization remain unchanged in hyperthyroid¬ 
ism, 18 although both had previously been shown to be 
lowered in myxedema. The renal blood flow is some¬ 
what increased in hyperthyroidism and somewhat di¬ 
minished in hypothyroidism. Blood flow to the skin is 
greatly increased. Cardiac output, or total blood flow, 
is increased proportionately much more than total 
body metabolism. Thus, in hyperthyroidism the over¬ 
all arteriovenous oxygen difference actually represents 
an average of excessive rate of oxygen withdrawal in 
some tissues (splanchnic), a reduced rate in others 
(skin and possibly muscle), and an unchanged rate in 
still others (brain and heart muscle). 

Formerly it was believed that blood flow to an 
organ was increased or decreased to compensate for 
the changing metabolic demands of that organ. In 
the light of present knowledge this theory no longer 
is tenable. For instance, in hyperthyroidism the meta¬ 
bolic level in the liver is much higher than in other 
organs, yet the blood flow is roughly within normal 
limits. On the other hand, the metabolic rate in the 
brain is not increased nor is the blood flow altered. 
Peripheral blood flow is increased and is greatly out 
of proportion to increase in metabolism, whereas 
renal blood flow is moderately increased and there 
is evidence of only moderate increase in renal cell 
metabolic rate. The increase in total cardiac output 
is greater proportionately than the increase in total 
metabolic rate. One major and extremely important 
function thus accomplished is the provision of addi¬ 
tional blood flow for transport of the increased body 
heat to the skin surface. Heat regulation depends in 
large measure on neurocirculatory reflexes. Thus we see 
that the increased blood flow in toxic diffuse goiter, 
which by measurement is proportionately greater than 
the body metabolism, provides, and provides accurate¬ 
ly, for loss of excessive body heat. This important 
balance could hardly be accomplished in toxic diffuse 
goiter by the slowly acting direct effect of thyroid 
hormone on the circulation by way of the auricular 
heart muscle or elsewhere when the production of this 
hormone is clearly out of normal control. 

From these observations one can assume that the 
increased blood flow in hyperthyroidism, which goes 
predominantly to the skin and possibly also to the 
skeletal muscles, is regulated in order to provide for 
heat loss through the skin. The increased oxygen 
requirement is satisfied, in the splanchnic organs for 
instance, if not necessarily in muscle, by more com¬ 
plete oxygen removal from the blood in passage. (This 
relative short supply of oxygen to the liver has been 
postulated as the cause of the central necrosis seen 
in the liver of some patients with thyrotoxicosis. 19 ) 

Whether there is increased blood flow to the resting 
skeletal muscles, which in hyperthyroidism may be 
merely a by-product of increase to the skin, or wheth¬ 


er, as seems more likely, such an increase serves a 
useful function, is not clear. Muscular weakness has 
long been recognized as part of the clinical picture of 
hyperthyroidism. Although the intimate action of 
thyroid hormone on cellular metabolism is not estab¬ 
lished, current concepts hold that it may act by 
uncoupling oxidative phosphorylation, leading to in¬ 
efficient oxygen consumption and impaired use of 
energy sources important for contractile processes. 20 
Thus it is postulated that some such metabolic defect 
in the myocardium may contribute significantly to 
the development of heart failure when it occurs in 
thyrotoxicosis. 


Response of Heart in Hyperthyroidism 

These circulatory changes all afford proof of the 
increased load borne by the heart in hyperthyroidism. 
The constant maintenance of an increased flow of 
blood by a heart whose muscle cell reserve energy 
supply may be impaired and whose rapid rate robs 
it of most of its usual rest period during diastole, 
constitutes a strain that challenges the underlying 
normality of the myocardium. 

Peculiarities of the cerebral blood vessels prevent 
such wide swings of blood flow as are common in the 
splanchnic and peripheral circulation. To a lesser 
extent the same holds true for the coronary arteries. 
As we have seen, however, neither of these areas can 
spare itself from the effects of the reduced blood flow 
resulting from hypothyroidism and myxedema. 

In evaluating the circulatory changes seen in hyper¬ 
thyroidism, we may recall certain observations on 
normal circulatory variations. Hamilton 21 says that 
"cardiac output seems to be regulated as the summa¬ 
tion of the demands for blood by the several organs 
of the body, each in control, so to speak, of its own 
blood supply.” For example, the normal cardiac output 
can change from a resting figure of about 6 liters per 
minute to a value of perhaps 15 in mild exercise, 
brought about mostly by an increase in rate. After 
hemorrhage, cardiac output may be reduced to half 
or less of the resting figure. Meanwhile these fivefold 
changes in cardiac output may be present with blood 
pressure changes, which are relatively small and are 
held in balance by alterations in peripheral resistance. 

The three main forces governing circulation- 
cardiac output, arterial pressure, and peripheral re¬ 
sistance-are interdependent. When any of these is 
held constant, say arterial pressure, then the usual 
variations occurring frequently in the circulation are 
brought about by a balanced change of the other two, 
namely output and resistance. This is usually ex¬ 
pressed by the formula C. 0.=P/R. 

If the state of peripheral resistance is the pivotal 
factor, as Hamilton and other physiologists believe, 
around which blood flow (including, of course, heart 
rate and stroke volume) must vary while maintaining 
satisfactory blood pressure, then this is die area pri¬ 
marily involved in hyperthyroidism and/or hyper¬ 
metabolism. Local demands are answered by local 
dilatation of the arterioles, with consequent increase 
in blood supply. ‘This,” says Hamilton, “is mainly in 
response to local chemical influences and is depend¬ 
ent, to little or no degree, upon reflex adjustment of 
vascular tone, [It appears that this generalization may 
not be applicable to thyrotoxicosis.] When we become 
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prominent or obvious than in other cases and the at¬ 
tacks of pain cease after the hyperthyroid state has 
been relieved.' 1 

In the 1920’s Robinson headed an already distin¬ 
guished group—Bunvell, Blalock, and Harrison—in 
exploring the problems of circulation and the physi¬ 
ology of cardiac output. It was found that in thyro¬ 
toxicosis the blood volume is increased, the cardiac 
output increased, the blood flow accelerated, and tire 
skin capillaries dilated. 5 In these respects the heart of 
a patient with thyroid disease was similar to the heart 
of the patient with vitamin deficiency or beriberi, but 
reasons for these changes were not apparent. 

Studies of Hyperthyroid and Normal Animals 

In an effort to elucidate these facts, many observa¬ 
tions have been made of the effect of thyroid extract 
on the circulation and on the metabolism of the myo¬ 
cardial cells of animals. All attempts to alter cellular 
activity or metabolism by exposure to thyroid extract 
in vitro failed completely. More conclusive informa¬ 
tion was gained through comparison of the metabol¬ 
ism of tissues removed from hyperthyroid and normal 
animals. Rohrer 0 found increased oxygen use in in¬ 
tact organs (liver, kidney, muscle) from white mice 
fed thyroid. In animals, after an injection of 1 mg. of 
thyroxine, Dresel, 7 using the Warburg method, found 
large increases in oxygen consumption of liver and 
moderate increases in oxygen consumption of kidney 
tissue. McEachem 8 made direct measurements of the 
oxygen consumption of isolated beating auricles from 
normal guinea pigs and those with thyrotoxicosis by 
means of a modified Barcroft-Warburg microrespi¬ 
rometer. In 31 experiments on normal auricles and in 
15 experiments on auricles from animals with thyro¬ 
toxicosis, the latter preparations were found to have 
a higher rate of oxygen consumption (7 to 20%) than 
preparations of similar weight from normal animals. 
He also observed" that, in white rats who had re¬ 
ceived multiple injections of thyroxine, tissue respira¬ 
tion was increased 46% for kidney, 73% for liver, and 
75% for muscle of the diaphragm. 

Gordon and Heming 10 in their study with use of 
rat tissues gave 20 mg. of thyroxine per kilogram of 
body weight by injection on two successive days. 
After a latent period of 48 hours, liver, kidney, dia¬ 
phragm, and heart muscle, in that order of magnitude, 
showed increases in oxygen consumption, reaching a 
peak on the fourth day: liver 62%, kidney 37.8%, and 
diaphragm 28%; but the heart muscle reached a maxi¬ 
mum of 24% on the third day and consumption fell 
off rapidly on the fourth day. Tissue from brain and 
spleen showed no increase in metabolism, and, of the 
tissues showing increased oxygen consumption, the 
kidney was the only one to develop an increase in 
respiratory quotient. 

Tachycardia, once provoked in the intact animal 
(rabbits) by thyroid feeding or thyroxine injection,” 
persists in the isolated perfused heart and isolated 
perfused auricles and increases far more than normally 
on addition of epinephrine to the perfusate. The gen¬ 
eral picture, after a latent period of 12 to 48 hours, is 
one of persistent increased heart rate and increased 
oxygen consumption of both the beating and the quiet 
heart muscle, clearly demonstrating the direct effect 
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of the thyroid hormone on the action and metabolism 
of the heart muscle as well as on the general body 
metabolism. 

When one attempts to explain tachycardia in hyper¬ 
thyroidism as the direct effect of thyroxine on the 
myocardium alone, one encounters certain difficulties. 
The oldest known one of these is the fact that, in 
cases of heart block in man, hyperthyroidism induced 
by feeding up to 28 grains (1.8 gm.) of extract daily 
fails to change the slow ventricular rate, although the 
basal metabolic rate becomes elevated and the auric¬ 
ular rate may rise from 70 to 120 beats per minute.' 2 
Also, a few years ago cardiac catheterization at the 
coronary sinus in a hyperthyroid patient yielded no 
evidence of increased oxygen consumption in the left 
ventricular heart muscle.' 3 When this was repeated 
last year by other investigators,” however, the coro¬ 
nary blood flow in eight patients with hyperthyroidism 
was found significantly increased while the arterio¬ 
venous oxygen differences remained constant, thus 
revealing an accelerated myocardial oxygen consump¬ 
tion. After effective treatment with radioactive iodine 
(1 131 ) in these cases of hyperthyroidism, the cardiac 
output, cardiac work, coronary blood flow, and myo¬ 
cardial oxygen consumption returned to normal. 

In rats made hyperthyroid with desiccated thyroid 
powder, Ullrick and Whitehorn 15 found respiration 
increased 77% in resting atrial, 22% in resting ventric¬ 
ular, and 33% in diaphragmatic muscle, while in 
skeletal and smooth muscle there was no increase. 
This difference in utilization of thyroid extract be¬ 
tween auricle and ventricle may help to explain, in 
cases of heart block, the lack of response of the ven¬ 
tricle to thyroid extract, which is no longer controlled 
by the more sensitive auricle. Using a different tech¬ 
nique, with sliced tissues from rats injected with one 
large dose of thyroxine, Barker and Klitgaard 10 ob¬ 
tained a quicker and larger proportional increase in 
oxygen utilization by left ventricular muscle than by 
any other tissues, while brain, spleen, and testis 
showed no increase. 

These observations made on surviving tissue from 
laboratory animals rendered hyperthyroid by inject¬ 
ing or feeding thyroid hormone cannot be compared 
with any degree of confidence to the activity of sim¬ 
ilar tissues in patients suffering from toxic diffuse 
goiter. They do, however, fit generally the facts that 
are being learned about circulatory changes in hyper¬ 
thyroidism. The difference of oxygen utilization be¬ 
tween various organs, and particularly between atrial 
heart muscle and ventricular heart muscle, has far- 
reaching implications. 

Blood Flow and Oxygen Consumption in 
Hyperthyroidism 

Recent studies made by Stead and co-workers 17 in 
18 hyperthyroid patients estimated blood flow and 
oxygen consumption of the liver or the brain or the 
kidney in comparison to total cardiac output and body 
metabolism. Measurement of the irate of removal from 
the blood stream by the liver of sulfobromophthalein 
(Bromsulphalein) by catheterization of the hepatic 
vein gave results that, by applying the Fick principle, 
indicate that the hepatic blood flow is increased very 
slightly in hyperthyroidism and in some cases not at 
all, whereas the oxygen consumption of the liver is 
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increased disproportionately. Further studies using 
improved techniques, which should give more ac¬ 
curate measurements, may change these figures, but it 
seems probable that the basic facts will find con¬ 
firmation. 

In nine other patients with hyperthyroidism, it was 
found by the nitrous oxide technique that none of the 
cerebral metabolic functions varies significantly from 
the normal in this disease. Cerebral blood flow and 
oxygen utilization remain unchanged in hyperthyroid¬ 
ism,' 8 although both had previously been shown to be 
lowered in myxedema. The renal blood flow is some¬ 
what increased in hyperthyroidism and somewhat di¬ 
minished in hypothyroidism. Blood flow to the skin is 
greatly increased. Cardiac output, or total blood flow, 
is increased proportionately much more than total 
body metabolism. Thus, in hyperthyroidism the over¬ 
all arteriovenous oxygen difference actually represents 
an average of excessive rate of oxygen withdrawal in 
some tissues (splanchnic), a reduced rate in others 
(sldn and possibly muscle), and an unchanged rate in 
still others (brain and heart muscle). 

Formerly it was believed that blood flow to an 
organ was increased or decreased to compensate for 
the changing metabolic demands of that organ. In 
the light of present knowledge this theory no longer 
is tenable. For instance, in hyperthyroidism the meta¬ 
bolic level in the liver is much higher than in other 
organs, yet the blood flow is roughly within normal 
limits. On the other hand, the metabolic rate in the 
brain is not increased nor is the blood flow altered. 
Peripheral blood flow is increased and is greatly out 
of proportion to increase in metabolism, whereas 
renal blood flow is moderately increased and there 
is evidence of only moderate increase in renal cell 
metabolic rate. The increase in total cardiac output 
is greater proportionately than the increase in total 
metabolic rate. One major and extremely important 
function thus accomplished is the provision of addi¬ 
tional blood flow for transport of the increased body 
heat to the skin surface. Heat regulation depends in 
large measure on neurocirculatory reflexes. Thus we see 
that the increased blood flow in toxic diffuse goiter, 
which by measurement is proportionately greater than 
the body metabolism, provides, and provides accurate¬ 
ly, for loss of excessive body heat. This important 
balance could hardly be accomplished in toxic diffuse 
goiter by the slowly acting direct effect of thyroid 
hormone on the circulation by way of the auricular 
heart muscle or elsewhere when the production of this 
hormone is clearly out of normal control. 

From these observations one can assume that the 
increased blood flow in hyperthyroidism, which goes 
predominantly to the skin and possibly also to the 
skeletal muscles, is regulated in order to provide for 
heat loss through the skin. The increased oxygen 
requirement is satisfied, in the splanchnic organs for 
instance, if not necessarily in muscle, by more com¬ 
plete oxygen removal from the blood in passage. (This 
relative short supply of oxygen to the liver has been 
postulated as the cause of the central necrosis seen 
in the liver of some patients with thyrotoxicosis. 19 ) 

Whether there is increased blood flow to the resting 
skeletal muscles, which in hyperthyroidism may be 
merely a by-product of increase to the skin, or wheth¬ 


er, as seems more likely, such an increase serves a 
useful function, is not clear. Muscular weakness has 
long been recognized as part of the clinical picture of 
hyperthyroidism. Although the intimate action of 
thyroid hormone on cellular metabolism is not estab¬ 
lished, current concepts hold that it may act by 
uncoupling oxidative phosphorylation, leading to in¬ 
efficient oxygen consumption and impaired use of 
energy sources important for contractile processes. 90 
Thus it is postulated that some such metabolic defect 
in the myocardium may contribute significantly to 
the development of heart failure when it occurs in 
thyrotoxicosis. 

Response of Heart in Hyperthyroidism 

These circulatory changes all afford proof of the 
increased load borne by the heart in hyperthyroidism. 
The constant maintenance of an increased flow of 
blood by a heart whose muscle cell reserve energy 
supply may be impaired and whose rapid rate robs 
it of most of its usual rest period during diastole, 
constitutes a strain that challenges the underlying 
normality of the myocardium. 

Peculiarities of the cerebral blood vessels prevent 
such wide swings of blood flow as are common in the 
splanchnic and peripheral circulation. To a lesser 
extent the same holds true for the coronary arteries. 
As we have seen, however, neither of these areas can 
spare itself from the effects of the reduced blood flow 
resulting from hypothyroidism and myxedema. 

In evaluating the circulatory changes seen in hyper¬ 
thyroidism, we may recall certain observations on 
normal circulatory variations. Hamilton 21 says that 
“cardiac output seems to be regulated as the summa¬ 
tion of the demands for blood by the several organs 
of the body, each in control, so to speak, of its own 
blood supply.” For example, the normal cardiac output 
can change from a resting figure of about 6 liters per 
minute to a value of perhaps 15 in mild exercise, 
brought about mostly by an increase in rate. After 
hemorrhage, cardiac output may be reduced to half 
or less of the resting figure. Meanwhile these fivefold 
changes in cardiac output may be present with blood 
pressure changes, which are relatively small and are 
held in balance by alterations in peripheral resistance. 

The three main forces governing circulation- 
cardiac output, arterial pressure, and peripheral re¬ 
sistance—are interdependent. When any of these is 
held constant, say arterial pressure, then the usual 
variations occurring frequently in tire circulation are 
brought about by a balanced change of the other two, 
namely output and resistance. This is usually ex¬ 
pressed by the formula C. 0.=P/R. 

If the state of peripheral resistance is the pivotal 
factor, as Hamilton and other physiologists believe, 
around which blood flow (including, of course, heart 
rate and stroke volume) must vary while maintaining 
satisfactory blood pressure, then this is the area pri¬ 
marily involved in hyperthyroidism and/or hyper¬ 
metabolism. Local demands are answered by local 
dilatation of the arterioles, with consequent increase 
in blood supply. “This,” says Hamilton, “is mainly in 
response to local chemical influences and is depend¬ 
ent, to little or no degree, upon reflex adjustment of 
vascular tone. [It appears that this generalization may 
not be applicable to thyrotoxicosis.] When we become 
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over-heated, [however] hypothalamic reflexes are 
activated which cause cutaneous dilation and heat is 
dissipated. Both of these vasodilator mechanisms are 
prepotent, that is will hold vessels open in spite of 
vasoconstrictor outflow from the medulla.” Because 
the circulator}' changes taking place in hyperthyroid¬ 
ism are far from simple, the facts as known today are 
certainly subject to misrepresentation. We must re¬ 
member, also, that there are elements of emotional 
tension that introduce nervous and hormonal stimu¬ 
lation of the heart as well as of the peripheral vascular 
system. The results of all of these direct stimuli call 
forth activity on the part of many reflex homeostatic 
mechanisms, including the arterial stretch receptors 
(i. e., carotid sinus). 

Homeostasis, as Cannon conceived it, is achieved 
by methods of balance provided by innumerable 
physical, chemical, and biological rheostats. It is 
obvious that conflicts between these systems are con¬ 
tinuous. In each equation the imbalance most threat¬ 
ening to survival must be given priority in the attempt 
to restore normality. Arterial blood pressure must be 
maintained to ensure satisfactory circulation. There¬ 
fore in thyrotoxicosis, even if accurate control of 
body temperature is the important factor that initiates 
homeostatic changes in the circulation, these changes 
can occur safely only if they permit the maintenance 
of arterial blood pressure adequate to perfuse essen¬ 
tial organs. It is at this point that the heart responds 
reflexly to maintain the balance. With these facts in 
mind, some of the detrimental effects of circulatory 
changes in thyrotoxicosis can be more readily under¬ 
stood. 

Myxedema 

In many ways the circulation in myxedema presents 
a mirror image of that in toxic diffuse goiter. Results 
of studies are usually confused by the presence of 
complicating conditions such as old age, anemia, or 
actual coronary artery disease. The case of one young 
female patient (aged 21) with apparently uncompli¬ 
cated myxedema from a group of five studied by Ellis 
and co-workers, 22 with use of the venous catheter and 
direct Fick method, may provide the best example of 
the effect of thyroid deficiency on otherwise normal 
circulation. The alterations that were corrected later 
by replacement therapy were (1) increased peripheral 
resistance (threefold), (2) increased pulmonary re¬ 
sistance (twofold), (3) cardiac output lowered (nearly 
threefold) beyond the degree of lowered oxygen need 
(—20%), (4) reduced stroke output (threefold), (5) in¬ 
creased heart size (2 cm. in transverse diameter in the 
orthodiagram), (6) diminished blood volume (1,000 
cc.), (T) increased arteriovenous oxygen difference 
(more than twofold), (8) narrowed femoral artery 
pulse pressure but unchanged mean pressure, and 
(9) low voltage in the electrocardiogram. Remaining 
normal, in this particular case, were pulse rate, cir¬ 
culation time, pulmonary artery pressure (even after 
exercise), right auricular pressure, and venous pres¬ 
sure. 

Here a^ain change in total body metabolism cannot 
account for tire large reduction in blood flow. On the 
other hand, the degree of increased peripheral resist¬ 
ance compares with that of blood flow, while mean 
arterial pressure remains die same. Since in this case 


the pulse rate remains the same, the lowered cardiac 
output is accomplished by lowered stroke volume. 
Electrocardiographic changes did not develop after 
one month of thyroid deprivation. Circulation time 
may be normal or even relatively increased through 
certain viscera while being reduced through tire skin. 
By the usual methods of measurement, it has been 
found reduced in most cases of myxedema. Cardiac 
enlargement may represent weakened myocardium 
from thyroid deficiency or may be part of the general 
new circulatory balance and account, at least in part, 
for the reduced blood volume. The increased arterio¬ 
venous oxygen difference is produced by reduction 
in blood flow, which is greater than the reduction in 
oxygen consumption. Lowered blood flow to the skin, 
with vasoconstriction and increased resistance, seems 
to constitute the initial change in the circulation in 
myxedema. 

Conclusions 

When one reviews the facts that are current!; 
known concerning the changes produced in the circu 
Jation of the human being by hyperthyroidism anc 
hypothyroidism, one reaches a somewhat surprising 
hypothesis. Triggered by change in body temperature 
produced by the increase or decrease in metabolism, 
the homeostatic neurocirculatory mechanism provide; 
for change of blood flow to the skin by vasodilatior 
or constriction. From the ensuing change in periphera 
resistance, cardiac output is reflexly increased o; 
diminished, with tachycardia and/or increase in strok< 
output, or the opposite, while mean arterial blooc 
pressure is preserved in its normal range. The fae 
that the myocardium shares in tire general metabolit 
effect of the thyroid hormone contributes no doub 
to the maintenance of the new level of circulator) 
performance. 

Various viscera appear to function at different met 
abolic levels. Their varying oxygen needs seem to b( 
satisfied in some cases by increased blood flow and ir 
others by increased oxygen withdrawal from a more 
or less constant blood supply. Different organs anc 
tissues respond to excess of thyroid hormone will 
various levels of metabolic rate. This probably reflect; 
similar degrees of varying utilization of the hormone 
under normal conditions. Confronted by the difficul¬ 
ties of adapting to imbalance of this particular hor¬ 
mone, the circulatory system reacts in ways that are 
in some cases beneficial and in others detrimental. 

1201 N. Calvert St. (2). 
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THERAPEUTIC PROBLEMS IN DIABETES INSIPIDUS 

Edward C. Clark, M.D., Henry W. Dodge Jr., M.D. 

and 

Raymond V. Randall, M.D., Rochester, Minn. 


For a number of years it has been known that 
destruction in animals of certain portions of the 
supraopticohypophysial system, which connects the 
supraoptic and paraventricular nuclei and others cells 
in the hypothalamus to the posterior pituitary gland 
by way of the median eminence and pituitary stalk, 
may produce three phases of fluid intake, urinary 
output, and urinary specific gravity 1 (fig. 1). Immedi¬ 
ately after section of the supraopticohypophysial tracts 
in the median eminence or hypothalamus, the animal 
enters the transient stage of diabetes insipidus, with 
rapid development of polydipsia, polyuria, and low 
urinary specific gravity. This is followed by the inter¬ 
phase, during which the fluid exchange and urinary 
specific gravity are normal. The permanent stage of 
diabetes insipidus, with elevated water exchange and 
low urinary specific gravity, then develops, and the 
animal is in a state of chronic diabetes insipidus. 

First suggested by Dandy 2 and since confirmed by 
others, 3 this triphasic curve of water metabolism, 
namely, the transient stage, interphase, and permanent 
phase, may occur during the onset of diabetes insipi- 
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• Diabefes insipidus as seen in experimental animals 
after cutting the supraopticohypophysial tracts usually 
passes through three phases . This explains some 
phenomena seen in human subjects. In the first case 
here described, surgery in the vicinity of the optic 
chiasm was followed (a) by a polyuria of 27,930 cc. 
in 24 hours, then (b) by a gradual return to normal 
urinary output at about the sixth day, and finally, 
after about three days of normal output, (c) by es¬ 
tablishment of a permanent phase of diabetes in¬ 
sipidus amenable to treatment with vasopressin 
tannate. Animal experiments suggest that the inter¬ 
phase (b) con be explained as meaning a transient 
outpouring of antidiuretic hormone by the de¬ 
tached, degenerating posterior lobe. The permanent 
phase (c) then represents exhaustion of the antidiuretic 
material from the posterior lobe. Severe diabefes 
insipidus is known to occur only in the presence of 
a functioning anterior pituitary lobe. In the third 
case here described, a polyuria had existed for more 
than six years in the presence of signs of hypophysial 
disease. A spontaneous amelioration of the polyuria 
was then noted concurrently with signs that the ante¬ 
rior lobe was failing; the polyuria returned after treat¬ 
ment with cortisone wos begun. Spontaneous remis¬ 
sion in a long-standing case of diabetes insipidus 
should alert the clinician to the possibility that the 
anterior lobe of the hypophysis is becoming involved 
in the disease process. 
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over-heated, [however] hypothalamic reflexes are 
activated which cause cutaneous dilation and heat is 
dissipated. Both of these vasodilator mechanisms are 
prepotent, that is will hold vessels open in spite of 
vasoconstrictor outflow from the medulla.” Because 
the circulator)' changes talcing place in hyperthyroid¬ 
ism are far from simple, the facts as known today are 
certainly subject to misrepresentation. We must re¬ 
member, also, that there are elements of emotional 
tension that introduce nervous and hormonal stimu¬ 
lation of the heart as well as of die peripheral vascular 
system. The results of all of these direct stimuli call 
forth activity on the part of many reflex homeostatic 
mechanisms, including the arterial stretch receptors 
(i. e., carotid sinus). 

Homeostasis, as Cannon conceived it, is achieved 
by methods of balance provided by innumerable 
physical, chemical, and biological rheostats. It is 
obvious that conflicts between these systems are con¬ 
tinuous. In each equation the imbalance most threat¬ 
ening to survival must be given priority in the attempt 
to restore normality'. Arterial blood pressure must be 
maintained to ensure satisfactory circulation. There¬ 
fore in thyrotoxicosis, even if accurate control of 
body temperature is the important factor that initiates 
homeostatic changes in the circulation, these changes 
can occur safely only if they permit the maintenance 
of arterial blood pressure adequate to perfuse essen¬ 
tial organs. It is at this point that the heart responds 
reflexly to maintain the balance. With these facts in 
mind, some of the detrimental effects of circulatory 
changes in thyrotoxicosis can be more readily under¬ 
stood. 

Myxedema 

In many ways the circulation in myxedema presents 
a mirror image of that in toxic diffuse goiter. Results 
of studies are usually confused by the presence of 
complicating conditions such as old age, anemia, or 
actual coronary artery disease. The case of one young 
female patient (aged 21) with apparently uncompli¬ 
cated myxedema from a group of five studied by Ellis 
and co-workers, 23 with use of the venous catheter and 
direct Pick method, may provide the best example of 
the effect of thyroid deficiency on otherwise normal 
circulation. The alterations that were corrected later 
by replacement therapy were (1) increased peripheral 
resistance (threefold), (2) increased pulmonary re¬ 
sistance (twofold), (3) cardiac output lowered (nearly 
threefold) beyond the degree of lowered oxygen need 
(—20%), (4) reduced stroke output (threefold), (5) in¬ 
creased heart size (2 cm. in transverse diameter in the 
orthodiagram), (6) diminished blood volume (1,000 
cc.), (7) increased arteriovenous oxygen difference 
(more than twofold), (S) narrowed femoral artery 
pulse pressure but unchanged mean pressure, and 
(9) low voltage in the electrocardiogram. Remaining 
normal, in this particular case, were pulse rate, cir¬ 
culation time, pulmonary artery pressure (even after 
exercise), right auricular pressure, and venous pres¬ 
sure. 

Here again change in total body metabolism cannot 
account for the large reduction in blood flow. On the 
other hand, the degree of increased peripheral resist¬ 
ance compares with that of blood flow, while mean 
arterial pressure remains the same. Since in this case 


the pulse rate remains the same, the lowered cardiac 
output is accomplished by lowered stroke volume. 
Electrocardiographic changes did not develop after 
one month of thyroid deprivation. Circulation time 
may be normal or even relatively increased through 
certain viscera while being reduced through the skin. 
By the usual methods of measurement, it has been 
found reduced in most cases of myxedema. Cardiac 
enlargement may represent weakened myocardium 
from thyroid deficiency or may be part of the general 
new circulatory balance and account, at least in part, 
for the reduced blood volume. The increased arterio¬ 
venous oxygen difference is produced by reduction 
in blood flow, which is greater than the reduction in 
oxygen consumption. Lowered blood flow to the skin, 
with vasoconstriction and increased resistance, seems 
to constitute the initial change in the circulation in 
myxedema. 

Conclusions 

When one reviews the facts that are currently 
known concerning the changes produced in the circu¬ 
lation of the human being by hyperthyroidism and 
hypothyroidism, one reaches a somewhat surprising 
hypothesis. Triggered by change in body temperature, 
produced by the increase or decrease in metabolism, 
the homeostatic neurocirculatory mechanism provides 
for change of blood flow to the skin by vasodilation 
or constriction. From the ensuing change in peripheral 
resistance, cardiac output is reflexly increased or 
diminished, with tachycardia and/or increase in stroke 
output, or the opposite, while mean arterial blood 
pressure is preserved in its norma] range. The fact 
that the myocardium shares in the general metabolic 
effect of the thyroid hormone contributes no doubt 
to the maintenance of the new level of circulatory 
performance. 

Various viscera appear to function at different met¬ 
abolic levels. Their varying oxygen needs seem to be 
satisfied in some cases by increased blood flow and in 
others by increased oxygen withdrawal from a more 
or less constant blood supply. Different organs and 
tissues respond to excess of thyroid hormone with 
various levels of metabolic rate. This probably reflects 
similar degrees of varying utilization of the hormone 
under normal conditions. Confronted by the difficul¬ 
ties of adapting to imbalance of this particular hor¬ 
mone, tire circulatory system reacts in ways that are 
in some cases beneficial and in others detrimental. 

1201 N. Calvert St. (2). 

This paper is being published simultaneously in the A. M. A. 
Archives of Internal Medicine. 
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THERAPEUTIC PROBLEMS IN DIABETES INSIPIDUS 

Edward C. Clark, M.D., Henry W. Dodge Jr., M.D. 

and 

Raymond V. Randall, M.D., Rochester, Minn. 


For a number of years it has been known that 
destruction in animals of certain portions of the 
supraopticohypophysial system, which connects the 
supraoptic and paraventricular nuclei and others cells 
in the hypothalamus to the posterior pituitary gland 
by way of the median eminence and pituitary stalk, 
may produce three phases of fluid intake, urinary 
output, and urinary specific gravity 1 (fig. 1). Immedi¬ 
ately after section of the supraopticohypophysial tracts 
in the median eminence or hypothalamus, the animal 
enters the transient stage of diabetes insipidus, with 
rapid development of polydipsia, polyuria, and low 
urinary specific gravity. This is followed by the inter¬ 
phase, during which the fluid exchange and urinary 
specific gravity are normal. The permanent stage of 
diabetes insipidus, with elevated water exchange and 
low urinary specific gravity, then develops, and the 
animal is in a state of chronic diabetes insipidus. 

First suggested by Dandy 2 and since confirmed by 
others, 11 this triphasic curve of water metabolism, 
namely, the transient stage, interphase, and permanent 
phase, may occur during the onset of diabetes insipi- 
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* Diabetes insipidus as seen in experimental animals 
after cutting the supraopticohypophysial tracts usually 
passes through three phases. This explains some 
phenomena seen in human subjects. In the first case 
here described, surgery in the vicinity of the optic 
chiasm was followed (a) by a polyuria of 27,930 cc. 
in 24 hours, then (b) by a gradual return to normal 
urinary output at about the sixth day, and finally, 
after about three days of normal output, (c) by es¬ 
tablishment of a permanent phase of diabetes in¬ 
sipidus amenable to treatment with vasopressin 
tannate. Animal experiments suggest that the inter- 
phase (b) can be explained as meaning a transient 
oufpouring of anficfiurefic hormone by the de¬ 
tached, degenerating posterior lobe. The permanent 
phase (c) then represents exhaustion of the antidiuretic 
material from the posterior lobe. Severe diabetes 
insipidus is known to occur only in the presence of 
a functioning anterior pituitary lobe. In the third 
case here described, a polyuria had existed for more 
than six years in the presence of signs of hypophysial 
disease. A spontaneous amelioration of the polyuria 
was then noted concurrently with signs that the ante¬ 
rior lobe was failing; the polyuria returned after treat¬ 
ment with cortisone was begun. Spontaneous remis¬ 
sion in a long-standing case of diabetes insipidus 
should alert the clinician to the possibility that the 
anterior lobe of the hypophysis is becoming involved 
in the disease process. 
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dus in human beings as well as animals. Figure 2 
represents the fluid intake, urinary output, and urinary 
specific gravity of a 50-kg. (110-lb.), 9-year-old boy 
who was operated on for an intracranial chordoma in 
the region of the optic chiasm. Polyuria developed 
within a few hours after the operative procedure, and 
the urinary volume reached its maximal amount of 



Fig. I.—Intake of fluid, output of urine, and specific gravity 
of urine in a dog, after sectioning of the supraopticohypophysial 
tracts in the median eminence and severance of the pituitary 
stalk (data from Mttdd 511 ). 

27,930 cc. for a 24-hour period on the day after sur¬ 
gery. In spite of the tremendous urinary output and 
the even larger fluid intake (29,820 cc.) at this time, 
the patient’s fluid exchange and urinary specific grav¬ 
ity returned to normal on the sixth postoperative day, 
thus ending the transient phase of the diabetes insipi¬ 
dus. The interphase of normal fluid exchange and 
fairly high urinary specific gravity lasted three days, 
when it was terminated by the onset of the permanent 
phase of diabetes insipidus. This permanent phase 
was ameliorated by vasopressin (Pitressin) tannate. 
Aldiough preoperatively it was felt that the patient 
was not suffering from anterior pituitary' insufficiency, 
he was given cortisone as a precautionary measure 
both during tire surgery' and throughout the post¬ 
opera tive period covered by this report. 

As previously mentioned, one cause of the transient 
phase of diabetes insipidus is the complete or partial ‘ 
anatomic severance of the distal portion of tire supra- 
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opticohypophysial system from its proximal portions, 
However, tire exact mechanism of this temporary' peri¬ 
od of increased water turnover is, as yet, unknown. 
While not yet adequately studied in man, die inter¬ 
phase of normal fluid exchange that follows the tran¬ 
sient phase of diabetes insipidus has been demonstrated 
in animals to be due to an excess of antidiuretic activity 
in the body. 5 It has been postulated that this excessive 
antidiuretic activity is due to the uncontrolled release 
of antidiuretic hormone from the degenerating de¬ 
tached posterior pituitary gland or other portions of 
the neurohypophysis. 50 The permanent stage of dia¬ 
betes insipidus that terminates the interphase period 
is evidence that there is not sufficient available anti- 
diuretic material remaining in the body to prevent the 
development of polydipsia, polyuria, and low urinary 
specific gravity. 

While this triphasic curve of fluid exchange and 
urinary specific gravity may occur during the onset 
of diabetes insipidus, it should be emphasized that 
this is not always the case. Other modes of onset of 
diabetes insipidus occur in man and animals, but, 
since they are beyond the scope of this paper, they will 
not be discussed. The recognition that tills triphasic 
curve of fluid exchange and specific gravity may occur 
in human beings during the development of diabetes 
insipidus following intracranial surgery and other 
lesions in the region of the hypothalamus and the pos- 



Fig. 2.—Intake of fluid, output of urine, and specific gravity 
of urine in 9-year-old boy after excision of intracranial chordoma 
in region of hypothalamus. 


terior pituitary gland has been of value in under¬ 
standing the physiology of the disorder. This, in turn, 
has raised certain questions concerning therapy, three 
of which we should like to discuss. 





Vol. 1G3, No. 5 


DIABETES INSIPIDUS-CLARK ET AL. 


343 


Should the Transient Stage of Diabetes Insipidus 
Be Treated with Vasopressin? 

Polyuria during the transient phase of diabetes in¬ 
sipidus may reach its peak within two days and may 
not last more than four or five days. Consequently, 
die transient phase may be so short that it is often 
not necessary to give antidiuretic hormone during this 
time, as shown in figure 2. This is particularly true if 
the patient is conscious and is able to drink sufficient 
fluids to cover the urinary output. Should the patient 
be unconscious or the fluid intake requirements so 
high as to make the patient acutely uncomfortable, it 
may be desirable to use vasopressin during this initial 
period of four to six days. At the end of this time, 
however, one might wish to discontinue the use of 
vasopressin to see whether an interphase period has 
developed, thus helping to prevent a possible over¬ 
loading of the body with an excessive quantity of 
unneeded antidiuretic hormone. If such a period of 
normal fluid exchange has begun, no more vasopressin 
will be needed, unless permanent diabetes insipidus 
develops. Should no interphase occur and the fluid 
exchange continue at high levels, it may, of course, 
be desirable to resume the use of vasopressin. 

Can the Interphase of Diabetes Insipidus 
Be Mistaken for a Permanent Return of 
Normal Fluid Exchange? 

As is shown in figure 2, the interphase of diabetes 
insipidus may begin about the fifth or sixth post¬ 
operative day. While the duration of the interphase is 



J —i-1-1- 1 i 

1 a 3 4 5 6 ? 


Postoperative days 

Fig. 3.—Fluid intake and urinary output in 9-year-old girl in 
whom polyuria and polydipsia developed after intracranial oper¬ 
ation for removal of suprasellar teratoma. 

somewhat variable, it often lasts through the eighth 
postoperative day. During this period the patient’s 
fluid exchange appears to be normal, although perma¬ 
nent diabetes insipidus will follow. 


Figure 3 illustrates the fluid intake and urinary 
output of a 9-year-old girl in whom polyuria and poly¬ 
dipsia developed after an intracranial operation for the 
removal of a suprasellar teratoma. After a period of 
transient diabetes insipidus the patient’s fluid intake 
and urinary output returned to normal, about the sixth 
postoperative day. On the seventh postoperative day, 
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1953 

Fig. 4—Fluid intake and urinary output of 31-year-old woman 
in whom pituitary insufficiency developed secondary to cystic 
chromophobe adenoma of pituitary' gland. 

when the patient was discharged from the hospital, 
her fluid exchange still appeared to be normal, and it 
was assumed that she had recovered from the diabetes 
insipidus. However, two days after leaving the hos¬ 
pital she returned, complaining of excessive thirst and 
the excretion of large quantites of urine. She was then 
given vasopressin, which controlled the polydipsia 
and polyuria satisfactorily. Thus, it is apparent that 
this patient’s fluid exchange was in the interphase of 
diabetes insipidus at the time she was discharged 
from the hospital, the permanent phase of diabetes 
insipidus developing after she left the hospital. Hence, 
we feel that the interphase may be mistaken for the 
permanent return of normal fluid exchange unless the 
patient is observed for an adequate time. 

What Is the Significance of the Disappearance of 

Polyuria and Polydipsia After Diabetes Insipidus 
Has Reached the Permanent Stage? 

When the fluid intake and urinary output of a pa¬ 
tient who lias permanent diabetes insipidus return to 
normal, it is often assumed that the disease process 
causing the diabetes insipidus lias undergone a re¬ 
mission and that an antidiuretic substance is being 
produced in adequate amounts somewhere in the body. 
However, such an assumption cannot be made safely 
without investigation of the function of the anterior 
pituitary lobe. As has been known for a number of years, 
severe diabetes insipidus occurs only in the presence 
of a functioning anterior pituitary lobe. 8 Conversely, 
the development of anterior pituitary failure will 
cause an apparent partial or even complete clinical 
remission of the polyuria and polydipsia. Since no 
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diuretic hormone has been demonstrated in the ante¬ 
rior pituitary lobe, it has been suggested that the 
diuretic effect is mediated indirectly by the hormones 
of tin's gland through its various target glands. 7 Studies 
by Winter and co-workers, 8 Leaf and co-workers,° and 
others have suggested that the amelioration of dia¬ 
betes insipidus in association with the onset of failure 
of the anterior pituitary lobe may be due to a decrease 
of urinary solids secondary to the reduction in food in¬ 
take resulting from the generalized metabolic decline 
that accompanies failure of the anterior pituitary lobe. 
However, this problem still awaits final clarification. 

The amelioration of diabetes insipidus in association 
with anterior pituitary insufficiency is illustrated by 
the following case report. 

A 31-year-old woman was first seen at the Mayo Clinic on 
Dec. 19, 1953, because of intermittent headaches of 12 years’ 
duration and failing vision of a month’s duration. Six years before 
her admission the patient had noted, after an attack of influenza, 
a marked increase in urinary output and thirst. The diagnosis of 
diabetes insipidus was made in March, 1953, nine months before 
her admission, when her urinary volume for a 24-hour period 
was found to he 10,000 cc. The polyuria was satisfactorily con¬ 
trolled by insufflations of posterior pituitary powder. 

At that time her basal metabolic rate was found to be —24, 
and she was given desiccated thyroid. In October, 1953 (two 
months before her admission to the clinic), she discontinued 
the regular insufflations of posterior pituitary powder, feeling 
that this medicament was the cause of the amenorrhea that re¬ 
cently had developed. After she stopped the use of the posterior 
pituitary powder, the 24-hour urinary volume was found to be 
7,000 cc. From that time on, she required progressively less 
posterior pituitary powder in order to keep her urinary output at 
normal levels. The amenorrhea continued. 

On Dec. 22, 1953, four days after her last dose of posterior 
pituitary' powder, the 24-hour urinary volume was 2,630 cc. The 
urinary specific gravity from Dec. 21 to 24, 1953, varied from 
1.004 to 1.013. On Dec. 22, the 24-hour urinary excretion of 
17-ketosteroids was 2.1 mg. (normal, 4 to 17 mg.), and corti¬ 
costeroids, 0.77 mg. (normal, 0.3 to 1 mg.). No estrogens or 
pituitary gonadotropins were found in the urine. A basal meta¬ 
bolic rate was —5, but the patient had been taking desiccated 
thyroid until the previous day. 

On Dec. 23, 1953, transient sterile meningitis developed and 
persisted for two days, during which time the patient was 
acutely ill. The meningitis-was drought to have been secondary 
to leakage of material from a pituitary cyst into the subarachnoid 
space. Since it was apparent from a clinical and laboratory 
standpoint that the patient was suffering from partial insuffi¬ 
ciency of the anterior pituitary lobe, since an intracranial opera¬ 
tion for the removal of a pituitary tumor was planned, and since 
the patient was acutely ill, she was admitted to die clinic and 
given 200 mg. a day of cortisone intramuscularly for one week. 

As is shown in figure 4, die patient’s urinary volume reached 
a low of 1,500 cc. per 24 hours on Dee. 24, 1953, die day after 
the administration of cortisone was begun. However, the next day 
her urinary output began to rise and continued upward undl 
Dec. 27, when she excreted 6,000 cc. of urine. The next day a 
large cystic chromophobe adenoma of the pituitary gland was 
removed during an intracranial operadon. Five days after the 
operation, on Jan. 2, 1954, her urinary volume had reached 
12 250 cc. At this time, she was given vasopressin in oil, and the 
polyuria terminated. 
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In this case the amelioration of diabetes insipidus 
of six years’ duration occurred in the presence of 
anterior pituitary insufficiency. Thus, the disappear¬ 
ance of the symptoms of diabetes insipidus may not 
represent a benign process but should alert the clini¬ 
cian to the possibility that anterior pituitary failure 
may be developing from destruction of the anterior 
pituitary lobe by a tumor or other causes. 

Summary 

A triphasic curve of fluid exchange and specific 
gravity may occur during the onset of diabetes in¬ 
sipidus in both animals and human beings. Recogni¬ 
tion of the three phases of water metabolism, namely, 
die transient stage, interphase, and permanent phase, 
during the development of this disorder raises certain 
therapeutic questions. A clear understanding of the 
variations in fluid exchange during these three phases 
is of help in tire management of certain patients with 
diabetes insipidus. 

200 First St. S.W. (Dr. Clark). 
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Roentgen Rays.—Rontgen was as modest and self-effacing as he was exacting and thorough. 
.. . The only public address he ever delivered on his discovery was before the Physical-Medi¬ 
cal Society of Wurzburg on January 23, 1896, where he suggested that the new rays be called 
"x” rays thereby utilizing the algebraic symbol for the unknown. At this same time, however, von 
Kolliker proposed that they be named for Rontgen himself and therefore the term “roentgen 
rays” was introduced.—K. L, Krabbenhoft, M.D., A History of Roentgen Therapy, The American 
Journal of Roentgenology Radium Therapy and Nuclear Medicine, November, 1956. 
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SUCCINYLCHOLINE AND INHALATION ANALGESIA FOR MAJOR CARDIAC 

AND PULMONIC SURGERY 

Seymour Schotz, M.D., Shirley S. Bloom, M.D. 

and 

F. W. Hclmsworth, M.D., Philadelphia 


The satisfactory management of anesthesia in pa¬ 
tients undergoing surgery within the chest has always 
presented a knotty problem. In the last decade the 
growth of cardiac surgery has increased the magni¬ 
tude of this problem. The accumulating experience of 
anesthesiologists who have been concerned with the 
management of patients during cardiac surgery seems 
to indicate that some form of light anesthesia is 
most desirable. The avoidance of drugs that tend to 
produce hypotension or increase cardiac irritability 
is also of utmost importance. At the same time, the 
surgeon must be provided until a relatively quiet 
field in which to perform delicate manipulations. 

Technique 

For the past three years we have been employing 
a technique of anesthesia in all patients undergoing 
pulmonic and cardiac surgery that seems to satis¬ 
factorily solve these problems. It is based primarily 
on the use of nitrous oxide for analgesia and succinyl- 
choline for muscular relaxation. For premedication 
the patient receives 50 mg. of secobarbital by mouth 
and 0.4 mg. of atropine sulfate by hypodermic injec¬ 
tion one hour before surgery. A polyethylene catheter 
is placed in an arm vein with use of local anesthesia 
before the patient is brought to the operating room. 
During surgery the cardiac rhythm is constantly 
monitored by the use of an electrocardiograph and 
an oscilloscope, and pulmonary ventilation is meas¬ 
ured by a ventigrator. (The ventigrator is a modifica¬ 
tion of an integrating meter for the continuous meas¬ 
urement of pulmonary' ventilation, originally described 
by Maloney and co-workers. 1 ) Anesthesia is induced 
with a 0.5% solution of thiopental by intravenous drip 
until consciousness is lost. A drip of 0.2% solution of 
succinylcholine is then started and is allowed to run 
until apnea occurs. During this interval 100% oxygen is 
administered by mask, with assistance to respiration 
as it becomes depressed. The pharynx and larynx are 
then sprayed with 5% solution of hexylcaine (Cyclaine) 
hydrochloride, and a cuffed endotracheal tube is passed. 
Administration of thiopental and succinylcholine is 
discontinued, and the patient is maintained on a 50- 
50 mixture of nitrous oxide and oxygen using a seini- 
elosed carbon dioxide absorption system. 

No further thiopental is given. The smallest amount 
of thiopental that has been required for induction is 
100 mg., and the largest amount was 700 mg., tire 
'mean being 450 mg. The effects of this dose of thio¬ 
pental, judging from the responsiveness of the pa¬ 
tient, appear to be worn off in from 20 to 30 minutes 
and analgesia is then maintained by the 50% nitrous 
oxide mixture. 


From the Department of Anesthesiology, Presbyterian Hos¬ 
pital. 

Read before the Section on Anesthesiology at the 105th An¬ 
nual Meeting of the American Medical Association, Chicago, 
June 14, 1956. 


• The anesthetic technique here recommended for 
intrathoracic surgery begins with premedication by 
50 mg. of secobarbital given orally and 0.4 mg. of 
atropine sulfate hypodermically. For induction, 0.5% 
solution of thiopental is given by intravenous drip 
until consciousness is lost. A drip of 0.2 % solution 
of succinylcholine is then started and allowed to 
run until apnea occurs. Thereafter the anesthesia is 
maintained by giving o 50-50 mixture of nitrous 
oxide and oxygen by endotracheal tube. No more 
thiopental is given. The succinylcholine drip is re¬ 
sumed intermittently whenever it is needed to main¬ 
tain the apnea; it is discontinued when the chest 
wall is being closed. The intermittent use of suc¬ 
cinylcholine to keep the patient just apneic is called 
the "in and out of apnea technique" and has several 
advantages. This method of anesthesia has been 
used in 253 operations on the chest, including 115 
mitral commissurotomies and 22 circumferential mitral 
sutures. The last-named group accounted for 8 of the 
14 instances in which ventricular fibrillation de¬ 
veloped. Defibrillation was accomplished in eight 
cases. The nitrous oxide affords good control of the 
degree of analgesia, and the succinylcholine helps 
to provide ideal operating conditions. 


The succinylcholine drip is restarted when the 
patient begins to make spontaneous respiratory move¬ 
ments. It is allowed to run until apnea is again pro¬ 
duced. This procedure of inducing apnea and then 
stopping the succinylcholine is repeated throughout 
the surgery, being finally discontinued when the clo¬ 
sure of the chest wall is begun. By the time surgery is 
completed the patients are breathing spontaneously 
and moving their extremities. The smallest dose of 
succinylcholine so used was 100 mg. and the largest 
2,100 mg., the mean being 546 mg. The average rate 
of administration was 5.2 mg. per minute. 

Advantages 

This intermittent use of succinylcholine, or “in and 
out of apnea technique,” as we have come to call it, 
offers two advantages. First, the alert anesthetist can 
detect the first signs of returning respiratory activity 
and, by giving a small amount of the drug, can again 
produce apnea, thereby insuring a well-controlled 
surgical field. Secondly, there is constantly recurring 
evidence that the patient is metabolizing the drug as 
it is administered and so there is less likelihood of over¬ 
dosage and prolonged apnea. In this series there were 
no cases of prolonged apnea and only one case in 
which respiration remained depressed for any part 
of the postoperative period. This latter complication 
occurred in a patient whose general condition was so 
precarious at the termination of surgery that the only 
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evidences of life were the feeble respiratory efforts 
and the electrocardiographic tracing, no pulse or blood 
pressure being obtainable. 

The 50% nitrous oxide-oxygen mixture that is used 
for maintenance offers die advantages of a high con¬ 
centration of oxygen and good analgesia, without be¬ 
ing irritating to the respiratory tract and without 


Table 1 .—Type of Surgery for 253 Cases in Which Succimjlcho- 
line and Inhalation Analgesia Was Used 

No. of 


Type of Surgery Cases 

Pulmonic surgery ........ 37 

Exploratory thoracotomy . 24 

Thoracoplasty . 4 

Mitral commissurotomy .... 115 

Aortic commissurotomy ... 14 

Mitral and aortic commissurotomy . 3 

Circumferential mitrnl suture ..... 22 

Pulmonic valvuloplasty . 20 

Interatrial septal defect repair. 3 

Pericardial poudrage. 8 

Exploratory cardlotomy. 5 

legation of patent ductus .. 4 

Resection of coarctation of aorta . 1 

Insertion of HufTnagel valve . 1 

Cnrdiopexy . 1 

Resection of ventricular aneurysm .. 1 

Total . 253 


increasing myocardial irritability. That these patients 
are in the first stage of anesthesia is demonstrated by 
the fact that they will open and close their eyes and 
will respond to questions by nodding their heads. 
At the conclusion of surgery, when administration of 
nitrous oxide is discontinued, they are awake and 
cooperative. Questioning the patients in die post¬ 
operative period reveals the fact that they have 
amnesia for the operative period. An occasional pa¬ 
tient may have some isolated memory of some part 
of the operative procedure. However, they invariably 
report that they felt no pain and do not seem con¬ 
cerned, but regard the experience as they would a 
dream. 

Results 

We have used this technique of anesthesia in a series 
of 253 eases. The types of surgery and the number 
of cases in each category are indicated in table 1. 


Table 2 .—Data on Cases in Which Ventricular 
Fibrillation Occurred 


No. in 
Which 
Ventric¬ 
ular 

Total Flhril- 
No. lation 

Type of Surgery Cases Occurred 


Aortic 

commissurotomy .. 

24 

2 

Circumferential mitral 
suture .. 

22 

S 

Mitnl 

commissurotomy .. 

115 

3 

Interatrial septal 
defect repair .. 

3 

1 

Total . 

154 

14 


No. in 

Which No. In 

Defihril* Which Satis, 

lation Fibril- Died in factory 

Was lation Postop- Postop- 

Unsuc- Was erative erntive 

cessful Reversed Period Course 

2 

2 6 3 3 

2 2 ... 2 

1 

6 8 3 5 


The age of these patients ranged from 4 to 79 years, 
the majority being between 30 and 50. The physical 
status of these patients (according to the ASA classi¬ 
fication) is eidier class 3 or 4, die large majority of the 
cardiac patients being in class 4. 

In opening tills discussion we remarked that the 
prevention of hypotension and major cardiac arryth- 
mias were of primary importance to the anesdietist. 
In this series we have only one case in which there was 


a period of hypotension that could be directly at¬ 
tributed to anesthesia. It occurred after intubation and 
responded promptly to a small dose of a vasopressor. 
Short periods of hypotension (five minutes or less) 
are commonly seen after intracardiac exploration or 
instrumentation. Usually the blood pressure will re¬ 
turn to the normal level when the cardiac manipulation 
is stopped. If it does not do so promptly, a small dose 
of a vasopressor drug given intravenously will produce 
die desired result. More prolonged hypotensive epi¬ 
sodes have always been associated with sudden loss 
of relatively large amounts of blood or with the oc¬ 
currence of ventricular fibrillation. 

Table 2 shows the types of cases in which ventricu¬ 
lar fibrillation occurred, the number in which defibrilla¬ 
tion was successful and those in which there was ulti¬ 
mately a good recovery. As can be seen, ventricular 
fibrillation occurred most frequently in those patients 
undergoing surgery for mitral insufficiency. These 
cases represent the most seriously ill patients in the 
entire group, most of them having reached the point 
of intractable cardiac failure. In placing the purse 


Table 3 .-Over-all Mortality in Series 



No of 


Post- 

Operative' operative 

Type of Surgery 

Oases 

Deaths 

Deaths 

Deaths 

Pulmonic surgery ... 

37 




Exploratory thoracotomy . 

24 

1 

1 


Thoracoplasty . 

4 


... 


Mitral commissurotomy . 

115 

7 

1 

0 

Aortic commissurotomy . 

Mitral and aortic 

14 

3 

2 

1 

commissurotomy . 

3 

... 

... 

... 

Circumferential mitral suture ... 

22 

8 

2 

6 

Pulmonic valvuloplasty .. 

10 

... 

. »♦ 

... 

Interatrial septal defect repair... 

3 

1 

1 

... 

Pericardial poudrage. 

8 

1 


1 

Exploratory cardiotomy . 

5 


... 

... 

Ligation of patent ductus . 

4 



... 

Resection of coarctation of aorta 

1 

1 


i 

Insertion of Huffnagel valve ... 

1 




Cardiopexy .. 

1 

1 


1 

Resection of ventricular aneurysm 

1 

1 

... 

2 

Total. 

253 

24 

(9.48% 
of total) 

7 

(2.77% 
of total) 

17 

(6.71% 
of total) 


string suture, it was necessary to rather markedly 
dislocate the heart for about 45 seconds. This seemed 
to be the precipitating factor in producing ventricular 
fibrillation in this procedure. However, an improve¬ 
ment in the instrument employed has corrected this, 
and in more recent cases the incidence of ventricular 
fibrillation has decreased. 

In those patients undergoing mitral commissurot¬ 
omy, there were three eases of ventricular fibrillation. 
In two of them fibrillation occurred immediately after 
intracardiac manipulation and was successfully re¬ 
versed. In the case in which the heart could not be 
defibrillated, ventricular fibrillation occurred after 
severe blood loss. The same sequence of events oc-' 
curred in the two cases listed under aortic commis¬ 
surotomy and in the interatrial septal defect repair. 

The third table shows the over-all mortality in this 
series. In those patients undergoing exploratory 
thoracotomy, there was one operative death. This 
patient had a pulmonary malignancy that had invaded 
the myocardium. The left ventricle was adherent to 
the chest wall and was incised at the time the pleura 
was opened. All the other operative deaths occurred 
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in patients who went into ventricular fibrillation and 
have already been discussed. Of the six postoperative 
deaths in the mitral commissurotomy group, five pa¬ 
tients died in cardiac failure at varying times in the 
postoperative period. One patient sustained a cere¬ 
brovascular accident at the time of surgery and did 
not regain consciousness. There was no period of 
hypotension during this case, and it may be assumed 
the cause of this complication was an embolus. 

Of the six patients who died postoperatively in the 
group undergoing circumferential mitral suture, there 
were two in whom defibrillation had been done suc¬ 
cessfully during surgery' but who remained in poor- 
condition and died within a few hours. One patient 
died t%vo months postoperatively of bacterial en¬ 
docarditis, and three died of cardiac failure in from 
2 to 21 day's. 

The deaths after pericardial poudrage and resection 
of coarctation of the aorta were both sudden catastro¬ 
phes occurring in the course of what seemed to be 
a satisfactory convalescence. In neither case was there 
a postmortem examination. In the case of resection 
of a ventricular aneurysm, the patient died four hours 
postoperatively' of intractable bleeding from the chest 
wall, haring received 26 pt. of blood and after under¬ 
going a second thoracotomy in an attempt to obtain 
hemostasis. 

Comment 

We have presented the outcome of these cases in 
some detail in an attempt to show that tire method 
of anesthesia we have described does not contribute 
to the morbidity’ and mortality in these patients. On 
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the contrary', it seems to offer a method by which 
seriously ill patients can be successfully anesthetized 
for pulmonic and cardiac surgery with a minimal 
disturbance of physiological mechanisms. 

The thiopental probably produces an effective basal 
narcosis for the anesthesia produced by nitrous oxide 
that follows, in addition to providing a type of induc¬ 
tion much less upsetting to the patient than would 
a strict inhalation technique. We regard it important, 
however, that the thiopental be given rather slowly 
in order to minimize the circulatory depression that 
might attend a rapid injection of the drug. 

While we are certain that there are probably other 
drugs that one might use as the analgesic agent with 
similar success and while Artusio has certainly proved 
this to be so with ether, we favor the use of nitrous 
oxide, partly because (as mentioned) it is free from 
any r undesirable side-effect and also partly because 
one can repeatedly obtain and maintain the same 
degree of analgesia in each patient with reasonable 
assurance. We have already indicated our feeling 
about the role that succinylcholine plays in providing 
the ideal operating conditions with minimal side-effect. 
We have come to regard the ventigrator as an im¬ 
portant tool in avoiding either hypoventilation or 
hyperventilation, either one of which might predispose 
to troublesome changes in cardiac rhythm. 

51 N. 39th St. (4) (Dr. Schotz). 
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CLINICAL SYNDROMES PRODUCED BY ISOLATED DYSFUNCTIONS 

OF THE RENAL TUBULE 

Thomas Findley, M.D., Augusta, Ga. 


It is certain that the speakers before the Section on 
Experimental Medicine will present differing views 
concerning the hypertension problem, but it seems 
equally certain that none of them will dare to ignore 
the kidney. Until the present confusion subsides no 
one can say whether the chief culprit will be caught 
lurking in the nervous system, the adrenal cortex, the 
electrolyte panel, or the kidney, but it is hard to deny 
that renal epithelium shares the guilt. 

The responsible processes are of course not yet 
understood, and opinion is therefore sharply divided 
between the “hyperrenalists” on the one hand, who 
believe that the kidney secretes an excessive amount 
of pressor and vasopathic material, and the “reno- 
privalists” on the other hand, who note how difficult 
it is to produce endocrine hypertension without first 
reducing kidney mass. Quite possibly both views are 
right, in that under circumstances not yet defined renal 


From the Department of Medicine and the Georgia Heart 
Association Laboratory for Cardiovascular Research, Medical 
College of Georgia. 

Chairman’s address, read before the Section on Experimental 
Medicine and Therapeutics at the 105th Annual Meeting of the 
American Medical Association, Chicago, June 13, 1956. 


• Failure of the kidney nephron produces many 
widespread metabolic disturbances, including hyper¬ 
tension. These conditions may resemble endocrine 
diseases, but whether they are actually due to hor¬ 
monal forces or are of direct intracellular origin is 
still not completely understood. Defects in tubule ab¬ 
sorption and resorption may be the nosological 
element in future explanations of these particular 
clinical syndromes. 


hypertension may be an excitatory phenomenon while 
under other conditions the kidney may fail to control 
inherent pressor tendencies. 1 In either event chemical 
processes within the kidney cell have clearly gone 
astray. 

The term renal failure usually implies oliguria, 
azotemia, or both, but subtler and more interesting 
varieties exist. My comments about them will be 
broader than they are deep, for I can only point out 
here that failure of the nephron to do particular 
chemical jobs produces many' widespread metabolic 
disturbances other than hypertension. Some are obvi¬ 
ously due to enzy'matic dysfunction of genetic orirJ"- 
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some are acquired disorders, and all are poorly under¬ 
stood. It seems unlikely that much more information 
of fundamental importance wall accrue from the ap¬ 
plication of the clearance and saturation tests of 
renal function, which have to date been so useful; 
future advances will probably come about through the 
collaboration of careful clinicians and chemists skilled 
in intracellular processes. 

Some of the disturbances to be described resemble 
endocrine diseases but are really examples of the 
Seabright-Bantam syndrome, a concept first used by 
Albright and his colleagues 2 to describe situations 
created by failure of end-organ response rather than 
of hormone production. Other abnormalities are clear¬ 
ly due to variations in glandular function, but all too 
often it is impossible to decide whether alterations in 
cellular activity are due to intrinsic or hormonal forces. 
Some examples will be given. 

Clinical Syndromes 

Defects in Water Resorption.— Diabetes insipidus is 
usually due to hvpovasopressinemia, tire result of 
lesions in tire anterior hypothalamus, but in a few 
cases the condition does not respond to substitution 
therapy. In some of these cases not due to organic 
renal disease there appears to be a sex-linked recessive 
defect that impairs tire ability of tire distal tubular 
segments to resorb water. 3 The opposite condition, 
hypervasopressinemia, either absolute or relative, has 
not yet been defined, and from the few available re¬ 
ports on cases of edema of unknown origin it is diffi¬ 
cult to decide whether retention of sodium or of water 
is tire primary event. In one case 4 tire diuretic response 
to corticotropin resembled that seen in nephrosis and 
suggested therefore that sodium retention was the 
initial event; in another, however, no such response 
occurred. 5 

Defects in Glucose Resorption.— Renal glycosuria, a 
defect in the enzymatic processes that enable tire 
proximal tubule to resorb glucose, may be on a ge¬ 
netic basis also.® Conversely, this mitochondrial mecha¬ 
nism may operate more efficiently in some people than 
in others, but factors such as diminished glomerular 
filtration rate and renal blood flow are more reasonable 
explanations for a high glucose threshold. 

The Kidney and Protein Metabolism.— Since there 
is good reason to believe that mammalian glomerular 
filtrate contains about as much protein as does cere¬ 
brospinal fluid (about 10 to 30 mg. per 100 cc.), the 
tubules of the human kidney must normally deal with 
50 to 60 gm. of protein daily (ISO liters of fluid multi¬ 
plied by 0.3 gm. of protein per liter). Virtually all 
of this is resorbed, of course, and it is probable that 
the transport mechanism involves both catabolic and 
anabolic processes. Proteinuria occurs when glom¬ 
erular membrane disease increases the filtered load 
beyond the point of tubular saturation, as in ne¬ 
phrosis. 7 It may or may not be coincidence that the rate 
of plasma protein regeneration by the human liver 
approximates that of renal tubular resorption; in any 
event, tire kidney plays an important role in regulating 
the concentration of circulating protein. 
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For years Addis" suspected that defects in tire 
tubular transport mechanism influence the amount of 
protein in the blood and urine, and an increased rate of 
albumin destruction has been demonstrated in idio¬ 
pathic hypoalbuminemia,® a curious nephrosis-like 
picture with no evidence of renal or hepatic disease. 
The same inability of the tubule to return protein to 
the blood stream in an osmotically useful form may 
also exist in persons with proteinuria, but no evidence 
of excessive protein destruction has yet been found 
in nephrosis. 10 

Aminoaciduria.— While many disorders present die 
kidney with more amino acids than its resorptive 
mechanism can accommodate, primary or renal amino¬ 
aciduria is believed to be an event of great importance 
in the genesis of the hepatic, brain, and renal lesions 
of progressive lenticular degeneration (Wilsons dis¬ 
ease), tire de Toni-Fanconi syndrome, and cystin- 
uria. 11 Paper chromatography has recently uncovered 
a rather common familial tendency to the excretion 
of /3-aminoisobutyric acid, but the meaning of this 
genetic abnormality is not yet apparent. 12 

Defects in Tubular Transport of Cations.— Some de¬ 
fects in die resorption of cations and excretion of 
electrolytes are given below. 

Sodium and Potassium: The ability of aldosterone 
to increase the tubular resorption of sodium and to 
diminish drat of potassium has been brilliandy de¬ 
scribed by Conn, 13 but hypoaldosteronism has not yet 
been recognized except as part of the picture of gen¬ 
eralized adrenocortical failure. Electrolyte excretion is 
also controlled by enzyme systems in dre tubule cells, 
especially carbonic anlrydrase, which enables die 
nephron to resorb sodium in exchange for hydrogen. 
Deficiency of tiris enzyme has already been suspected 
in a patient witir hypokalemia whose tubules secreted 
potassium at a high rate but hydrogen in diminished 
amounts and whose condition was relatively refractor)' 
to treatment with acetazolamide (Diamox). 14 

Calcium: Idiopadiic hypercalciuria, responsible for 
a high proportion of kidney stones, apparentiy repre¬ 
sents a genetic inability of die tubule to resorb calcium 
in proper amounts. 15 It is important to distinguish 
diis primary type of calcium deficit from those tiiat 
occur as secondary responses to such stimuli as hyper¬ 
parathyroidism, immobilization of the skeleton, chronic 
acidosis, high calcium intake, or vitamin D poisoning. 
Since normal individuals tolerate large amounts of 
alkali, at least for a short period of time, 16 it may be 
drat die “milk-alkali” syndrome occurs only in the 
presence of a renal defect tiiat permits excessive re¬ 
sorption of calcium from tubular fluid. Chronic hyper¬ 
calcemia unrelated to diet has also been described in 
combination with hyperphosphatemia, osteosclerosis, 
renal insufficiency, and dwarfism, but the pathogenesis 
is not understood. 17 

Magnesium: Not enough is known about die tubu¬ 
lar transport of magnesium to warrant discussion. 

Defects in Tubular Transport of Anions.— Some de¬ 
fects in resorption and secretion of anions are given 
below. 

Chloride: In general the tubular transport of the 
chloride ion is the same as that of sodium. 
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Bicarbonate: Whether due to inability of the proxi¬ 
mal convolution to resorb bicarbonate 18 or to failure 
of distal segments to secrete hydrogen or ammonium 
ions, 10 or to both, hyperchloremic acidosis exists as an 
isolated genetic defect. 50 It is important because of 
the destructive effects that prolonged negative balance 
has upon tire skeleton and the kidneys. Serious losses 
of other cations, especially potassium, may also occur, 
but the entire process can be checked by adequate 
alkali therapy. 

Phosphate: With the description of hypocalcemic 
tetany unresponsive to parathyroid hormone, Albright 
and colleagues 5 first introduced tbe Seabright-Bantam 
concept into clinical medicine—a very useful line of 
thought. It is due to the fact that the renal tubule 
continues to resorb phosphorus at a high rate despite 
adequate parathyroid function. Tire opposing condi¬ 
tion, that of chronic phosphate diuresis, results in a 
type of rickets that is relatively resistant to vitamin D; 
it is a dominant trait 51 and could represent a deficiency 
of phosphatases and phosphorylases in tbe proximal 
tubule. 

— de Toni-Fanconi Syndrome.— Finally, tire coexistence 
of multiple defects in almost any combination results 
in variants of tire de Toni-Fanconi syndrome. 55 Tire 
classic combination of glycosuria, aminoaciduria, and 
phosphate diabetes involves a single recessive trait. 51 

Summary 

Hypertension is due at least in part to specific de¬ 
fects in renal tubular function and can thus be classi¬ 
fied among such other metabolic diseases as nephro¬ 
genic diabetes insipidus, renal glycosuria, idiopathic 
hypoproteinemia, primary aminoaciduria, idiopathic 
hypercalciuria, renal hypokalemia, chloride acidosis, 
pseudohypoparathyroidism, vitamin D-resistant rick¬ 
ets, and the de Toni-Fanconi syndrome. 

This paper is being published simultaneously in tbe A. M. A. 
, Archives of Internal Medicine. 
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Anesthesia at High Altitude.—Peculiarities observed . . . during general and regional anes¬ 
thesia in natives living at high altitude are reported. . . . The polycythemic native, and 
even more the normocythemic newcomer, require increased pulmonary ventilation at all 
times at high altitudes to avoid hypoxia (and respiratory acidosis in the native who has a low 
alkaline reserve). During anesthesia this can be accomplished most easily by manual hyper¬ 
ventilation (intermittent positive pressure breathing) with high concentrations of oxygen. 
The patient should have fully recovered consciousness and muscle power at the end of an 
operation before he is disconnected from the anesthetic apparatus. Drugs which exert pro¬ 
longed depressant effects on breathing and consciousness should be avoided. The relative 
advantages of certain anesthetic technics are reported— P. Safar, Anesthesia at High Altitude, 
Annals of Surgery, November, 1956. 
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DIAGNOSTIC VIRUS LABORATORY FOR CLINICAL SERVICE 

John P. Utz, M.D., Robert H. Parrott, M.D. 
and 

Julius A. Kasel, B.S., Bethesda, Md. 


In the summer of 1953, with the opening of the 
Clinical Center of the National Institutes of Health, 
a virus laboratory was established as a diagnostic 
adjunct to an active infectious disease and pediatric 
service. Because we believe this to be a unique ex¬ 
ample of such a clinical-laboratory unit and because of 
previous inquiries, we would like to report our ex¬ 
periences of the first three years of development and 
operation of the laboratory for the benefit of others 
considering establishing such a unit. 

Organization of Laboratory 

Personnel .—Two physicians with prior experience in 
virus laboratory research were able to devote part of 
their time to the supervision of the laboratory. A 
bacteriologist with a bachelor of science degree and 
with prior experience in serologic, chicken embryo, 
and tissue-culture techniques has been able to perform 
the work described below. Assisting him from the 
beginning has been a biological aide, helping in the 
tasks of animal caretaking, glassware washing, prep¬ 
aration of mediums, and processing of specimens for 
inoculation. As the work load increased, a high school 
graduate was taken on to assist with the simpler tasks 
of tissue-culture techniques. Lastly, a master of science 
in bacteriology was added to supervise the perform¬ 
ance of animal and chicken embryo work and thus 
free the other bacteriologist for tissue-culture and 
serologic tests alone. Supplementing, and of consid¬ 
erable aid to the laboratory, has been the service, 
part time, of a clerk-laboratory worker who accepted, 
prepared, recorded, and stored patient specimens, 
especially serums. 

Space.—Four “modules,” each measuring 12 by 20 ft., 
have been available, at least in part, to this laboratory. 
Tire first two of these are shared with others as an 
animal room and a glass-washing room. A third module 
is used for tissue culture and the fourth for animal and 
chicken embryo work. 

Equipment .—Customary laboratory furniture, in¬ 
cluding sinks, animal cages, and racks, has been used. 
In addition, the following pieces of equipment have 
been necessary: a freezer, a refrigerator, a centrifuge 
(International no. PR-1), a bacteriological hood, a 
large incubator (for roller drums) (Hotpack model 
no. 8027 [or similar make]), a small incubator (Hot- 
pack model no. 505 [or similar make]) for embryo- 
nated hens’ eggs, standard microscopes, and roller 
drums (Wyble Engineering Development Company 
model no. 1-12 [or similar make]) for rotating tissue- 
culture tubes. 

Methods.— Except for what we will describe below 
in more detail, the methods used in the laboratory are 
well known and employed in standardized fashion 
for diagnostic virus studies. 1 These include (1) animal 


From the U. S. Department of Health, Education, and Wel¬ 
fare Public Health Sendee, National Institutes of Health, Na¬ 
tional Institute of Allergy and Infectious Diseases. 


• A laboratory of the type and sire here described 
was found capable of handling a monthly average 
of 160 specimens for virus isolation studies and 150 
serum samples for serologic studies, and has made 
it possible to confirm the etiological diagnosis in 
from 2 to 15 patients per month. The total floor space 
required for the special incubators, together with the 
customary laboratory equipment, was less than 90 
sq. m. I960 sq. ft.). Two types of cells are propa¬ 
gated routinely, namely monkey kidney and the HeLa 
carcinoma. In addition, the laboratory is equipped 
to maintain embryonated hen's eggs for studies 
of influenza and mumps and certain animals (suckling 
mice, adult mice, rabbits, and guinea pigs) for other 
purposes. The personnel include both part-time and 
full-time workers. This laboratory has been found 
valuable in improving the care of certain types of 
patients, in medical education, and in clinical re¬ 
search. 


inoculation: suckling mice for Coxsackie virase: 
adult mice for encephalitis and psittacosis viruse; 
rabbits and suckling mice for herpes simplex vim 
and guinea pigs for Rickettsia; (2) embryonated hen 
egg inoculation for influenza and mumps; (3) serui 
studies: complement-fixation tests for the encephal 
tides, psittacosis viruses, and Rickettsia; hemagglutin: 
tion-inhibition tests for influenza and mump 
neutralization tests for most viruses. 

In addition to these established procedures, v 
have attempted to adapt tissue-culture techniques t 
routine virus diagnostic work. Commercially availab] 
tissue cultures consisting of trypsinized cells plante 
directly on glass have been used. 

Materials .—Two cell lines are used routinely: moi 
key kidney and HeLa. HeLa cell cultures are receive 
in growth medium containing human serum. Thes 
tubes are emptied of this growth medium and rinse 
three times with 1-ml. amounts of Hank’s-Simm 
mixture (three parts Hank’s to one part Simms’). HeL 
maintenance medium (70 parts Parker’s mixture 19i 
20 parts tryptose phosphate broth, and 5 parts chicke 
serum) is then added, and tubes are stoppered wit 
silicone stoppers prior to inoculation. Monkey-kidne) 
cell culture tubes are emptied of growth mediun 
They are not rinsed, and Melnick’s medium is adde 
as maintenance nutrient. HeLa tubes are placed i 
stationary racks. Monkey-kidney cells are kept statior 
ary or rotated at 12 rph in roller drums. All tubes ar 
kept at 36 to 37 C temperature. To all maintenance an 
rinse solutions are added penicillin and streptomyci 
in a final concentration of 150 units and ISO meg. pa 
milliliter respectively. 

Routine Clinical Procedures .—From patients sus 
pected of having virus infection, the following speci 
mens, when appropriate, are collected: swabs of eye 
ear, nose, throat, anus, vagina, ulcer, or other skii 
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lesions; urine; sputum; stool; bone marrow; synovial 
fluid; spinal fluid; pleural fluid; blood clots; and biopsy 
and autopsy specimens. Swabs are swirled imme¬ 
diately for a few seconds in vials containing 1.5-ml. 
amounts of Hank’s balanced salt solution, and the 
swabs are discarded. All specimens are delivered 
promptly to the laboratory. 

Routine Laboratory Procedures .—Solid specimens 
are ground with mortar and pestle or divided finely 
with sterile scissors, made up in 10% suspension in 
isotonic sodium chloride solution, and clarified by cen¬ 
trifuging at 1,500 rpm for 10 minutes, and the super¬ 
natant fluid is saved. Before and after centrifugation, 
1,250 units of penicillin and 1,250 meg, of strepto¬ 
mycin is added to stool specimens. Centrifugation of 
stools is carried out at 4,000 to 4,500 rpm for 60 min¬ 
utes, and decanted supernatant fluids are kept at 22 C 
for 60 minutes before inoculation. Urine and sputum 
specimens are diluted tenfold in isotonic sodium 
chloride solution before inoculation. 

Specimens are inoculated the same day as they are 
received in the laboratory: 0.1-ml. amounts of all 
_ above inoculums are added to 0.9-ml. amounts of 
nutrient in each of two tubes of the different cell line 
cultures, and all tubes are then incubated as described 
above. After 60 minutes’ incubation, supernatant 
fluids from tubes inoculated with stool specimens are 
discarded and replaced with new maintenance me¬ 
diums. This and the previous special procedures for 
stool and urine specimens are done to avoid nonspecific 
toxic effects on tissue cells that tend to obscure spe¬ 
cific virus effects. 

Tissues are observed daily thereafter for cytopatho- 
genic effects, and these changes are allowed to pro¬ 
gress until maximal degeneration has occurred. At 
that time, the remaining cells are scraped from the 
wall of the tube and harvested along with the virus- 
containing maintenance mediums. One to four or five 
serial passages in 1:10 dilutions are then made in 
' order to assure that the cytopathogenic changes are 
due to specific virus effects. Finally, a pool of positive 
supernatant fluid from a late passage is made up for 
virus typing. 

Cytopathogenic agents are identified by neutraliza¬ 
tion or other serologic tests. Herpes simplex virus is 
identified by using antiherpes rabbit serums against 
suspected supernatant fluids in a tissue-culture neu¬ 
tralization test. Influenza virus is identified with 
hemagglutination-inhibition tests, using known posi¬ 
tive antiserums and supernatant fluids that hemag- 
glutinate in dilution of 1:40 or better. 2 Poliomyelitis 
and Coxsackie viruses are typed in a neutralization test 
in tissue culture according to the method of Melnick, 0 
as modified in the National Institutes of Health labora¬ 
tory of Drs. Karl Habel and Alexis Shelokov. ECHO 1 
and mumps virus are typed similarly. Adenoviruses 
" (APC) can be identified by means of complement- 
fixation tests and neutralization tests. 5 

Results 

A laboratory has been established and is functioning 
as a virus diagnostic service to an infectious disease 
and pediatric clinical service. At its present develop¬ 
ment this laboratory during the past six months has 
received for isolation studies a monthly average of 


160 specimens, and, in addition, for serologic studies 
has processed a monthly average of 150 serum samples. 
Because multiple specimens are received from each 
patient, percentage isolations from specimens is not 
a meaningful figure. In meaningful terms, a monthly 
average of 6 to 8 patients (range 2 to 15) have a 
diagnosis of virus infection confirmed etiologically by 
tissue-culture techniques alone. 

In terms of specific disease entities, the percentage 
of diagnoses confirmed by virus isolation can also be 
computed. During the six-month period from Oct. 1, 
1955, to April 1, 1956, a total of 25 patients were ad¬ 
mitted to the hospital with severe upper respiratory 
disease of suspected virus etiology. In 22 of these 
patients (88%) a virus was isolated. A virus was 
isolated in 16 (59%) of 27 outpatients with suspected 
respiratory virus disease. The smaller percentage of 
confirmatory isolation in outpatients may be a reflec¬ 
tion of the smaller number of specimens collected and 
studied. In 13 hospitalized patients with aseptic 
(lymphocytic) meningitis, presumably viral in etiol¬ 
ogy, studied during the summer of 1955, virus was 
isolated from all but one patient (92%). As an exten¬ 
sion of these diagnostic studies, tonsils and adenoids 
from 19 patients undergoing tonsillectomy and ade- 
noidectomy were cultured, and from 15 patients a 
virus was isolated. The addition of animal, chicken 
embryo, and serologic studies further increases the 
number of such patients who each month have a diag¬ 
nosis confirmed in the laboratory. 

Comment 

In the past, diagnostic tests for virus and rickettsial 
diseases have been done in a few centers only and, 
for the most part, as a secondary function of laboratory 
research. In this report we have attempted to describe 
a laboratory with a primary function of performing 
diagnostic tests on patients. While this laboratory 
exists within a research institution, it seems feasible 
to us, as a result of this experience, that a similar unit 
could be established and function well in large hospi¬ 
tals or teaching centers. In fact, we envision a day 
when a virus diagnostic laboratory will be as integral 
a part of a clinical pathology department as is the 
bacteriology laboratory now. This optimism is due 
in part to the use of new tissue-culture techniques, 
which are supplementing or supplanting older pro¬ 
cedures requiring facilities for animal housing and 
means for incubating embryonated hens’ eggs. Further¬ 
more, there are already several commercial sources 
of material for this tissue-culture work. We share the 
opinion of others 0 that the application of these tech¬ 
niques may be compared in importance to that of the 
development of solid mediums for culturing bacteria. 

Of what value is such a diagnostic service to a 
hospital, granted that its operation is more feasible 
now? To us, the value seems manifold. First, where 
exact etiological studies are possible, more attention 
is paid to careful diagnosis of febrile diseases, thus 
sharpening the clinical judgment of physicians and 
students. Secondly, at a most practical level, this 
concern for exact diagnosis results in better care for 
patients in such areas as, for example, the rejection or 
proper selection of chemotherapy. Thirdly, on-the 
basis of these etiological studies it becomes more 
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feasible to separate out from undifferentiated illnesses 
such clinical respirator}' syndromes as pharyngo- 
conjunctival fever. 7 Lastly, such a diagnostic labora¬ 
tory opens up possibilities of clinical projects designed 
to study such problems as the cause of fever in pa¬ 
tients with acute leukemia. 6 

Summary 

A diagnostic virus laboratory has been established 
as an adjunct to an infectious disease and pediatric 
service. Methods previously used in research have 
been adapted to the diagnosis and care of patients. 
Such a laboratory, in our opinion, has value in care of 
patients, medical education, delineation of new clinical 
syndromes, and conduct of clinical research. 

The Hank’s-Simms' mixture used in this laboratory is sup¬ 
plied by Microbiological Associates, Inc., Bethesda, Md. 
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CLINICAL NOTES 


CARDIAC ARREST AT WORK-PENKNIFE THORACTOMY WITH RECOVERY 

C. David Brown, M.D., Joel Knudson, M.D. 

and 

George F. Schroeder, M.D., Chicago 


Numerous stories of the case presented below have 
appeared in the domestic and foreign press. This case 
has been cited also on two occasions in the medical 
literature, through personal communications. 1 While 
all of these descriptions have been basically factual, 
they sound so unbelievable that a reasonably detailed 
report for medical publication is indicated. So much 
local publicity was given that for some time attending 
physicians were considered negligent by the families 
of patients who died from cardiac conditions because 
thoracotomy and cardiac massage was not done. 

Report of a Case 

A male, aged 24, apparently in perfect health, as a naval 
officer had passed a separation examination in June, 1954, and 
had passed a life insurance examination in October, 1954. On 
Dec. 17, 1954, at approximately 1 p. m. he was developing x-ray 
films in the darkroom at Lutheran Deaconess Hospital. Two 
fellow technicians were also present. He collapsed suddenly and 
fell to the floor. A brief interval passed before the lights were 
turned on and the roentgenologist, Frank Hussey, was sum¬ 
moned, and found him pulseless. Hussey ordered epinephrine 
for intracardiac administration as a desperation measure and 
requested oxygen. One of us (J. K.), of the medical department, 
was in the x-ray area and began artificial respiration by the 
Sylvester method. Another of us (C. D. B.), of the surgical 
department, happened by and gave 1 cc. of epinephrine into 
the cardiac region, but the needle was short and the injection 
was probably given into the pericardial area. On stethoscopic 
examination no heart sounds were audible, and the pulse was 
not palpable. The two of us agreed that the victim had a com¬ 
plete circulatory failure and appeared to be dead. After a hurried 

From the medical and surgical staffs, Lutheran Deaconess 
Hospital. 


consultation, it was decided that nothing would be lost by 
attempting thoracotomy and cardiac massage. With a pockel 
knife having a 18-in. blade, an incision was made between tire 
left fourth and fifth ribs into the thoracic cavity, and the fourth 
costal sternal junction was severed. No bleeding occurred. The 
heart was at a standstill, small, and arrested apparently in 
systole. After approximately one minute of manual systole the 
heart began to fibrillate. This resuscitation took place on the 
floor of die darkroom. The third one of us (G. F. S.), of the 
surgical department, chanced by at this time and assumed re¬ 
sponsibility for the administration of the oxygen, which had 
arrived and was then available per mask. Manual compression 
was stopped long enough to permit us to carry the patient 
through the darkroom maze and to place him on a surgical cart. 
Cardiac compression was maintained and oxygen was given en 
route to the operating room. After transfer to a surgical table, 
tracheal intubation was performed and oxygen was administered 
under pressure. It appears to be a reasonable estimate that four 
minutes had elapsed before thoracotomy, five minutes before 
fibrillation began, and eight minutes before tracheal intubation. 
Fluids were given intravenously, including 60 cc. of 1% procaine, 
500 cc. of isotonic sodium chloride solution, 500 cc. of whole 
blood, and one ampul of glycosides of digitalis, 0.2 mg. Three 
senior attending men and three residents in surgery maintained 
cardiac manual compression constantly in regular relays. 

No defibrillator was available in our surgery, but one was 
obtained by ambulance from a neighboring hospital. However, 
this machine was short-circuited, and so this patient did not 
receive electrical shock treatment. One and one-half hours later, 
M. S. Sadove, chief of anesthesia of the University of Illinois 
Research and Educational Hospitals, was called and was asked 
to bring his defibrillator. Considering the time lapse and distance 
to travel, he stated that this was not feasible and he suggested 
giving potassium chloride into the right atrium to stop all heart 
action and then calcium chloride to reactivate it. By injection 
of 35 cc. of 14% potassium chloride, the heart was brought to a 
complete standstill and then, since no calcium chloride was 
immediately available, 5 cc. of 10% calcium gluconate was in- 
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jectecl. No cardiac movement occurred until manual systole was 
restarted, but then this produced n recurrence of the fibrillation. 
This procedure was employed a second time with the same re¬ 
sults. After two hours and 15 minutes had elapsed, the fibril¬ 
lation was still present and n third attempt was made using 
potassium chloride alone. The heart came to a complete stand¬ 
still, and after an interval of approximately 30 seconds com¬ 
pression was restarted. This time the heart began to treat 
regularly and has continued in regular rhythm. As adequate 
circulation was established, the intercostal vessels began to spurt 
and rapid hemostasis was required. The pericardium was par¬ 
tially closed, the collapsed lung reinfiated, and the chest cavity 
closed with use of a catheter drain with an underwater seal. 

The patient was removed to a hospital room and was placed 
in an oxygen tent with the endotracheal tube still in place. His 
blood pressure was unobtainable, his apical cardiac rale was 
124 per minute, respirations were 36 per minute, and his condi¬ 
tion was considered to he poor. However, these signs of shock 
rapidly disappeared and he responded, to the degree that re¬ 
straints were required at the end of the first hour. The endo¬ 
tracheal tube was removed after 18 hours, and at the end of 
24 hours he was able to talk with his parents. As soon as his 



Electrocardiogram taken four months postoperatively indicat¬ 
ing Wolff-Parkinson-White pattern. 



general condition improved, his behavior became normal and 
at no time after the first 72 hours has there been any mental 
aberration or deterioration. 

Temperature was elevated the first eight hours to 103,6 F 
(39.8 C) but remained between 100 and 101 F (37.8 and 
38.3 C), except for a febrile episode between the 9th and 11th 
postoperative days, at which time the range was up to 103 F 
(39.4 C). During the last five hospital days, the maximum 
temperature was 99 F (37.2 C). On the first postoperative day 
the leukocyte count was 37,300 per cubic millimeter; 21,200 on 
the 3rd; 15,700 on the 4th; 16,200 on the 10th; 17,200 on the 
13th; and 14,100 on the 19th. The erythrocyte count ranged from 
5,460,000 per cubic millimeter, with hemoglobin level 16 gm. per 
100 cc., on the second day to 3,740,000, hemoglobin level 11 gm. 
per 100 cc., on the fourth day; it was 4,300,000, with hemo¬ 
globin level 12.5 gm. per 100 cc., at the time of discharge from 
the hospital. Urinalysis revealed 4+ albumin with blood non¬ 
protein nitrogen level of 50 mg. per 100 cc. immediately post¬ 
operatively, but this decreased progressively, and at the time of 
discharge albumin was 2 4-, with occasional granular cast, and 


the nonprotein nitrogen level 38 mg. Electrocardiograms were 
taken at intervals starting 10 minutes after the patient was 
placed in bed. Serial studies, with limited leads at first, show 
abnormalities throughout. While an electrocardiographic entity 
cannot be uniformly identified, various cardiologists have ad¬ 
vanced the probability of a Wolff-Parkinson-White syndrome 
(see figure). However, vagovagal reflex arrest has not been 
definitely excluded. 

X-rays were taken at intervals after the fourth clay. Films on 
tlic 10th day revealed fluid in the left chest, with pneumonitis 
of the left lung that persisted for several days. On the 19th day, 
some encapsulation of the fluid appeared in the left chest and 
the findings of pneumonitis decreased. In films taken at intervals 
up to 24 months postoperatively, there was absence of part of 
the fourth rib on the left and otherwise essentially normal 
findings. 

A wide variety of antibiotics were used in large doses by 
intramuscular, intravenous, and oral routes. Serous sanguineus 
fluid was aspirated from the left chest cavity on the 10th day. 
Culture of this fluid revealed pneumococci that were sensitive 
to erythromycin and bacitracin. These specific antibiotics gave 
prompt improvement. In spite of a complete absence of asepsis, 
there was no pleural empyema and only a minimal wound in¬ 
fection. 

Supportive measures consisted of oxygen, intermittent for the 
first seven days; blood transfusions; fluids, intravenously; vitamin 
K, intravenously; vitamin B complex, intramuscularly; multiple 
vitamins by mouth; digitalis; increasing diet after first 36 hours; 
and much diligent nursing care. 

This patient was permitted out of bed on the 14th day, and 
was allowed to be up and about freely and was sent home by 
automobile on the 22nd day. He returned to his job as an x-ray 
technician two months after this episode and has worked with¬ 
out loss of time since, 22 months. He dances, skates, plays base¬ 
ball, drives, and has been a passenger on long plane flights 
without any apparent untoward reaction. At no time since his 
discharge from the hospital has there been evidence of any 
mental or emotional abnormalities and no evidence of loss of 
or impairment of any vital function. 

Comment 


This case is considered to be unique in a number 
of ways. It is one of the very few cases of successful 
resuscitation of a patient who apparently died of car¬ 
diac arrest while at work. Successful conversion from 
fibrillation to normal rhythm after two and one-quarter 
hours is a much longer time than the average interval. 
It is also, as far as we know, the only case in which 
the thoracic cage has been opened with a penknife 
while the patient was lying on the floor in an x-ray 
darkroom. It is also a case in which there appeared to 
be a happy combination of fortuitous circumstances 
and favorable coincidences and of a vast amount of 
unselfish cooperative effort. 

The resume of this case is not given as a guide to 
the treatment of cardiac arrest, because it is obvious 
that the management of this case was considerably less 
than ideal—except in the end-results. However, the 
factual report of this dramatic episode is presented 
with the hope of dispelling the atmosphere of fantasy 
that has surrounded some of the printed references 
to it. 

2716 N. Centra! Ave. (Dr. Brown). 
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feasible to separate out from undifferentiated illnesses 
such clinical respirator}’ syndromes as pharyngo- 
conjunctival fever/ Lastly, such a diagnostic labora¬ 
tory opens up possibilities of clinical projects designed 
to study such problems as the cause of fever in pa¬ 
tients with acute leukemia. 6 

Summary 

A diagnostic virus laboratory has been established 
as an adjunct to an infectious disease and pediatric 
service. Methods previously used in research have 
been adapted to the diagnosis and care of patients. 
Such a laboratory, in our opinion, has value in care of 
patients, medical education, delineation of new clinical 
syndromes, and conduct of clinical research. 

The Hank’s-Simms’ mixture used in this laboratory is sup¬ 
plied by Microbiological Associates, Inc., Bethesda, Md. 
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CARDIAC ARREST AT WORK-PENKNIFE THORACTOMY WITH RECOVERY 

C. David Brown, M.D., Joel Knudson, M.D. 
and 

George F. Schroeder, M.D., Chicago 


Numerous stories of the case presented below have 
appeared in the domestic and foreign press. This case 
has been cited also on two occasions in the medical 
literature, through personal communications.' While 
all of these descriptions have been basically factual, 
they sound so unbelievable that a reasonably detailed 
report for medical publication is indicated. So much 
local publicity was given that for some time attending 
physicians were considered negligent by the families 
of patients who died from cardiac conditions because 
thoracotomy and cardiac massage was not done. 

Report of a Case 

A male, aged 24, apparently in perfect health, as a naval 
officer had passed a separation examination in June, 1954, and 
had passed a life insurance examination in October, 1954. On 
Dec. 17,1954, at approximately 1 p. m. he was developing x-ray 
films in the darkroom at Lutheran Deaconess Hospital. Two 
fellow technicians were also present. He collapsed suddenly and 
fell to the floor. A brief interval passed before the lights were 
turned on and the roentgenologist, Frank Hussey, was sum¬ 
moned, and found him pulseless. Hussey ordered epinephrine 
for intracardiac administration as a desperation measure and 
requested oxygen. One of us (J. K.), of the medical department, 
was in the x-ray area and began artificial respiration by the 
Sylvester method. Another of us (C. D. B,), of the surgical 
department, happened by and gave 1 cc. of epinephrine into 
the cardiac region, but the needle was short and the injection 
was probably given into the pericardial area. On stethoscopic 
examination no heart sounds were audible, and the pulse was 
not palpable. The two of us agreed that the victim had a com¬ 
plete circulatory- failure and appeared to be dead. After a hurried 

From the medical and surgical staffs, Lutheran Deaconess 
Hospital. 


consultation, it was decided that nothing would be lost b) 
attempting thoracotomy and cardiac massage. With a pocke 
knife having a lf£-in. blade, an incision was made between thf 
left fourth and fifth ribs into the thoracic cavity, and the fourtl 
costal sternal junction was severed. No bleeding occurred. Tin 
heart was at a standstill, small, and arrested apparently ir 
systole. After approximately one minute of manual systole till 
heart began to fibrillate. This resuscitation took place on the 
floor of the darkroom. The third one of us (G. F. S.), of A'e 
surgical department, chanced by at this time and assumed re¬ 
sponsibility for the administration of the oxygen, which had 
arrived and was then available per mask. Manual compression 
was stopped long enough to permit us to carry the patienl 
through the darkroom maze and to place him on a surgical cart. 
Cardiac compression was maintained and oxygen was given en 
route to the operating room. After transfer to a surgical table, 
tracheal intubation was performed and oxygen was administered 
under pressure. It appears to be a reasonable estimate that foul 
minutes had elapsed before thoracotomy, five minutes before 
fibrillation began, and eight minutes before tracheal intubation. 
Fluids were given intravenously, including 60 cc. of 1 % procaine, 
500 cc. of isotonic sodium chloride solution, 500 cc. of whole 
blood, and one ampul of glycosides of digitalis, 0.2 mg. Three 
senior attending men and three residents in surgery maintained 
cardiac manual compression constantly in regular relays. 

No defibrillator was available in our surgery, but one was 
obtained by ambulance from a neighboring hospital. However, 
this machine was short-circuited, and so this patient did not 
receive electrical shock treatment. One and one-half hours later, 
M. S. Sadove, chief of anesthesia of the University of Illinois 
Research and Educational Hospitals, was called and was asked 
to bring his defibrillator. Considering the time lapse and distance 
to travel, he stated that this was not feasible and he suggested 
giving potassium chloride into the right atrium to stop all heart 
action and then calcium chloride to reactivate it. By injection 
of 35 cc. of 14% potassium chloride, the heart was brought to a 
complete standstill and then, since no calcium chloride was 
immediately available, 5 cc. of 10% calcium gluconate was in* 
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jecteil. No cardiac movement occurred until manual systole was 
restarted, but then this produced a recurrence of the fibrillation. 
This procedure was employed n second time with the same re¬ 
sults. After two hours and 15 minutes had elapsed, the fibril¬ 
lation was still present and a third attempt was made using 
potassium chloride alone. The heart came to a complete stand¬ 
still, and after an interval of approximately 30 seconds com¬ 
pression was restarted. This time the heart began to heat 
regularly and has continued in regular rhythm. As adequate 
circulation was established, the intercostal vessels began to spurt 
and rapid hemostasis was required. The pericardium was par¬ 
tially closed, the collapsed lung reinfiated, and the chest cavity 
closed with use of a catheter drain with an underwater seal. 

The patient was removed to a hospital room and was placed 
in an oxygen tent with the endotracheal tube still in place. His 
blood pressure was unobtainable, his apical cardiac rate was 
124 per minute, respirations were 36 per minute, and his condi¬ 
tion was considered to he poor. However, these signs of shock 
rapidly disappeared and he responded, to tile degree that re¬ 
straints were required at the end of the first hour. The endo¬ 
tracheal tube was removed after 18 hours, and at the end of 
24 hours he was able to talk with his parents. As soon as his 



Electrocardiogram taken four months postoperatively indicat¬ 
ing Wolff-Parkinson-White pattern. 

general condition improved, his behavior became normal and 
at no time after the first 72 hours has there been any mental 
aberration or deterioration. 

Temperature was elevated the first eight hours to 103.6 F 
(39.8 C) but remained between 100 and 101 F (37.8 and 
38.3 C), except for a febrile episode between the 9th and 11th 
postoperative days, at which time the range was up to 103 F 
(39.4 C). During the last five hospital days, the maximum 
temperature was 99 F (37.2 C). On the first postoperative day 
the leukocyte count was 37,300 per cubic millimeter; 21,200 on 
the 3rd; 15,700 on the 4th; 16,200 on the 10th; 17,200 on the 
13th; and 14,100 on tire 19th. The erythrocyte count ranged from 
5,460,000 per cubic millimeter, with hemoglobin level 16 gm. per 
100 cc,, on the second day to 3,740,000, hemoglobin level 11 gm. 
per 100 cc., on the fourth day; it was 4,300,000, with hemo¬ 
globin level 12.5 gm. per 100 cc., at the time of discharge from 
the hospital. Urinalysis revealed 4+ albumin with blood non¬ 
protein nitrogen level of 50 mg. per 100 cc. immediately post¬ 
operatively, but this decreased progressively, and at the time of 
discharge albumin was 2-f-, with occasional granular cast, and 


the nonprotein nitrogen level 38 mg. Electrocardiograms were 
taken at intervals starting 10 minutes after the patient was 
placed in bed. Serial studies, with limited leads at first, show 
abnormalities throughout. While an electrocardiographic entity 
cannot be uniformly identified, various cardiologists have ad¬ 
vanced tile probability of a Wolff-Parkinson-White syndrome 
(see figure). However, vagovagal reflex arrest has not been 
definitely excluded. 

X-rays were taken at intervals after the fourth day. Films on 
tlie 10th day revealed fluid in the left chest, with pneumonitis 
of the left lung that persisted for several days. On the 19th day, 
some encapsulation of the fluid appeared in the left chest and 
the findings of pneumonitis decreased. In films taken at intervals 
up to 24 months postoperatively, there was absence of part of 
tile fourth rib on the left and otherwise essentially normal 
findings. 

A wide variety of antibiotics were used in large doses by 
intramuscular, intravenous, and oral routes. Serous sanguineus 
fin id was aspirated from the left chest cavity on the 10th day. 
Culture of this fluid revealed pneumococci that were sensitive 
to erythromycin and bacitracin. These specific antibiotics gave 
prompt improvement. In spite of a complete absence of asepsis, 
there was no pleural empyema and only a minimal wound in¬ 
fection. 

Supportive measures consisted of oxygen, intermittent for the 
first seven days; blood transfusions; fluids, intravenously; vitamin 
K, intravenously; vitamin B complex, intramuscularly; multiple 
vitamins by mouth; digitalis; increasing diet after first 36 hours; 
and much diligent nursing care. 

This patient was permitted out of bed on the 14th day, and 
was allowed to be up and about freely and was sent home by 
automobile on the 22nd day. He returned to his job as an x-ray 
technician two months after this episode and has worked with¬ 
out loss of time since, 22 months. He dances, skates, plays base¬ 
ball, drives, and has been a passenger on Jong plane flights 
without any apparent untoward reaction. At no time since his 
discharge from the hospital has there been evidence of any 
mental or emotional abnormalities and no evidence of loss of 
or impairment of any vital function. 

Comment 

This case is considered to be unique in a number 
of ways. It is one of the very few cases of successful 
resuscitation of a patient who apparently died of car¬ 
diac arrest while at work. Successful conversion from 
fibrillation to normal rhythm after two and one-quarter 
hours is a much longer time than the average interval. 
It is also, as far as we know, the only case in which 
the thoracic cage has been opened with a penknife 
while the patient was lying on the floor in an x-ray 
darkroom. It is also a case in which there appeared to 
be a happy combination of fortuitous circumstances 
and favorable coincidences and of a vast amount of 
unselfish cooperative effort. 

The resume of this case is not given as a guide to 
the treatment of cardiac arrest, because it is obvious 
that the management of this case was considerably less 
than ideal—except in the end-results. However, die 
factual report of this dramatic episode is presented 
with die hope of dispelling the atmosphere of fantasy 
that has surrounded some of the printed references 
to it. 

2716 N. Central Ave. (Dr. Brown). 
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IMMEDIATE EFFECT OF CHEWING TOBACCO ON 
CIRCULATION OF HABITUAL CHEWERS 

David L. Simon, M.D., Arnold Iglauer, M.D., John R. Braunstein, M.D. 

and 

Robert E. Rakel, Cincinnati 


Although the annual consumption of chewing to¬ 
bacco in the United States is 81 million pounds, 1 
practically no information is available about its clinical 
or physiological effect or specifically about its effect 
on the heart and circulation. 2 To advise patients who 
are habitual chewers regarding chewing, it is impor¬ 
tant to know what changes in the pulse rate or rhythm, 
blood pressure, skin temperature (reflecting peripheral 
vasoconstriction), ballistocardiographic wave forms, 
arrhythmias, and circulation may be produced by 
shewing tobacco. Accordingly, men who chewed to¬ 
bacco habitually were studied before, during, and 
after chewing both standard commercial tobacco 
(1.53% nicotine) and low-nicotine tobacco (0.31 to 
0.47% nicotine). In addition, a questionnaire was sent 
to distinguished cardiologists, internists, and other 
physicians interested in peripheral vascular diseases 
to learn their experience with the effects of chewing 



Fig. 1.—Ballistocardiogram longitudinal component (a) and 
horizontal component (b) and lead 2 electrocardiograms (c). 
Normal complex deteriorates 15 minutes after patient begins 
chewing commercial tobacco. The pattern returns to normal one 
hour later. 

tobacco on the heart or circulation. None had had 
personal experience with the effects of chewing to¬ 
bacco on the cardiovascular system. 

Method of Study 

The subjects in this study were 24 male volunteers 
who chewed tobacco habitually; their ages ranged 
between 34 and 71 years (average age 51 years 1 
month). Each subject chewed, on alternate days, a 
full mouthful of low-nicotine chewing tobacco and a 
regular commercial brand. Chewing gum was used 
in several subjects as a placebo. The average amount 
of tobacco chewed weighed 10 gm. 

Observations were made on subjects in the basal 
postabsorptive state after they had rested at least 45 
minutes. The pulse rate was determined from the elec¬ 
trocardiogram, the blood pressures were taken by a 

From the Cardiac Laboratory, Department of Internal Medi¬ 
cine, Cincinnati General Hospital, and Kettering Laboratory, 
University of Cincinnati. 


standard mercury sphygmomanometer, and the skin 
temperatures were measured in a constant-tempera¬ 
ture room at 78 F (25.6 C) and 40% relative humidity. 
Continuous temperature readings were recorded from 
copper constantan wire thermocouples attached to the 
subject’s forehead and the volar surfaces of his fingers 
and toes, employing a Brown constant-recording po¬ 
tentiometer. Ballistocardiograms were recorded with 
a high-frequency table-type research instrument. 3 The 
subjects were supine and unclothed, and they chewed 
tobacco or gum for 20 minutes. 

Results 

Ballistocardiograms .—After the chewing of standard 
commercial tobacco, 23 of 24 subjects had ballisto¬ 
cardiograms showing deterioration of the ballistic 
wave pattern from the control pattern taken before 
they had begun chewing (fig. 1), These changes were, 
the greatest on the average 15 minutes after chewing 
began, and the patterns gradually returned to normal. 
The changes were generally of the early M pattern. 
In the same patient whose ballistocardiogram is shown 
in figure 1, no changes were seen 15 minutes after 
chewing the placebo gum (fig. 2). 

Pulse Rate .—After die subjects chewed commercial 
tobacco, the pulse rate of one remained constant and 
the pulse rate of 14 increased markedly. The range of 
increase was from 1 to 24 beats per minute, with an 
average increase of 13.4 beats per minute. With low- 
nicotine tobacco, the pulse rate remained constant in 
three subjects, decreased in one, and increased in 
nine (range of increase: 2 to 10, mean: 6.5 beats per 
minute). With gum, one subject showed a slight rise 
and one showed a slight fall in pulse rate. 

Blood Pressure.—When the blood pressures of 16 
subjects were measured, all of these subjects showed 
a rise in systolic pressure after chewing commercial 
tobacco and 15 of them showed a rise in diastolic 
pressure. The range of rise in systolic pressure was 
10 to 45 mm. Hg, with a mean rise of 17.9 mm. Hg. 
The range of rise in diastolic pressure was 5 to 20 mm. 
Hg, with a mean of 11.8 mm. Hg. In one subject 
whose blood pressure rose 15/15 mm. Hg after he 
chewed commercial tobacco, no rise was recorded 
after chewing gum. 

Skin Temperatures.—In most cases, the pattern of 
temperature changes following the chewing of to¬ 
bacco was similar to that previously reported in con¬ 
nection with cigarette smoking. Forehead tempera¬ 
tures remained practically constant at 35 C (95 F) with 
both types of tobacco and with gum. The first toe 
temperatures taken ranged from 2-3 to 35 C (73.4 to 
95 F), with a mean of 29.7 C (85.5 F). Eight subjects 
who chewed commercial tobacco showed no signifi¬ 
cant change in toe temperature, 3 subjects showed 
small increases (1.3 to 1.7 C), and 11 showed decreases 
ranging from 1.1 C to 5.3 C. With low-nicotine to- 
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bacco, nine subjects showed no change, four showed 
slight increases (1.1 to 2.4 C), and seven showed de¬ 
creases ranging from 1.2 to 3.6 C. Toe temperatures 
of three subjects who chewed gum did not change. 
The first finger temperatures taken ranged from 25.3 
to 38.4 C (77.5 to 101.1 F), with a mean of 32.5 C 
(90.5 F). The finger temperatures of 6 subjects who 
chewed commercial tobacco remained constant, there 
were no increases, and 17 subjects showed decreases 
ranging from 1.3 to 6.7 C. With low-nicotine tobacco, 
finger temperature increased slightly in one subject, 
remained constant in 6, and decreased in 13, the 
range being 1.1 to 6.8 C (fig. 3). Changes were minimal 
in those subjects who chewed gum. 

Comment 

The changes observed in the ballistocardiograms, 
heart rates, blood pressures, and skin temperatures, 
which indicate peripheral vasoconstriction and stimu¬ 
lation of the central nervous system, are presumably 
due to nicotine, an alkaloid of tobacco. 4 Evidence 
accumulated by Dock and associates, 5 Levy and co- 
workers," Starr and Hildreth, 7 Henderson," Scar¬ 
borough and associates," and Simon and co-workers 10 
seems to indicate that the effect of nicotine from 
cigarettes is to constrict peripheral vessels in young 
people. The constriction is said to produce increases 
in heart rate and blood pressure and decreases in skin 
temperature, without causing abnormal patterns in 
the ballistocardiogram, except for occasional instances 
of idiosyncrasies to tobacco reported by Dock. Evi¬ 
dence is presented here that the effect of nicotine in 
chewing tobacco on habitual chewers is not only to 
produce the effects noted in the younger group from 
smoking but also to produce a very high incidence of 
deterioration of the ballistocardiogram. 



Fig. 2.—Ballistocardiograms (a and b) and electrocardiogram 
(c) showing no change 15 minutes after patient whose reactions 
to commercial tobacco are shown in fig. 1 begins chewing gum. 


According to Roth 40 and to the Chemical Labora¬ 
tory of the American Medical Association, 11 a stand¬ 
ard cigarette contains 1 gm. of tobacco, which con¬ 
tains approximately 20 mg. of nicotine, only 3 mg. of 
which is contained in the main stream of smoke. The 
average amount of tobacco chewed by our subjects 
weighed 10 gm. and contained 153 mg. of nicotine. 
Although we have no estimate of the amount of nico¬ 
tine absorbed in chewing, larger amounts are avail¬ 


able than in smoking. In addition, it is estimated that 
66 to 77% of the nicotine in cigarette smoke is ab¬ 
sorbed through the buccal mucosa when the smoke is 
held in the mouth for two seconds. 4 * Therefore, a 
larger absorption may take place with chewing to- 



COMMERCIAL 


Fig. 3.—Changes in skin temperatures of fingers in subjects 
who chewed low-nicotine tobacco and gum (above) and com¬ 
mercial tobacco (below). 


bacco, which is held in the mouth for longer periods 
of time. This may explain the marked changes noted 
in the ballistocardiograms, blood pressures, and pulse 
rates. 

Summary 

The chewing of tobacco in a group of older men 
who chewed tobacco habitually produced an increase 
in pulse rate and blood pressure, a decrease in skin 
temperature, and a deterioration of the ballistocardio¬ 
gram. It is believed that these changes are attributable 
to the nicotine absorbed during the chewing of to¬ 
bacco. 

This work was aided by a grant from the Tobacco Industry 
Research Committee, New York. 
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Although the annual consumption of chewing to¬ 
bacco in the United States is 81 million pounds,’ 
practically no information is available about its clinical 
or physiological effect or specifically about its effect 
on the heart and circulation. 2 To advise patients who 
are habitual chewers regarding chewing, it is impor¬ 
tant to know what changes in the pulse rate or rhythm, 
blood pressure, skin temperature (reflecting peripheral 
vasoconstriction), ballistocardiographic wave forms, 
arrhythmias, and circulation may be produced by 
kchewing tobacco. Accordingly, men who chewed to- 
tbacco habitually were studied before, during, and 
after chewing both standard commercial tobacco 
(1.53% nicotine) and low-nicotine tobacco (0.31 to 
0.47% nicotine). In addition, a questionnaire was sent 
to distinguished cardiologists, internists, and other 
physicians interested in peripheral vascular diseases 
to learn their experience with the effects of chewing 



Fig. 1.—Ballistocardiogram longitudinal component (a) and 
horizontal component (b) and lead 2 electrocardiograms (c). 
Normal complex deteriorates 15 minutes after patient begins 
chewing commercial tobacco. The pattern returns to normal one 
hour later. 

tobacco on the heart or circulation. None had had 
personal experience with the effects of chewing to¬ 
bacco on the cardiovascular system. 

Method of Study 

The subjects in this study were 24 male volunteers 
who chewed tobacco habitually; their ages ranged 
between 34 and 71 years (average age 51 years 1 
month). Each subject chewed, on alternate days, a 
full mouthful of low-nicotine chewing tobacco and a 
regular commercial brand. Chewing gum was used 
in several subjects as a placebo. The average amount 
of tobacco chewed weighed 10 gm. 

Observations were made on subjects in the basal 
postabsorptive state after they had rested at least 45 
minutes. The pulse rate was determined from the elec¬ 
trocardiogram, the blood pressures were taken by a 
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standard mercury sphygmomanometer, and the skin 
temperatures were measured in a constant-tempera¬ 
ture room at 78 F (25.6 C) and 40% relative humidity. 
Continuous temperature readings were recorded from 
copper constantan wire thermocouples attached to the 
subject’s forehead and the volar surfaces of his fingers 
and toes, employing a Brown constant-recording po¬ 
tentiometer. Ballistocardiograms were recorded with 
a high-frequency table-type research instrument. 3 The 
subjects were supine and unclothed, and they chewed 
tobacco or gum for 20 minutes. 

Results 

Ballistocardiograms.— After the chewing of standard 
commercial tobacco, 23 of 24 subjects had ballisto¬ 
cardiograms showing deterioration of the ballistic 
wave pattern from the control pattern taken before 
they had begun chewing (fig. 1). These changes were 
the greatest on the average 15 minutes after chewing 
began, and the patterns gradually returned to normal. 
The changes were generally of the early M pattern. 
In the same patient whose ballistocardiogram is shown 
in figure 1, no changes were seen 15 minutes after 
chewing the placebo gum (fig. 2). 

Pulse Rate .—After the subjects chewed commercial 
tobacco, the pulse rate of one remained constant and 
the pulse rate of 14 increased markedly. The range of 
increase was from 1 to 24 beats per minute, with an 
average increase of 13.4 beats per minute. With low- 
nicotine tobacco, the pulse rate remained constant in 
three subjects, decreased in one, and increased in 
nine (range of increase: 2 to 10, mean: 6.5 beats per 
minute). With gum, one subject showed a slight rise 
and one showed a slight fall in pulse rate. 

Blood Pressure.—When the blood pressures of 16 
subjects were measured, all of these subjects showed 
a rise in systolic pressure after chewing commercial 
tobacco and 15 of them showed a rise in diastolic 
pressure. Tire range of rise in systolic pressure was 
10 to 45 mm. Hg, with a mean rise of 17.9 mm. Hg. 
The range of rise in diastolic pressure was 5 to 20 mm. 
Hg, with a mean of 11.8 mm. Hg. In one subject 
whose blood pressure rose 15/15 mm. Hg after be 
chewed commercial tobacco, no rise was recorded 
after chewing gum. 

Shin Temperatures.— In most cases, the pattern of 
temperature changes following the chewing of to¬ 
bacco was similar to that previously reported in con¬ 
nection with cigarette smoking. Forehead tempera¬ 
tures remained practically constant at 35 C (95 F) with 
both types of tobacco and with gum. The first toe 
temperatures taken ranged from 23 to 35 C (73.4 to 
95 F), with a mean of 29.7 C (85.5 F). Eight subjects 
who chewed commercial tobacco showed no signifi¬ 
cant change in toe temperature, 3 subjects showed 
small increases (1.3 to 1.7 C), and 11 showed decreases 
ranging from 1.1 C to 5.3 C. With low-nicotine to- 
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lncco nine subjects showed no change, four showed 
slight increases (1.1 to 2.4 C), and seven showed de¬ 
creases ranging from 1.2 to 3.6 C. Toe temperatures 
of three subjects who chewed gum did not change. 
The first finger temperatures taken ranged from 25.3 
to 3S.4 C (77.5 to 101.1 F), with a mean of 32.5 C 
(905 F). The finger temperatures of 6 subjects who 
chewed commercial tobacco remained constant, there 
were no increases, and 17 subjects showed decreases 
ranging from 1.3 to 6.7 C. With low-nicotine tobacco, 
finger ‘temperature increased slightly in one subject, 
remained constant in 6, and decreased in 13, the 
range being 1.1 to 6.S C (fig. 3). Changes were minimal 
in those subjects who chewed gum. 

Comment 


The changes observed in the ballistocardiograms, 
heart rates, blood pressures, and skin temperatures, 
which indicate peripheral vasoconstriction and stimu¬ 
lation of the central nervous system, are presumably 
due to nicotine, an alkaloid of tobacco. 4 Evidence 
accumulated by Dock and associates, 1 Levy and co- 
workers," Starr and Hildreth,' Henderson,* Scar¬ 
borough and associates," and Simon and co-workers 10 
seems to indicate that the effect of nicotine from 
cigarettes is to constrict peripheral vessels in young 
people. The constriction is said to produce increases 
in heart rate and blood pressure and decreases in skin 
temperature, without causing abnormal patterns in 
the ballistocardiogram, except for occasional instances 
of idiosyncrasies to tobacco reported by Dock. Evi¬ 
dence is presented here that the effect of nicotine in 
chewing tobacco on habitual chcwers is not only to 
produce the effects noted in the younger group from 
smoking but also to produce a very high incidence of 
deterioration of the ballistocardiogram. 



Fig. 2.—Ballistocardiograms (a and b) and electrocardiogram 
(c) showing no change 15 minutes after patient whose reactions 
to commercial tobacco are shown in fig. 1 begins c leu ing g 


According to Roth Ja and to the Chemical Labora¬ 
tory of the American Medical Association, a stan 
ard cigarette contains 1 gm. of tobacco, ' vl ' cl con 
tains approximately 20 mg. of nicotine, on y o mg. o 
which is contained in the main stream of smo e. e 
average amount of tobacco chewed by our subjects 
weighed 10 gm. and contained 153 mg. of nicotine. 
Although we have no estimate of the amount of mco- 
tine absorbed in chewing, larger amounts are avail¬ 


able than in smoking. In addition, it is estimated that 
66 to 77% of the nicotine in cigarette smoke is ab¬ 
sorbed through the buccal mucosa when the smoke is 
held in the mouth for two seconds. 4 " Therefore, a 
larger absorption may take place with chewing to- 
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Fig. 3.—Changes in skin temperatures of fingers in subjects 
who chewed low-nicotine tobacco and gum (above) and com¬ 
mercial tobacco ( below). 


bacco, which is held in the mouth for longer periods 
of time. This may explain the marked changes noted 
in the ballistocardiograms, blood pressures, and pulse 
rates. 

Summary 

The-chewing of tobacco in a group of older men 
who chewed tobacco habitually produced an increase 
in pulse rate and blood pressure, a decrease in skin 
temperature, and a deterioration of the ballistocardio¬ 
gram. It is believed that these changes are attributable 
to the nicotine absorbed during the chewing of to¬ 
bacco. 

This work was aided by a grant from the Tobacco Industry 
Research Committee, New York. 
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IMMEDIATE EFFECT OF CHEWING TOBACCO ON 
CIRCULATION OF HABITUAL CHEWERS 

David L. Simon, M.D., Arnold Iglauer, M.D., John R. Braunstein, M.D. 

and 

Robert E. Rake], Cincinnati 


Although the annual consumption of chewing to¬ 
bacco in the United States is 81 million pounds, 1 
practically no information is available about its clinical 
or physiological effect or specifically about its effect 
on the heart and circulation. 2 To advise patients who 
are habitual chewers regarding chewing, it is impor¬ 
tant to know what changes in the pulse rate or rhythm, 
blood pressure, skin temperature (reflecting peripheral 
vasoconstriction), ballistocardiographic wave forms, 
arrhythmias, and circulation may be produced by 
chewing tobacco. Accordingly, men who chewed to- 
acco habitually were studied before, during, and 
after chewing both standard commercial tobacco 
(1.53% nicotine) and low-nicotine tobacco (0.31 to 
0.47% nicotine). In addition, a questionnaire was sent 
to distinguished cardiologists, internists, and other 
physicians interested in peripheral vascular diseases 
to learn their experience with the effects of chewing 



Fig. 1.— Ballistocardiogram longitudinal component (a) and 
horizontal component (b) and lead 2 electrocardiograms (c). 
Normal complex deteriorates 15 minutes after patient begins 
chewing commercial tobacco. The pattern returns to normal one 
hour later. 

tobacco on the heart or circulation. None had had 
personal experience with the effects of chewing to¬ 
bacco on the cardiovascular system. 

Method of Study 

The subjects in this study were 24 male volunteers 
who chewed tobacco habitually; their ages ranged 
between 34 and 71 years (average age 51 years 1 
month). Each subject chewed, on alternate days, a 
full mouthful of low-nicotine chewing tobacco and a 
regular commercial brand. Chewing gum was used 
in several subjects as a placebo. The average amount 
of tobacco chewed weighed 10 gm. 

Observations were made on subjects in the basal 
postabsorptive state after they had rested at least 45 
minutes. The pulse rate was determined from the elec¬ 
trocardiogram, the blood pressures were taken by a 

From the Cardiac Laboratory', Department of Internal Medi¬ 
cine, Cincinnati General Hospital, and Kettering Laboratory, 
University of Cincinnati. 


standard mercury sphygmomanometer, and the skin 
temperatures were measured in a constant-tempera- 
ture room at 78 F (25.6 C) and 407c relative humidity'. 
Continuous temperature readings were recorded from 
copper constantan wire thermocouples attached to the 
subject’s forehead and the volar surfaces of his fingers 
and toes, employing a Brown constant-recording po¬ 
tentiometer. Ballistocardiograms were recorded with 
a high-frequency table-type research instrument. 3 The 
subjects were supine and unclothed, and they chewed 
tobacco or gum for 20 minutes. 

Results 

Ballistocardiograms .—After the chewing of standard 
commercial tobacco, 23 of 24 subjects had ballisto¬ 
cardiograms showing deterioration of the ballistic 
wave pattern from the control pattern taken before 
they had begun chewing (fig. 1). These changes were 
the greatest on the average 15 minutes after chewing 
began, and the patterns gradually returned to normal. 
The changes were generally of the early M pattern. 
In the same patient whose ballistocardiogram is shown 
in figure 1, no changes were seen 15 minutes after 
chewing the placebo gum (fig. 2). 

Pulse Rate .—After the subjects chewed commercial 
tobacco, the pulse rate of one remained constant and 
the pulse rate of 14 increased markedly. The range of 
increase was from 1 to 24 beats per minute, with an 
average increase of 13.4 beats per minute. With low- 
nicotine tobacco, the pulse rate remained constant in 
three subjects, decreased in one, and increased in 
nine (range of increase: 2 to 10, mean: 6.5 beats per 
minute). With gum, one subject showed a slight rise 
and one showed a slight fall in pulse rate. 

Blood Pressure.—When the blood pressures of 16 
subjects were measured, all of these subjects showed 
a rise in systolic pressure after chewing commercial 
tobacco and 15 of them showed a rise in diastolic 
pressure. The range of rise in systolic pressure was 
10 to 45 mm. Hg, with a mean rise of 17.9 mm. Hg. 
The range of rise in diastolic pressure was 5 to 20 mm. 
Hg, with a mean of 11.8 mm. Hg. In one subject 
whose blood pressure rose 15/15 mm. Hg after he 
chewed commercial tobacco, no rise was recorded 
after chewing gum. 

Skin Temperatures.—In most cases, the pattern of 
temperature changes following the chewing of to¬ 
bacco was similar to that previously reported in con¬ 
nection with cigarette smoking. Forehead tempera¬ 
tures remained practically constant at 35 C (95 F) with 
both types of tobacco and with gum. The first toe 
temperatures taken ranged from 23 to 35 C (73.4 to 
95 F), with a mean of 29.7 C (85.5 F). Eight subjects 
who chewed commercial tobacco showed no signifi¬ 
cant change in toe temperature, 3 subjects showed 
small increases (1.3 to 1.7 G), and 11 showed decreases 
ranging from 1.1 C to 5.3 C. With low-nicotine to- 
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bacco, nine subjects showed no change, four showed 
slight increases (1.1 to 2.4 C), and seven showed de¬ 
creases ranging from 1.2 to 3.6 C. Toe temperatures 
of three subjects who chewed gum did not change. 
The first finger temperatures taken ranged from 25.3 
to 3S.4 C (77.5 to 101.1 F), with a mean of 32.5 C 
(90.5 F). The finger temperatures of 6 subjects who 
chewed commercial tobacco remained constant, there 
were no increases, and 17 subjects showed decreases 
ranging from 1.3 to 6.7 C. With low-nicotine tobacco, 
finger temperature increased slightly in one subject, 
remained constant in 6, and decreased in 13, the 
range being 1.1 to 6.S C (fig. 3). Changes were minimal 
in those subjects who chewed gum. 

Comment 

The changes observed in the ballistocardiograms, 
heart rates, blood pressures, and skin temperatures, 
which indicate peripheral vasoconstriction and stimu¬ 
lation of the central nervous system, are presumably 
due to nicotine, an alkaloid of tobacco. 4 Evidence 
accumulated by Dock and associates, 5 Levy and co¬ 
workers," Starr and Hildreth, 7 Henderson," Scar¬ 
borough and associates," and Simon and co-workers 10 
seems to indicate that the effect of nicotine from 
cigarettes is to constrict peripheral vessels in young 
people. The constriction is said to produce increases 
in heart rate and blood pressure and decreases in skin 
temperature, without causing abnormal patterns in 
the ballistocardiogram, except for occasional instances 
of idiosyncrasies to tobacco reported by Dock. Evi¬ 
dence is presented here that the effect of nicotine in 
chewing tobacco on habitual chewers is not only to 
produce the effects noted in the younger group from 
smoking but also to produce a very high incidence of 
deterioration of the ballistocardiogram. 



Fig. 2.—Ballistocardiograms (a and b) and electrocardiogram 
(c) showing no change 15 minutes after patient whose reactions 
to commercial tobacco are shown in fig. 1 begins chewing gum. 


According to Roth 40 and to the Chemical Labora¬ 
tory of the American Medical Association," a stand¬ 
ard cigarette contains 1 gm. of tobacco, which con¬ 
tains approximately 20 mg. of nicotine, only 3 mg. of 
which is contained in the main stream of smoke. The 
average amount of tobacco chewed by our subjects 
weighed 10 gm, and contained 153 mg. of nicotine. 
Although we have no estimate of the amount of nico¬ 
tine absorbed in chewing, larger amounts are avail¬ 


able than in smoking. In addition, it is estimated that 
66 to 77% of the nicotine in cigarette smoke is ab¬ 
sorbed through the buccal mucosa when the smoke is 
held in the mouth for two seconds. 4 * Therefore, a 
larger absorption may take place with chewing to- 



Fig. 3.—Changes in skin temperatures of fingers in subjects 
who chewed low-nicotine tobacco and gum {above) and com¬ 
mercial tobacco {below). 


bacco, which is held in the mouth for longer periods 
of time. This may explain the marked changes noted 
in the ballistocardiograms, blood pressures, and pulse 
rates. 

Summary 

The chewing of tobacco in a group of older men 
who chewed tobacco habitually produced an increase 
in pulse rate and blood pressure, a decrease in skin 
temperature, and a deterioration of the ballistocardio¬ 
gram. It is believed that these changes are attributable 
to the nicotine absorbed during the chewing of to¬ 
bacco. 

This work was aided by a grant from the Tobacco Industry 
Research Committee, New York. 
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COUNCIL ON PHARMACY AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Remedies are based on the evaluation of available scientific data 
and reports of investigations. Applicable commercial names for preparations of evaluated drugs 
are listed at the end of monographs and parenthetically in the text of supplemental statements; 
additional commercial names of which the Council is informed will be included with subsequent¬ 
ly published supplemental statements and annual editions of New and Nonofficial Remedies. 

H. D. Kautz, M.D., Secretary. 


Hydroxyprogesterone Caproate. - 17 a-Hydroxypro- 
gesterone hexanoate.-The structural formula of hy¬ 
droxyprogesterone caproate may be represented as fol¬ 
lows: 

o 

K 

OCH? 



Actions and Uses .—Hydroxyprogesterone caproate is 
an esterified progesterone derivative with pronounced 
progestogen activity. After parenterial injection in man 
or laboratory animals, the drug elicits all the pharma¬ 
cological responses usually produced by progesterone. 
Thus, it increases basal body temperature (thermogen¬ 
ic effect), produces secretory changes in an estrogen- 
primed endometrium, induces nonspecific histological 
changes in the vaginal epithelium, and causes with¬ 
drawal bleeding from the endometrium after endoge¬ 
nous or exogenous estrogen. It differs from progesterone 
chiefly in potency and duration of action; the ester¬ 
ified derivative appears to be more potent than an 
equivalent amount of progesterone, and the duration of 
its action is unquestionably longer. The latent period 
between injection of hydroxyprogesterone caproate 
and the induction of withdrawal bleeding from an 
estrogen-primed endometrium is usually 10 to 14 days; 
this is two to three times longer than that period ob¬ 
served after the injection of progesterone. The meta¬ 
bolic fate of the esterified derivative is not well under¬ 
stood; it apparently is not metabolized in the same 
manner as progesterone, since its administration does 
not lead to an increased urinary excretion of pregnane- 
diol. Like progesterone, hydroxyprogesterone caproate 
exerts no androgenic effects. 

In general, the indications for the use of hydroxy- 
nrogesterone caproate are identical to those for pro¬ 
gesterone. The longer duration of action, however, 
makes it preferable to the parent drug in those condi¬ 
tions in which prolonged progestogen activity is de¬ 


sired. In certain patients with amenorrhea, either pri¬ 
mary or secondary, the use of the drug is clearly 
indicated and established. Care must be exercised, 
however, in the selection of patients; progestogen ther¬ 
apy should not be undertaken indiscriminately without 
first attempting to ascertain the reason for cessation 
of menses. The drug is also effective in producing a 
secretory endometrium and subsequent menstruation 
in women undergoing estrogen therapy. The use of 
progestagens for the treatment of functional uterine 
bleeding (metropathia hemorrhagica) has been great¬ 
ly abused in the past. Not only should genital malig¬ 
nancy be excluded in such patients, but diagnostic 
studies (curettage) should be included before institut¬ 
ing hormonal therapy. In such cases, the use of proges¬ 
tational agents is indicated for diagnosed endometrial 
hyperplasia. Likewise, the drug should not be used 
indiscriminately for the treatment of female infertility; 
however, it may be tried when inadequate corpus 
luteum function is suspected. 

For many years progesterone and its derivatives 
have been administered for the treatment of threatened 
and habitual abortion. Recent evidence suggests that 
a beneficial effect may be obtained if an adequate 
amount of progestational therapy is maintained 
throughout pregnancy. For this purpose, hydroxypro¬ 
gesterone caproate would appear to offer tire advantage 
of a longer duration of action. The drug also has been 
administered for the treatment of after-pains, dysmen¬ 
orrhea, premenstrual tension, and such benign breast 
disorders as cyclomastopathy, rnastodynia, adenosis, 
and chronic cystic mastitis. However, all these indica¬ 
tions for progestational therapy are considered by the 
Council to be unestablished at this time. Hydroxypro¬ 
gesterone caproate is an effective progestational agent 
for the use in tests for endogenous estrogen produc¬ 
tion; however, since a short progestogen effect is de¬ 
sirable, the esterified derivative is not as advantageous 
as progesterone for this purpose. 

The local and systemic toxic effects of hydroxyp ro * 
gesterone caproate are minimal, and, in therapeutic 
doses, there are no definite contraindications to its use. 
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Large doses may rarely produce a slight edema or 
exacerbate attacks of asthma, epilepsy, and migraine 
in patients with these conditions. As with all progesta¬ 
tional agents, the administration of hydroxyprogester- 
one caproate during the first half of the ovarian cycle 
to sexually mature women with regular, normal menses 
may inhibit the production and/or release of gonado¬ 
tropic hormones, particularly the leuteinizing hormone. 
By delaying ovulation, such administration may post¬ 
pone temporarily the onset of menstruation. 

Dosage .—Hydroxyprogesterone caproate is adminis¬ 
tered as an oil solution by intramuscular injection. The 
usual single dose for the treatment of ovarian and uter¬ 
ine dysfunction and menstrual disorders ranges from 
0.125 to 0.25 gm. For these conditions, the drug should 
be administered to patients who either produce ade¬ 
quate amounts of endogenous estrogen or who have 
been primed with exogenous estrogen. The drug also 
may be administered concomitantly with estrogenic 
substances. The interval between injections varies 
with the condition being treated and the individual 
response of the patient; for most ovarian and menstru¬ 
al disorders, this interval is usually about 4 weeks, or 
once during each menstrual cycle. As a rule, the initial 
injection should be administered about 12 days before 
die expected or desired menstrual flow. The dosage 
for the treatment of threatened or habitual abortion 
is not yet established, aldiough amounts up to 1 gm. 
per week have been employed. 

Applicable commercial name: Dclalutin. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid in 
the evaluation of hydroxyprogesterone caproate. 

Phenmetrazine Hydrochloride.—3-Methyl-2-phenyI- 
morpholine hydrochloride.—The structural formula of 
phenmetrazine hydrochloride may be represented as 
follows: 



Actions and Uses.—Phenmetrazine hydrochloride is 
a secondary amine related in pharmacological action 
to the amphetamine group of compounds. Like amphet¬ 
amine, it exerts an appetite-depressant effect; it is 
dierefore useful as an anorexigenic agent in die man¬ 
agement of simple obesity caused by excessive caloric 
intake. The mechanism of its effect upon appetite has 
not been explained. It should be used only as an adju¬ 
vant to a weight-reducing program and not as a sub¬ 
stitute for conventional measures. 

Phenmetrazine hydrochloride produces a stimulating 
effect on the central nervous system, but in clinical use 
the side-effects of nervousness, hyperexcitability, eu¬ 
phoria, and insomnia are much less than widi the am¬ 
phetamine compounds and rarely cause difficulty. There 
have been no reports of significant toxic reactions to 
the drug, but, on theoretical grounds, it should not be 
administered to patients with severe hypertension, thy¬ 
rotoxicosis, or acute coronary disease. It may be used 
with caution in patients with moderate hypertension 
and cardiac decompensation. No cases of addiction to 
phenmetrazine have been reported, but with all drugs 


causing central nervous system stimulation, including 
the amphetamines, this possibility must be borne in 
mind. 

Dosage .—Phenmetrazine hydrochloride is adminis¬ 
tered orally. The usual dose for adults is 25 mg. ad¬ 
ministered two or three times daily, one hour before 
meals. Because of variations in eating habits and 
appetite-peak patterns, it is often advisable to adjust 
dosage to the requirements of the individual patient. 
Therapy is continued until the patient reaches the de¬ 
sired weight level, and continued dietary restriction is 
needed to maintain such a level. 

Applicable commercial name: Preludin. 

Geigy Pharmaceuticals, Division of Geigy Chemical Corpora¬ 
tion, cooperated by furnishing scientific data to aid in the evalu¬ 
ation of phenmetrazine hydrochloride. 

Pyrrobutamine Phosphate.—l-[4-(p-chlorophenyl)-3- 
phenyl-2-butenyl] pyrrolidine diphosphate.—The struc¬ 
tural formula of pyrrobutamine phosphate may be rep¬ 
resented as follows: 



Actions and Uses—Pyrrobutamine phosphate is an 
effective antihistamine compound with a low incidence 
of sedation and other side-effects. (See the general 
statement on histamine-antagonizing agents in New 
and Nonofficial Remedies.) 

Dosage.—The average oral dose for adults is 15 mg. 
three or four times daily. Dosage for children is re¬ 
duced according to body weight. 

Applicable commercial name: Pyronil. 

Eli Lilly & Company cooperated by furnishing scientific data 
to aid in the evaluation of pyrrobutamine phosphate. 

Phenyltoloxamine Citrate.—N,N-Dimethyl-2-(a- 
phenyl-o-tolyloxy)ethylamine dihydrogen citrate.—The 
structural formula of phenyltoloxamine citrate may be 
presented as follows: 
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Actions and Uses —Phenyltoloxamine citrate is a 
/3-dimethylaminoethvl ether of ortho-benzylphenol; as 
such, it belongs to the group of antihistaminics exhib¬ 
iting the aminoalkyl ether structure. In addition to an 
effective antihistaminic action, this compound exerts 
antifungal and antibacterial activity in vitro; however, 
its possible clinical usefulness for the latter purposes 
has not been determined. The incidence of side-effects 
is low; at recommended doses, soporific effects occur 
in less than 7% of patients. (See the general statement 
on histamine-antagonizing agents in New and Non- 
official Remedies.) 

Dosage .—The average oral dose for adults is 50 mg. 
three or four times daily. This may be increased if the 
desired therapeutic response is not obtained or if, side- 
effects do not become pronounced. 

Applicable commercial name: Bristamin Dihydrogen Citrate. 

Bristol Laboratories Inc. cooperated by furnishing scientific 
data to aid in the evaluation of phenyltoloxamine citrate. 
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CHAOS OR COMMUNICATION 
GUEST EDITORIAL 
Irving S. Wright, M.D. 

The discovery and study of the substances that play 
a part in the coagulation of the blood have, as in many 
other areas in science, progressed in a rather strange 
and irregular manner. Workers in many laboratories 
have prepared or described the action of what they 
have considered to be new factors that contribute to 
this process, and unfortunately have given them names 
without knowledge or consideration of the work of 
others who preceded them. Some factors are now 
known by from 10 to 14 different names. As reports 
appear from various laboratories, the use of these 
terms is confusing to the experienced investigator. 
A scientific Tower of Babel has thus been erected. The 
situation appears discouraging, if not chaotic, to the 
physician who is not a specialist in this field, and even 
more so to the medical student. 

While there is widespread agreement on the mean¬ 
ing of prothrombin, thrombin, fibrinogen, fibrin, and 
calcium, the meaning of thromboplastin is less clearly 
understood. There are at least four additional factors 
that appear to be important in the phenomenon of 
clotting, and less conclusive evidence suggests that 
there are probably many more. Each of the four has 
received a variety of names that are thought to be 
synonymous, but in some cases may not be. For exam¬ 
ple, one of these substances has been described and 
written about as factor VII, proconvertin, serum-pro¬ 
thrombin-conversion accelerator, stabile factor, auto¬ 
prothrombin I., serozym, kappa factor, prothrombino- 
gen, co-thromboplastin, serum accelerator, prothrombin 
accelerator, prothrombin-conversion factor, and pro¬ 
thrombin-converting factor. 

As a result, communication between English-speak¬ 
ing workers has been definitely retarded; for those 
who do not read English, this situation is even more 
serious. In addition, substances of platelet origin and 
blood-clotting inhibitors are now being studied in 
detail, and new names are being proposed for these. 
In order to attempt to bring some organization into 
the picture and to improve communication in this 

From the New York Hospital, New York 21. 


field, an International Committee for the Standardiza¬ 
tion of the Nomenclature of Blood Clotting Factors 
was established at the World Congress on Thrombosis 
and Embolism held in Basel in 1954. This committee 
has been engaged in laying a sound foundation on 
which a system can be evolved for easy cross-identifi¬ 
cation of factors already well established and for the 
evaluation of factors about which there is now doubt, 
or new factors yet to be described. 

The committee has taken the position that any 
terminology adopted as the international one should 
not be based on any theory of coagulation, since the 
constant revision of such theories has in the past led 
to repeated changes in terminology. For the same rea¬ 
son any provisional terminology selected in the future 
should not imply a supposed function or constitution of 
the factor to which it refers. 

Personal feelings regarding priority and recognition 
are so strong that no arbitrary ruling regarding the 
choice of one specific term to the exclusion of all 
others can be expected to be accepted. The mission of 
this committee is indeed a difficult one, but it should 
receive encouragement from all who are interested in 
an intelligible literature for the future. This develop¬ 
ment came too late for the committee to have pre¬ 
vented the present state. It is too early to be able to 
systematize in final form all that will ultimately be 
known about the factors involved in clotting of the 
blood. 

It seems probable that a common symbol, either a 
name or a number, will be selected for each factor, 
and each author will be encouraged to use this to¬ 
gether with such a synonym as he may wish to use, 
die international symbol to be in brackets. The inter¬ 
national terms should be short, simple, and readily 
understood by persons of different nationalities, in¬ 
cluding those using languages with a variety of alpha¬ 
betical systems. This will require the cooperation of 
editors and of interested scientific societies. It is a 
long-term project. The committee expresses the hope 
that other agencies will indicate their support of this 
project and that workers who feel that they may have 
found a new factor nail communicate with the com¬ 
mittee so that steps may be taken to prevent further 
confusion in this field. Subcommittees are now func¬ 
tioning that will provide counsel in regard to critical 
evaluation of new factors and advice in die selection of 
appropriate terminology. It is suggested diat the adop¬ 
tion of an international term for a new factor proceed 
in an orderly manner in diree stages. The first would 
he the selection of a name without any international 
equivalent by the originator. The newly described 
clotting factor would then be submitted to die sub¬ 
committee on criteria, which, depending on the evi¬ 
dence, would or would not assign a symbol to it. 

Only after the properties and mode of action of this 
factor were well established and accepted would a 
definitive international term be considered by the gen¬ 
eral committee. (Interested parties may address in¬ 
quiries to me at the New York Hospital—Cornell 
Medical College Center, New York City.) 

This complex situation might have been avoided or 
minimized if such a committee had been established 
20 years ago. Those who participated in die develop- 
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ment of both the Standard Nomenclature of Diseases 
and Operations and the Nomenclature and Criteria 
for Diagnosis of Diseases of the Heart and Blood Ves¬ 
sels should receive recognition for their important 
contributions. Nevertheless, on many occasions during 
the years of labor required to produce these systems, 
they had occasion to wish that orderly attempts to 
adopt suitable nomenclature had been evolved as med¬ 
ical knowledge had developed. It is suggested that 
scientific societies interested in fields in which the 
nomenclature is rapidly expanding take note of this 
and take steps to ensure the establishment of an inter¬ 
national terminology as the new field develops. 


ANDROGEN-ESTROGEN THERAPY FOR 
ELDERLY PATIENTS 

There is considerable evidence that properly con¬ 
trolled low or moderate doses of androgen-estrogen 
combinations are of value in many of the common 
disorders that occur in elderly patients. Some 
of the symptoms that respond to such combined hor¬ 
mone therapy seem to be primarily psychogenic in 
nature, such as nervousness, irritability, forgetfulness, 
fatigue, and depression. Some of the symptoms are 
due to definite physical deficiencies. Postmenopausal 
osteoporosis frequently responds well to estrogen ther¬ 
apy, which stimulates osteoblastic activity. However, 
superior results are usually obtained with combined 
estrogen-androgen treatment. Retention of calcium 
and phosphorus in the bones is greater when androgens 
as well as estrogens are used. Androgens are especially 
effective in promoting storage of protein, which is 
required for formation of the bony matrix. Negative 
protein balance in elderly persons is often associated 
with negative calcium balance, not infrequently mani¬ 
fested by senile osteoporosis involving especially the 
spine. Protein storage is facilitated and calcium and 
phosphorus storage promoted by combined estrogen- 
androgen therapy. Often pains in the ribs and back 
are definitely relieved. It is, of course, important to 
devote at the same time adequate attention to nutri¬ 
tion and protein and calcium intake. Therapeutic doses 
of vitamins C and D are also indicated. 

The psychological orientation of elderly persons is 
frequently much improved, and improved general 
strength and energy and spirits can result from proper¬ 
ly controlled long-term combined hormone therapy. 
Patients receiving such treatment must be carefully 
observed to be sure that undesirable androgenic effect 
is not caused in females and also to ascertain that 
excessive storage of salt and water or undesirable ele¬ 
vation of the blood pressure does not occur. When 
edema, hirsutism, hoarseness, or other untoward effects 
become evident, the dosage of one or both hormones 
may have to be decreased. Estrogens are the hormones 
most often implicated in excess fluid retention, while 
the appearance of acne, excess hair growth, voice 
changes, or clitoral hypertrophy indicates excess of an¬ 
drogens. When properly balanced combined estrogen- 
androgen therapy is employed (usually the best pro¬ 
portion is 1:20), untoward effects can as a rule be 
kept within minimal or negligible limits. 


IMPACT AND MEDICAL PRACTICE 

The word impact has many meanings. Primarily, we 
think of it as describing a collision, but it can also be 
interpreted to mean effectively getting across a point. 
In medicine die latter seems to be the most workable 
definition, in connection with health programs or the 
public relations of medical practice. Doctors are con¬ 
stantly striving to convince the public that the medical 
profession considers the patient as a person first, and 
his disease as only a part of the total picture. This is 
best done by the impact of sincere personal relation¬ 
ships. In his 1956 inaugural address, Dr. Dwight H. 
Murray, President of the American Medical Associa¬ 
tion, stressed the restoration of the close personal re¬ 
lationship between patients and their physicians. In 
his many succeeding talks he has continued this 
theme, placing the prime responsibility for the re¬ 
turn of the humanization of medicine on the family 
physician. The medical profession must get across 
the point that, in addition to skill and prescription 
pad, there is also kindness and understanding in every 
physician’s office. 

The measurement of impact has already been under¬ 
taken. In studying public health programs emphasizing 
prevention and control, Drs. Edward Kupka and Paul 
Q. Peterson 1 have shown that there are two basic 
forms of impact. One reaches the individual, the other 
the community, and each is limited in its effectiveness. 
Using tuberculosis as just one example, they have 
demonstrated that, while hospital care and clinic serv¬ 
ices, for this particular disease, have a great impact on 
the individual, these treatment facilities do not sponsor 
tuberculosis control measures for the community-at- 
large to any great extent. In contrast, the blanket tech¬ 
nique of health education does not seem to leave a 
lasting impression on the individual as to why certain 
elements of tuberculosis control are necessary. While 
a person may be convinced something is being done, 
he may not be equally convinced something is being 
done specifically for him. Thus, .when one attempts to 
make a point (impact), the need is shown for directing 
equal attention and efforts toward the individual as 
well as the group, and the means needed to reach the 
individual differ from the means needed to reach the 
group. 

The basic idea behind the work of Kupka and Peter¬ 
son can be well applied to the private practice of 
medicine. To reach the individual, doctors must take 
a little more time with each patient, sincerely take an 
interest in his troubles and problems, and, in these 
days when almost everything has an economic over¬ 
cast, explain as clearly as they can all the possible or 
potential costs that might be involved in his particular 
illness. To reach the community, doctors must more 
than profess an interest in the place where they live 
and practice. They must participate in community af¬ 
fairs as constructive and leading citizens. Professional 
medical advice concerning school problems, civic 
projects, and even the urging to perform one’s duty' 

.. L Kupka, E., and Peterson, P. Q.: Impact: Re-examination of 
Its Meaning, Journal-Lancet 76:397-400 (Dec.) 1956. 
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CHAOS OR COMMUNICATION 
GUEST EDITORIAL 
Irving S. Wright, M.D. 

The discovery and study of the substances that play 
a part in the coagulation of the blood have, as in many 
other areas in science, progressed in a rather strange 
and irregular manner. Workers in many laboratories 
have prepared or described the action of what they 
have considered to be new factors that contribute to 
this process, and unfortunately have given them names 
without knowledge or consideration of the work of 
others who preceded them. Some factors are now 
known by from 10 to 14 different names. As reports 
appear from various laboratories, the use of these 
terms is confusing to the experienced investigator. 
A scientific Tower of Babel has thus been erected. The 
situation appears discouraging, if not chaotic, to the 
physician who is not a specialist in this field, and even 
more so to the medical student. 

MTiile there is widespread agreement on the mean¬ 
ing of prothrombin, dirombin, fibrinogen, fibrin, and 
calcium, the meaning of thromboplastin is less clearly 
understood. There are at least four additional factors 
that appear to be important in the phenomenon of 
clotting, and less conclusive evidence suggests that 
there are probably many more. Each of the four has 
received a variety of names that are thought to be 
synonymous, but in some cases may not be. For exam¬ 
ple, one of these substances has been described and 
written about as factor VII, proconvertin, serum-pro- 
thrombin-conversion accelerator, stabile factor, auto¬ 
prothrombin I., serozym, kappa factor, prothrombino- 
gen, co-thromboplastin, serum accelerator, prothrombin 
accelerator, prothrombin-conversion factor, and pro¬ 
thrombin-converting factor. 

As a result, communication between English-speak¬ 
ing workers has been definitely retarded; for those 
who do not read English, this situation is even more 
serious. In addition, substances of platelet origin and 
blood-clotting inhibitors are now being studied in 
detail, and new names are being proposed for these. 
In order to attempt to bring some organization into 
the picture and to improve communication in this 

From the New York Hospital, New York 21. 


field, an International Committee for the Standardiza¬ 
tion of the Nomenclature of Blood Clotting Factors 
was established at the World Congress on Thrombosis 
and Embolism held in Basel in 1954. This committee 
has been engaged in laying a sound foundation on 
which a system can be evolved for easy cross-identifi¬ 
cation of factors already well established and for the 
evaluation of factors about which there is now doubt, 
or new factors yet to be described. 

The committee has taken the position that any 
terminology adopted as the international one should 
not be based on any theory of coagulation, since the 
constant revision of such theories has in the past led 
to repeated changes in terminology. For the same rea¬ 
son any provisional terminology selected in the future 
should not imply a supposed function or constitution of 
the factor to which it refers. 

Personal feelings regarding priority and recognitioii 
are so strong that no arbitrary ruling regarding the 
choice of one specific term to the exclusion of all 
others can be expected to be accepted. The mission of 
this committee is indeed a difficult one, but it should 
receive encouragement from all who are interested in 
an intelligible literature for the future. This develop¬ 
ment came too late for the committee to have pre¬ 
vented the present state. It is too early to be able to 
systematize in final form all that will ultimately be 
known about the factors involved in clotting of the 
blood. 

It seems probable that a common symbol, either a 
name or a number, will be selected for each factor, 
and each author will be encouraged to use this to¬ 
gether with such a synonym as he may wish to use, 
the international symbol to be in brackets. The inter¬ 
national terms should be short, simple, and readily 
understood by persons of different nationalities, in¬ 
cluding those using languages with a variety of alpha¬ 
betical systems. This will require the cooperation ol 
editors and of interested scientific societies. It is a 
long-term project. The committee expresses the hope 
that other agencies will indicate their support of this 
project and that workers who feel that they' may have 
found a new factor will communicate with the com¬ 
mittee so that steps may be taken to prevent further 
confusion in this field. Subcommittees are now func¬ 
tioning that will provide counsel in regard to critical 
evaluation of new factors and advice in the selection of 
appropriate terminology. It is suggested that the adop¬ 
tion of an international term for a new factor proceed 
in an orderly manner in three stages. The first would 
be the selection of a name without any international 
equivalent by the originator. The newly described 
clotting factor would then be submitted to the sub¬ 
committee on criteria, which, depending on the evi¬ 
dence, would or would not assign a symbol to it. 

Only after the properties and mode of action of this 
factor were well established and accepted would a 
definitive international term be considered by the gen¬ 
eral committee. (Interested parties may address in¬ 
quiries to me at the New York Hospital—Cornell 
Medical College Center, New York City.) 

This complex situation might have been avoided or 
minimized if such a committee had been established 
20 years ago. Those who participated in the develop- 
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ment of both the Standard Nomenclature of Diseases 
and Operations and the Nomenclature and Criteria 
for Diagnosis of Diseases of the Heart and Blood Ves¬ 
sels should receive recognition for their important 
contributions. Nevertheless, on many occasions during 
the years of labor required to produce these systems, 
they had occasion to wish that orderly attempts to 
adopt suitable nomenclature bad been evolved as med¬ 
ical knowledge had developed. It is suggested that 
scientific societies interested in fields in which the 
nomenclature is rapidly expanding take note of this 
and take steps to ensure the establishment of an inter¬ 
national terminology as the new' field develops. 


ANDROGEN-ESTROGEN THERAPY FOR 
ELDERLY PATIENTS 

There is considerable evidence that properly con¬ 
trolled low or moderate doses of androgen-estrogen 
combinations are of value in many of the common 
disorders that occur in elderly patients. Some 
of the symptoms that respond to such combined hor¬ 
mone therapy seem to be primarily psychogenic in 
nature, such as nervousness, irritability, forgetfulness, 
fatigue, and depression. Some of the symptoms are 
due to definite physical deficiencies. Postmenopausal 
osteoporosis frequently responds well to estrogen ther¬ 
apy, which stimulates osteoblastic activity. However, 
superior results are usually obtained with combined 
estrogen-androgen treatment. Retention of calcium 
and phosphorus in the bones is greater when androgens 
as well as estrogens are used. Androgens are especially 
effective in promoting storage of protein, which is 
required for formation of the bony matrix. Negative 
protein balance in elderly persons is often associated 
with negative calcium balance, not infrequently mani¬ 
fested by senile osteoporosis involving especially the 
spine. Protein storage is facilitated and calcium and 
phosphorus storage promoted by combined estrogen- 
androgen therapy. Often pains in the ribs and back 
are definitely relieved. It is, of course, important to 
devote at the same time adequate attention to nutri¬ 
tion and protein and calcium intake. Therapeutic doses 
of vitamins C and D are also indicated. 

The psychological orientation of elderly persons is 
frequently much improved, and improved general 
strength and energy and spirits can result from proper¬ 
ly controlled long-term combined hormone therapy. 
Patients receiving such treatment must be carefully 
observed to be sure that undesirable androgenic effect 
is not caused in females and also to ascertain that 
excessive storage of salt and water or undesirable ele¬ 
vation of the blood pressure does not occur. When 
edema, hirsutism, hoarseness, or other untoward effects 
become evident, the dosage of one or both hormones 
may have to be decreased. Estrogens are the hormones 
most often implicated in excess fluid retention, while 
the appearance of acne, excess hair growth, voice 
changes, or clitoral hypertrophy indicates excess of an¬ 
drogens. When properly balanced combined estrogen- 
androgen therapy is employed (usually the best pro¬ 
portion is 1:20), untoward effects can as a rule be 
kept within minimal or negligible limits. 


IMPACT AND MEDICAL PRACTICE 

The word impact has many meanings. Primarily, we 
think of it as describing a collision, but it can also be 
interpreted to mean effective!)' getting across a point. 
In medicine the latter seems to be the most workable 
definition, in connection with health programs or the 
public relations of medical practice. Doctors are con¬ 
stantly striving to convince the public that the medical 
profession considers the patient as a person first, and 
his disease as only a part of the total picture. This is 
best done by the impact of sincere personal relation¬ 
ships. In his 1956 inaugural address, Dr. Dwight H. 
Murray, President of the American Medical Associa¬ 
tion, stressed the restoration of the close personal re¬ 
lationship between patients and their physicians. In 
his many succeeding talks he has continued this 
theme, placing the prime responsibility for the re¬ 
turn of the humanization of medicine on the family 
physician. The medical profession must get across 
the point that, in addition to skill and prescription 
pad, there is also kindness and understanding in every 
physician’s office. 

The measurement of impact has already been under¬ 
taken. In studying public health programs emphasizing 
prevention and control, Drs. Edward Kupka and Paul 
Q. Peterson 1 have shown that there are two basic 
forms of impact. One reaches the individual, tire other 
the community, and each is limited in its effectiveness. 
Using tuberculosis as just one example, they have 
demonstrated that, while hospital care and clinic serv¬ 
ices, for this particular disease, have a great impact on 
the individual, these treatment facilities do not sponsor 
tuberculosis control measures for the community-at- 
large to any great extent. In contrast, the blanket tech¬ 
nique of health education does not seem to leave a 
lasting impression on tire individual as to why certain 
elements of tuberculosis control are necessary. While 
a person may be convinced something is being done, 
he may not be equally convinced something is being 
done specifically for him. Thus, when one attempts to 
make a point (impact), the need is shown for directing 
equal attention and efforts toward the individual as 
well as the group, and the means needed to reach the 
individual differ from the means needed to reach the 
group. 

The basic idea behind the work of Kupka and Peter¬ 
son can be well applied to the private practice of 
medicine. To reach the individual, doctors must take 
a little more time with each patient, sincerely take an 
interest in his troubles and problems, and, in these 
days when almost everything has an economic over¬ 
cast, explain as clearly as they can all the possible or 
potential costs that might be involved in his particular 
illness. To reach the community, doctors must more 
than profess an interest in the place where they live 
and practice. They must participate in community af¬ 
fairs as constructive and leading citizens. Professional 
medical advice concerning school problems, civic 
projects, and even the urging to perform one’s duty 

1. Kupka, E., and Peterson, P. Q.: Impact: Re-examination of 
Its Meaning, Journal-Lancet 76:397-400 (Dec.) 1956. 



3G0 


EDITORIALS AND COMMENTS 


J.A.M.A., February 2, 1957 


at the polls (though not necessarily how to cast ones 
ballot) indicate to a locality’ that the physician is 
their family doctor at heart, interested in all phases of 
their health and welfare. 

There are, of course, many gradations between the 
two previously mentioned extremes of informing peo¬ 
ple what the private practice of medicine really means. 
The physician who freely gives his time in the clinic, 
speaks on topical healtli matters before a service club, 
and even, on occasion, holds public office demon¬ 
strates, through indirect impact, that he considers the 
patient and himself as part of the whole, by equally 
participating in his environment. 

Sharing all the aspects of community life, as well as 
sharing personal problems of the individual that have 
some physiological or psychological effects on his body, 
provide the impact that the practice of medicine, and 
the doctor, are really interested in their patients. 


MEDICAL PROFESSIONAL LIABILITY 

One of the most frequently discussed and most 
important subjects of interest to the individual physi¬ 
cian and to organized medicine today is medical 
professional liability. Unfortunately to date a com¬ 
plete study has not been made of this problem. For 
this reason and in response to a number of resolutions 
presented to the House of Delegates by state medical 
societies requesting advice and assistance, an exhaus¬ 
tive survey has been conducted by the Law Depart¬ 
ment with the cooperation of other councils and 
committees of the Association. 

For approximately two years, facts, figures, and 
opinions have been systematically collected. This ma¬ 
terial has been reviewed, studied, and analyzed and is 
now available for presentation to the profession. In 
this issue of The Journal in the column entitled 
Medicine and the Law (page 364) is an outline of 
the various phases of the survey and a statement con¬ 
cerning the manner in which the results of the study 
will be reported in The Journal. It is anticipated that 
material on this subject will be published each week- 
in the same section of The Journal until the entire 
report has been presented. It is then planned to re¬ 
produce and distribute the report, with copies of 
questionnaires and other necessary attachments, in 
booklet form. 

Every effort has been made to conduct the survey 
in an objective and judicious manner. It is hoped that 
the results will contribute to existing knowledge in 
the field and will provide the basis for workable and 
effective claims prevention programs. A suggested 
outline for such programs will be included in a report 
to be presented to the Board of Trustees and the 
House of Delegates at the June. 1957, meeting for 
the consideration of the state and local medical so¬ 
cieties. 

It is recognized that two approaches to tire subject 
of medical professional liability' are available. We can 
say as little as possible about the subject for fear of 
stimulating additional claims or we can actively at¬ 
tempt to educate the members of the profession 


concerning present trends and the pitfalls that thev 
should avoid. The present study and report have been 
predicated on this second approach. It is believed 
that only by facing up to all of the facts of the past 
and the present concerning medical professional lia¬ 
bility 7 can the profession intelligently plan way's and 
means to cope with this problem in the future. 


STETHOSCOPE ON CAPITOL HILL 

If it is true, as Henry Adams said, that “practical 
politics consists of ignoring facts,” then an unbeliev¬ 
able hoax has been perpetrated by the 359 physicians 
who have served in the U. S. Congress over the years. 
As a matter of fact, these doctors—with a background 
in scientific thought—have helped shape the destiny 
of our country precisely by legislating most often on 
a solid foundation of fact, rather than on a cloud of 
fancy. 

The article in the Organization Section on page 361 
of this issue of The Journal explodes the double my'th 
that springs up from time to time in the medical pro¬ 
fession: that all politicians are unsavory characters 
and that doctors should stay out of politics in the in¬ 
terest of themselves and organized medicine. The 
exact reverse is true. As public enlightenment extends 
this country’s basic concept of representative govern¬ 
ment, more men of high caliber go to Congress-and 
doctors often find themselves chosen by their fellow 
citizens as respected leaders and statesmen in the 
quest for finer government. 

When the 85th Congress convened this month, the 
names of six physicians sounded on the House of 
Representatives roll call, 'they include Nebraska's 
Arthur L. Miller, Pennsylvania’s Ivor D. Fenton and 
Thomas F. Morgan, West Virginia’s Will E. Neal, 
Puerto Rico’s Antonio Fernos-Isern, and Minnesota’s 
Walter H. Judd (who was virtually' alone in sounding 
the alarm against Japanese military expansion before 
World War II). Their combined service as national 
legislators totals 74 years. 

In our nation’s 181-year history, hot a single Con¬ 
gress has been without at least several doctors in the 
role of legislators. And the physicians were right there 
at the start; five of them signed the Declaration of In¬ 
dependence. Through the years, scores of doctors who 
voted in either the Senate or the House of Representa¬ 
tives have also served as state or territorial governors, 
judges, sheriffs, state legislators, and mayors. 

All this experience points up the fact that there is 
nothing improper or new in physicians taking an ac¬ 
tive part in our national government. Indeed, when 
the electorate calls, it is a sacred duty' on a par with 
medicine’s highest precepts toward helping in the 
good health of our fellow man. As is stated in the 
American Medical Association’s Principles of Medical 
Ethics, approved by' members in usual democratic 
process: ‘They’ should bear their part in enforcing the 
laws of the community and in sustaining the institu¬ 
tions that advance the interests of humanity.” 
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doctors in government 

The following special report was released from the 
Washington Office of the American Medical Associa¬ 
tion and is reproduced in The Journal for the interest 
of those who usually do not sec reports from the Wash¬ 
ington Office. To qtiotc in part from the Directors 
preface: 

“It is the story of the 359 physicians who, over the 
years, have helped to shape the destiny of the country 
as members of the U. S. House of Representatives and 
Senate. 

“The story is interesting and in some ways revealing. 
For example, at least 13 also were state or territorial 
governors, and three states selected men from this 
group as their first governors. If the REPORT docs 
nothing else it will document the point we have been 
making for years: There is nothing new, unusual or 
improper in doctors taking an active part in the na¬ 
tional government; they have been doing so from the 
very beginning of the Republic. 

“We arc not offering this as a complete or definitive 
historical work on doctors in government. It deals only 
with those who served in the House or Senate. Obvi¬ 
ously we can’t touch on all of them, but we have said 
something about more than 50 whose careers seemed 
to us to be particularly outstanding or unusual.’’— Ed. 

Doctors Were in on the Ground Floor: Five Signed 
Declaration .—In 1776 Josiah Bartlett was 47 years of 
age, described by his biographer as “a tall man with a 
fine figure . , , who . . . wore his auburn hair in a 
^ queue.” He was considerably more than that. He was 
a distinguished New Hampshire physician and an able 
and ardent patriot. He already had suffered for his 
interest in politics; he had been ousted from his post as 
justice of the peace by the Royal Governor of New 
Hampshire, and had seen his home burned to the 
ground. 

By 1776 Dr. Bartlett clearly had made his choice. 
So it was natural that as a New Hampshire delegate to 
the Continental Congress he signed the Declaration of 
Independence. Perhaps it was only an accident, but he 
was the second person to sign the engrossed document 
at the formal ceremony on August 2 of that year. 

Dr. Bartlett was not the only physician to sign the 
Declaration. There were four others: Drs. Lyman 
Hall, Benjamin Rush, Matthew Thornton and 
Oliver Wolcott. All except Dr. Wolcott were in 
active practice at the time; while trained in medicine, 
he had given it up for law. 

With all the others who signed the document—the 
lawyers, the statesmen, the soldiers, the businessmen— 
these five doctors were to achieve a degree of immor¬ 
tality. They are also symbolic of the strong interest the 
medical profession has taken in national legislation 
over the years. 


Doctors in Congress Through the Years: By States, 
by Parties.— Dr. Bartlett had been one of four physi¬ 
cian members of the Second Continental Congress in 
1775. The next year the Colonies sent eight doctors to 
the deliberations. In the critical years of 1783-84, 
eleven doctors were in the young Congresses that 
struggled to keep the states united. It is a tribute to the 
versatility of the profession that in the 181 years since 
1775 doctors have sat in every Congress. 

Research by this office carries down through nearly 
two centuries, Congress by Congress, the story of the 
medical profession’s contribution to the development 
of the American legislature. Here are some statistics 
on the doctors’ participation: 

Total Representation: Six physicians now are mem¬ 
bers of the House of Representatives of the 85th Con¬ 
gress that convenes in January. Counting them, a total 
of 359 physicians have served in American Congresses 
since 1775, including 35 Senators. Of the 359, eleven 
practiced another profession—generally law—as well as 
medicine, 33 were not active in practice when elected, 
and 18 had graduated in medicine but never practiced. 

By Parties: A total of 165 physicians were Demo¬ 
crats. Other party representation: Republicans 67, 
Whigs 30, Federalists 17, Jacksonian Democrats 6, 
American party 5, National Republicans 2, Independ¬ 
ents 2, and one each from six other minor parties. 
There is no record of party affiliation for 32 doctors in 
Congress, and party labels were not attached to the 
27 who sat in the Continental Congress between 1775 
and 1788. 

By States: The large states that were members of 
the original 13 Colonies naturally have supplied the 
most doctors to Congress. Leading the list is Pennsyl¬ 
vania with 52. Next are New York with 48 and New 
Jersey, 30. Ohio, although coming into the Union later, 
has sent 26 doctors to Congress. Other totals: Georgia 
17, Ken tuck)’ 12, Maryland 16, Massachusetts 13, Mis¬ 
souri 10, New Hampshire 14, Virginia 18, North Caro¬ 
lina 11. Connecticut has elected six to Congress, Dela¬ 
ware seven, Illinois five, Indiana seven, Louisiana 
five, Michigan five, South Carolina five, Tennessee 
eight. The following have elected from one to four 
physicians as Representatives or Senators: Alabama, 
Arkansas, California, North Dakota, Florida, Idaho, 
Iowa, Maine, Minnesota, Montana, Nebraska, New 
Mexico, Oregon, Rhode Island, Texas, Utah, Vermont, 
Washington, West Virginia, Wisconsin and Wyoming. 
Puerto Rico’s present Resident Commissioner also is a 
physician, Dr. A. Fernos-Isern. He is a non-voting 
member of the House. 

Sketches of a Few Famous American Physician- 
Legislators— During the troubled years from 1810 to 
1849—the War of 1812, the struggle for expansion, the 
Mexican War, the early political skirmishes over slav¬ 
ery—there were at least eight and usually 12 to 18 
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at the polls (though not necessarily how to cast ones 
ballot) indicate to a locality that the physician is 
their family doctor at heart, interested in all phases of 
their health and welfare. 

There are, of course, many gradations between the 
two previously mentioned extremes of informing peo¬ 
ple what the private practice of medicine really means. 
The physician who freely gives his time in the clinic, 
speaks on topical health matters before a service club, 
and even, on occasion, holds public office demon¬ 
strates, through indirect impact, that he considers the 
patient and himself as part of the whole, by equally 
participating in his environment. 

Sharing all the aspects of community life, as well as 
sharing personal problems of the individual that have 
some physiological or psychological effects on his body, 
provide the impact that the practice of medicine, and 
the doctor, are really interested in their patients. 


MEDICAL PROFESSIONAL LIABILITY 

One of the most frequently discussed and most 
important subjects of interest to the individual physi¬ 
cian and to organized medicine today is medical 
professional liability. Unfortunately to date a com¬ 
plete study has not been made of this problem. For 
this reason and in response to a number of resolutions 
presented to the House of Delegates by state medical 
societies requesting advice and assistance, an exhaus¬ 
tive survey has been conducted by the Law Depart¬ 
ment with the cooperation of other councils and 
committees of the Association. 

For approximately two years, facts, figures, and 
opinions have been systematically collected. This ma¬ 
terial has been reviewed, studied, and analyzed and is 
now available for presentation to the profession. In 
this issue of The Journal in the column entitled 
Medicine and the Law (page 364) is an outline of 
the various phases of the survey and a statement con¬ 
cerning the manner in which the results of the study 
will be reported in The Journal. It is anticipated that 
material on this subject will be published each week 
in the same section of The Journal until the entire 
report has been presented. It is then planned to re¬ 
produce and distribute the report, with copies of 
questionnaires and other necessary attachments, in 
booklet form. 

Even' effort has been made to conduct the survey 
in an objective and judicious manner. It is hoped that 
the results will contribute to existing knowledge in 
the field and will provide the basis for workable and 
effective claims prevention programs. A suggested 
outline for such programs will be included in a report 
to be presented to the Board of Trustees and the 
House of Delegates at the June, 1957, meeting for 
the consideration of the state and local medical so¬ 
cieties. 

It is recognized that two approaches to the subject 
of medical professional liability are available. We can 
say as little as possible about the subject for fear of 
stimulating additional claims or we can actively at¬ 
tempt to educate the members of the profession 


concerning present trends and the pitfalls that they 
should avoid. The present study and report have been 
predicated on this second approach. It is believed 
that only by facing up to all of the facts of the past 
and the present concerning medical professional lia¬ 
bility can the profession intelligently plan ways and 
means to cope with this problem in the future. 


STETHOSCOPE ON CAPITOL HILL 

If it is true, as Henry Adams said, that “practical 
politics consists of ignoring facts,” then an unbeliev¬ 
able hoax has been perpetrated by the 359 physicians 
who have served in the U. S. Congress over the years. 
As a matter of fact, these doctors—with a background 
in scientific thought—have helped shape the destiny 
of our country precisely by legislating most often on 
a solid foundation of fact, rather than on a cloud of 
fancy. 

The article in the Organization Section on page 361 
of this issue of The Journal explodes the double myth 
that springs up from time to time in the medical pro¬ 
fession: that all politicians are unsavory characters 
and that doctors should stay out of politics in the in¬ 
terest of themselves and organized medicine. The 
exact reverse is true. As public enlightenment extends 
this country’s basic concept of representative govern¬ 
ment, more men of high caliber go to Congress-and 
doctors often find themselves chosen by their fellow 
citizens as respected leaders and statesmen in the 
quest for finer government. 

When the 85th Congress convened this month, the 
names of six physicians sounded on the House of 
Representatives roll call, 'they include Nebraska's 
Arthur L. Miller, Pennsylvania’s Ivor D. Fenton and 
Thomas F. Morgan, West Virginia’s Will E. Neal, 
Puerto Ricos Antonio Fernos-Isern, and Minnesota’s 
Walter H. Judd (who was virtually alone in sounding 
the alarm against Japanese military expansion before 
World War II). Their combined service as national 
legislators totals 74 years. 

In our nation’s 181-year history, hot a single Con¬ 
gress has been without at least several doctors in the 
role of legislators. And the physicians were right there 
at the start; five of them signed the Declaration of In¬ 
dependence. Through the years, scores of doctors who 
voted in either the Senate or the House of Representa¬ 
tives have also served as state or territorial governors, 
judges, sheriffs, state legislators, and mayors. 

All this experience points up the fact that there is 
nothing improper or new in physicians taking an ac¬ 
tive part in our national government. Indeed, when 
the electorate calls, it is a sacred duty on a par with 
medicine’s highest precepts toward helping in the 
good health of our fellow man. As is stated in the 
American Medical Association’s Principles of Medical 
Ethics, approved by members in usual democratic 
process: “They should bear their part in enforcing the 
laws of the community and in sustaining the institu¬ 
tions that advance the interests of humanity.” 
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DOCTORS IN GOVERNMENT 

The following special report was released from the 
Washington Office of the American Medical Associa¬ 
tion and is reproduced in The Journal for the interest 
of those who usually do not sec reports from the Wash¬ 
ington Office. To quote in part from the Directors 
preface: 

“It is the story of the 359 physicians who, over the 
years, have helped to shape the destiny of the country 
as members of the U. S. House of Representatives and 
Senate. 

“The story is interesting and in some ways revealing. 
For example, at least 13 also ivere state or territorial 
governors, and three states selected men from this 
group os their first governors. If the REPORT does 
nothing else it will document the point we have been 
making for years: There is nothing new, unusual or 
improper in doctors taking an active part in the na¬ 
tional government; they have been doing so from the 
very beginning of the Republic. 

“We arc not offering this as a complete or definitive 
historical work on doctors in government. It deals only 
with those who served in the House or Senate. Obvi¬ 
ously we can’t touch on all of them, but ive have said 
something about more Ilian 50 whose careers seemed 
to us to be particularly outstanding or unusual.”— Ed. 

Doctors Were in on the Ground Floor: Five Signed 
Declaration— In 1776 Josiaii Bartlett was 47 years of 
age, described by his biographer as “a tall man with a 
fine figure . . . who . . . wore his auburn hair in a 
queue.” He was considerably more than that. He was 
a distinguished New Hampshire physician and an able 
and ardent patriot. He already had suffered for his 
interest in politics; he had been ousted from his post as 
justice of the peace by the Royal Governor of New 
Hampshire, and had seen his home burned to the 
ground. 

By 1776 Dr. Bartlett clearly had made his choice. 
So it was natural that as a New Hampshire delegate to 
the Continental Congress he signed the Declaration of 
Independence. Perhaps it was only an accident, but he 
was the second person to sign the engrossed document 
at the formal ceremony on August 2 of that year. 

Dr. Bartlett was not the only physician to sign the 
Declaration. There were four others: Drs. Lyman 
Hall, Benjamin Rush, Matthew Thornton and 
Oliver Wolcott. All except Dr. Wolcott were in 
active practice at the time; while trained in medicine, 
he had given it up for law. 

With all the others who signed the document—the 
lawyers, the statesmen, the soldiers, the businessmen— 
these five doctors were to achieve a degree of immor¬ 
tality. They are also symbolic of the strong interest the 
medical profession has taken in national legislation 
over the years. 


Doctors in Congress Through the Years: By States, 
by Parties.— Dr. Bartlett had been one of four physi¬ 
cian members of the Second Continental Congress in 
1775. The next year the Colonies sent eight doctors to 
the deliberations. In the critical years of 1783-84, 
eleven doctors were in the young Congresses that 
struggled to keep the states united. It is a tribute to the 
versatility of the profession that in the 181 years since 
1775 doctors have sat in every Congress. 

Research by this office carries down through nearly 
two centuries, Congress by Congress, the story of the 
medical profession’s contribution to the development 
of the American legislature. Here are some statistics 
on the doctors’ participation: 

Total Representation: Six physicians now are mem¬ 
bers of the House of Representatives of the 85th Con¬ 
gress that convenes in January. Counting them, a total 
of 359 physicians have served in American Congresses 
since 1775, including 35 Senators. Of the 359, eleven 
practiced another profession—generally law—as well as 
medicine, 33 were not active in practice when elected, 
and 18 had graduated in medicine but never practiced. 

By Parties: A total of 165 physicians were Demo¬ 
crats. Other party representation: Republicans 67, 
Whigs 30, Federalists 17, Jacksonian Democrats 6, 
American party 5, National Republicans 2, Independ¬ 
ents 2, and one each from six other minor parties. 
There is no record of party affiliation for 32 doctors in. 
Congress, and party labels were not attached to the 
27 who sat in the Continental Congress between 1775 
and 1788. 

By States: The large states that were members of 
the original 13 Colonies naturally have supplied the 
most doctors to Congress. Leading the list is Pennsyl¬ 
vania with 52. Next are New York with 48 and New 
Jersey, 30. Ohio, although coming into the Union later, 
has sent 26 doctors to Congress. Other totals: Georgia 
17, Kentucky 12, Maryland 16, Massachusetts 13, Mis¬ 
souri 10, New Hampshire 14, Virginia 18, North Caro¬ 
lina 11. Connecticut has elected six to Congress, Dela¬ 
ware seven, Illinois five, Indiana seven, Louisiana 
five, Michigan five, South Carolina five, Tennessee 
eight. The following have elected from one to four 
physicians as Representatives or Senators: Alabama, 
Arkansas, California, North Dakota, Florida, Idaho, 
Iowa, Maine, Minnesota, Montana, Nebraska, New 
Mexico, Oregon, Rhode Island, Texas, Utah, Vermont, 
Washington, West Virginia, Wisconsin and Wyoming. 
Puerto Rico s present Resident Commissioner also is a 
physician. Dr. A. Fernos-Isern. He is a non-voting 
member of the House. 

Sketches of a Few Famous American Physician- 
Legislators .—During the troubled years from 1810 to 
1849—the War of 1812, the struggle for expansion, the 
Mexican War, the early political skirmishes over slav- 
ery—there were at least eight and usually 12 to 18 
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doctors in Congress. In the following few sessions of 
Congress, the years leading up to the Civil War, the 
profession also was well represented, having from 
seven to 15 of its members in the House or Senate. 
During the Civil War, although a high percentage of 
the doctors were with the armies, between five and 
seven usually were seated in Washington. 

These statistics may be important, but they show 
nothing at all about what these men were like as men, 
or what impelled them into the turmoil of national 
politics. In subsequent paragraphs some of them will 
be described in other connections—as state governors, 
as military line officers, as physician-legislators who 
also made unusual contributions. Below are brief 
sketches of a few not otherwise described in this re¬ 
port who were outstanding: 

Matthew Thornton, a contemporary of Dr. Bart¬ 
lett and the third signer of the Declaration of Inde¬ 
pendence, was a colonel in the New Hampshire troops 
almost 30 years before the Revolutionary War. Massive 
physically as well as mentally, he is said to have had 
“black and penetrating eyes and an invincibly grave 
expression.” After one session of the Continental Con¬ 
gress, he was appointed to his state’s supreme court 
and thereafter did not practice medicine. One example 
of his mental capacity: when past 80 years of age he 
wrote a metaphysical treatise. 

Lyman Hall, another signer of the Declaration, was 
born in Connecticut, graduated from Yale, then mi¬ 
grated to St. John’s Parish on the Georgia coast, where 
he gathered around him a colony of intellectuals and 
independents. Wien he arrived at the Continental 
Congress in 1775, John Adams described him as “intel¬ 
ligent and spirited . . . made a powerful addition to 
our phalanx.” Like Dr. Bartlett and most of the others, 
he suffered for his views. His home was burned by the 
British in 1778. Later, as governor of Georgia, he 
helped to found the University of Georgia. Through¬ 
out his career he practiced medicine while also pros¬ 
pering as a rice planter. 

Benjamin Rush of Pennsylvania, another practicing 
physician who signed the Declaration, was easily the 
most famous American physician and medical teacher 
of his generation. Dr. Rush was a rugged character, 
brash and bold in debate and in conduct. His corre¬ 
spondence was so indiscrete—he feuded violently with 
Washington, among others—that his family kept his 
private papers secret until recent years. He was a con¬ 
fidant of all the important men of his age in political 
life. It was to him that Jefferson mote the famous line: 
“I have sworn upon the altar of God eternal hostility 
against even,' form of tyranny over the mind of man.” 

William Shippen of Pennsylvania, was a member of 
the Continental Congress and a dedicated physician 
all his life, one of the founders of the College of Phila¬ 
delphia (later University' of Pennsylvania) and of the 
College of New Jersey (later Princeton). 

Samuel Holten of Massachusetts, a friend of the 
Revolution from the beginning, held many state posts, 
and was a member of Provincial Congress, of the Com¬ 
mittee of Safety and at one time president pro tempore 
of Continental Congress; later a judge. 


David Ramsey of South Carolina, where he moved 
from Philadelphia, was an Army surgeon during the 
Revolution. Captured at the fall of Charleston, he was 
imprisoned by British for 11 months. Later, a member 
of Continental Congress and at one time its President 
pro tempore, he instituted the first election contest ever 
filed before Congress. 

John Condit of New Jersey, was twice appointed 
and twice elected to the U. S. Senate and several times 
elected to House. A founder and trustee of Orange 
Academy, he was an Army surgeon during the Revo¬ 
lution. 

Samuel L. Mitchell of New York, served as Repre¬ 
sentative or Senator from 1800 to 1813. He was medical 
editor and professor of natural history and botany and 
materia medica in the New York College of Physicians 
and Surgeons. 

Westel Willoughby Jr., of New York, was state 
judge, member of state Assembly and president of 
Western New York College of Physicians and Surgeons. 
He was an Army surgeon (1812) before election to 
U. S. House. He founded the town of Willoughby, 
Ohio, and Willoughby College (now part of Syracuse 
University). 

Royal S. Copeland of New York, perhaps best 
known of the modern physician-senators, entered polit¬ 
ical life as mayor of Ann Arbor, Mich., 1901-1903, and 
on moving to New York City, served as public health 
commissioner for five years. He was elected to the 
Senate in 1922 and served until his death in 1938. 

13 Physician-Congressmen Also Were Governors.- 
Among the 359 doctors who have reached Congress, 
there are scores who, the records show, thrived on po¬ 
litical combat. All their lives they were active in state 
and local politics and government, as well as national. 
They were sheriffs, judges, state legislators, state and 
national committeemen. Records we have studied are . 
evidence that at least 13 of these men—doctors elected 
to Washington—also became state or territorial gov¬ 
ernors at one time or another. 

One of the most colorful must have been Dr. James 
W. Throckmorton of Texas, who served in the House 
of Representatives after the Civil War. He was elected 
governor of Texas without much trouble, but was 
thrown out of office on orders of General Sheridan. 

Three states—Alabama, Delaware and Ohio—had 
doctors as their first governors. William W. Bidd was 
Alabama’s first governor, before coming to Congress, 
where he served both in Senate and House. Likewise, 
Edward Tiffin was elected first governor of Ohio in 
1803, following which he came to Washington as a 
U. S. Senator. Joshua Clayton, who had one term in 
the U. S. Senate at the end of the eighteenth century, _ 
was Delaware’s first governor. 

At least two physicians who served in Congress also 
have been territorial governors. Late in his career, Wil¬ 
liam A. Newell was territorial governor of Washing¬ 
ton a job that could not have been a novelty to him as 
he had served as New Jersey s chief executive between 
two terms in the U. S. Senate in the mid-nineteenth 
century. Dr. Newell rounded off his career with an ap- 
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pointment as U. S. Indian Inspector, starting in 1884. 
During the Civil War William Jayne was Dakota Ter¬ 
ritory governor after sitting two years in the U. S. 
House as a non-voting delegate. 

Other physician-governors who spent some time in 
the U. S. House or Senate: John Osborn, Wyoming 
governor 1893-95; William Harrison Bissel, Illinois, 
mid-nineteenth century; Alexander M. Dockery, Mis¬ 
souri’s governor at end of nineteenth century; Wil¬ 
liam Eustis, who served as U. S. Minister to the Neth¬ 
erlands and Governor of Massachusetts after two terms 
in the House of Representatives; Joseph Kent, Mary¬ 
land’s governor between terms in U. S, House and 
Senate; and Drs. Hall of Georgia and Wolcott of Con¬ 
necticut, mentioned earlier as signers of the Declara¬ 
tion of Independence. 

Scores of Physician-Congressmen Also Led Troops 
in Battle .—When the country was young and bursting 
at its seams, doctors like others moved from one pro¬ 
fession or business to another rather freely—medicine 
to law to agriculture then perhaps back to medicine. 
But among doctors in national politics, the most popu¬ 
lar transition was from medicine to military duty' as 
line officers, then back again to medicine. This tend¬ 
ency was pronounced during the Revolutionary War, 
continued through the War of 1812, and was not un¬ 
usual in the Civil War, even though by that time there 
was a national awareness of the great value of military 
surgeons. 

Henry M. Shaw of North Carolina, served two 
terms in the U. S. House of Representatives before the 
Civil War. But when the fighting started he showed up 
as a line colonel in the Confederate Army and was 
killed in action near New Bern, N. C. 

Similar to his career was that of a contemporary, 
Graham Fitch of Indiana, who raised a regiment of 
volunteers for the North and led the men as colonel 
until wounds forced his retirement. A younger doctor 
in Virginia, Robert E. Withers, followed the same 
course; a major of infantry', then colonel, finally dis¬ 
charged “in consequence of numerous disabling 
wounds.” After the war he served in the Senate, 
founded the Lynchburg, Va., News, was named consul 
at Hong Kong. 

A generation earlier Solon Borland of Arkansas had 
done the same thing—practiced medicine until the 
fighting started in Mexican and Civil Wars, then led 
troops in battle. His Senate service came between the 
wars. Similarly John Bratton of South Carolina pre¬ 
ferred fighting to doctoring; like Dr. Borland he had 
the rank of line brigadier general in the Confederate 
Army. He was a U. S. Senator after the reconstruction 
period. 

In view of these cases, it is not unusual that two 
physicians who served in Congress also were selected 
as Secretary of War. One was Henry Dearborn of 
Massachusetts, line officer in the Revolutionary War, 
secretary of war for eight years under Washington, 
member of Congress, then senior major general in 
command of troops in the War of 1812. An earlier Sec¬ 
retary of War for Washington was James McHenry 


of Maryland, whose Revolutionary War record shows 
him as surgeon, secretary to Washington, member of 
Lafayette’s staff. He had sat in the Continental Con¬ 
gress. 

They Were Lawyers, Botanists, Astronomers, Diplo¬ 
mats, Preachers.—In addition to sitting in the U. S. 
Congress, doctors had the enthusiasm and capacity' 
for many other activities, some unusual. They are not 
easy to catalog. Following are a few words about 
more of them. Unless otherwise indicated, their Con¬ 
gressional service was in the House of Representatives 
and during the years shown in parentheses: 

John Archer of Maryland (1801-09) received the 
first medical degree issued on the American continent 
. . . Several combined preaching or theology with 
medicine— John Bull of Missouri (1833-35), Oliver 
Cromwell Comstock of New York (1813-19), Luth¬ 
er Jewett of Vermont (1815-17), Hugh Williamson 
of North Carolina (1789-93), and Manasseh Cutler 
of Massachusetts (1801-05). Dr. Cutler also had the 
time to be a lawyer, botanist and astronomer . . . John 
S. Harrison of Ohio (1853-59) had as good a claim 
on the White House as a man could get without being 
elected to it: he was the son of one President and the 
father of another. The first President Harrison, inci¬ 
dentally', studied medicine but did not practice . . . 
Two doctors who served in the Congress were later 
directors of the U. S. mint. Samuel Moore of Pennsyl¬ 
vania (1817-23) and Daniel Sturgeon of Pennsyl¬ 
vania (Senate 1840-51), and one was U. S. Treasurer, 
Thomas T. Tucker of South Carolina (1787-88) . . . 
Alexander Campbell (Senate 1809-13) was vice 
president of the first Ohio anti-slavery society . . . 
Thomas Dunn English of New Jersey (1891-95), 
trained as physician and lawyer, neglected both for 
writing .. . Samuel Fowler of New Jersey (1833-37) is 
recognized as the discoverer of hvo minerals, fowlerite 
and franklinite . . . John E. Hutton of Missouri 
(1885-89) practiced law and medicine at the same 
time ... After serving in the House, George B. Loring 
of Massachusetts (1877-81) was made U. S. Com¬ 
missioner of Agriculture, then minister to Portugal. . . 
William S. Haymond (1875-77) organized the Cen¬ 
tral Medical College of Indianapolis, after Civil War 
service . . . Norton S. Townsend of Ohio (1851-53) 
became prominent in scientific agriculture . . . 
William Darlington of Pennsylvania (1815-23) was 
internationally recognized as a botanist. . . Robert B. 
Vance of North Carolina served one term (1823-25), 
was defeated three consecutive times when he tried 
again, the last time with a degree of finality: his suc¬ 
cessful opponent killed him in a duel. 

Physician Members of 85th Congress, Which Con¬ 
venes in January.-W alter H. Judd of Minnesota, 
member of House since 1942. Served in field artillery 
in World War I, medical missionary in China 1925-31 
and 1934-38; just prior to World War II staged vir¬ 
tually one-man campaign to arouse people of U. S. 
against Japanese military expansion. Arthur L. 
Miller of Nebraska, member of House since 1942. 
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Army reserve surgeon in World War I, Mayor of Kim¬ 
ball, Neb., member Nebraska legislature, state health 
director. Ivor D. Fenton of Pennsylvania, member of 
the House since 1939. Army surgeon for 20 months in 
World War 1,11 months overseas. Thomas F. Morgan 
of Pennsylvania, member of House since 1944. Main¬ 
tains practice at Frederick town, Pa. Will E. Neal of 
West Virginia, member of House 1952-54, elected 
again for 1957-58. General practice at Huntington, 
W. Va., since 1906, with exception three years as 
mayor. Served in state legislature and in various 
health posts. Antonio Fernos-Isern, Puerto Rico’s 
Resident Commissioner in Washington since 1946. 
Cardiologist, professor of public health in School of 
Tropical Medicine of Puerto Rico, commissioner of 
health, and acting Governor of the island several 
times prior to election to House. 

MEETINGS OF DOCTORS AND LAWYERS 

Doctors and lawyers in Atlanta, Ga., Denver, and 
Philadelphia will meet in March at the invitation of 
the American Medical Association to discuss mutual 
problems of the two professions. The meetings have 
been scheduled as a follow-up to three similar sessions 
held in other cities last fall. “Medicine and the law 
must work together so frequently that we feel open 
discussions of mutual problems are of the utmost im¬ 
portance,” said C. Joseph Stetler, Director of the Law 
Department of the A. M. A., in announcing the series. 
Subjects to be included in the discussions will be 
trauma and disease, medical expert testimony, and the 
medical witness. In addition, a mock trial will demon¬ 
strate the introduction in court of chemical tests for 
intoxication. 


The symposiums will be held at the Atlanta-Biltmore 
Hotel in Atlanta, Ga. March 15-16; the Cosmopolitan 
Hotel in Denver, March 22-23; and the Benjamin 
Franklin Hotel in Philadelphia, March 29-30. In each 
city, plans are being made for audiences of between 
300 and 350, divided as evenly as possible between 
physicians and attorneys. The registration fee for each 
symposium will be $5, to cover the cost of a luncheon 
session and a copy of any proceedings that are pub¬ 
lished. Advance registrations should be sent to the Law 
Department, American Medical Association, 535 N. 
Dearborn St., Chicago 10. Mr. Stetler pointed out that 
interest in the new series of medicolegal meetings has 
been so great that early registrations are advisable. 

INDEX OF ARTICLES IN TODAY’S HEALTH 

Physicians and their wives who are called on to 
give health talks before nonmedical groups will ap¬ 
preciate the new Cumulative Index to Today’s Health 
magazine, published by the American Medical Asso¬ 
ciation. From January, 1950, through December, 1955, 
more than 1,475 articles appeared in Todays Health. 
This valuable reference guide may be purchased from 
the Order Department for 50 cents a copy. 

NEW MEMBER OF LAW DEPARTMENT STAFF 

Warren E. Whyte has joined the staff of the A. M. A. 
Law Department as executive secretary of the Com¬ 
mittee on Legislation, succeeding R. G. Van Buskirk, 
who has entered the practice of law in Baton Rouge, 
La. Mr. Whyte served for two years as trial attorney 
for the Food and Drug Administration in Washing¬ 
ton, D. C. 
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STUDY OF MEDICAL PROFESSIONAL LIABILITY 


The following is a chronological resume of the ac¬ 
tions taken during the past two years by the Law 
Department with respect to the subject of medical 
professional liability. It will outline the various phases 
of the study conducted and the manner in which the 
results of the study will be reported in The Journal. 

At its meeting in December, 1954, the Board of Trus¬ 
tees requested the Law Department to consider the 
actions taken up to that time by the Association with 
respect to professional liability' and to plan and initiate 
any necessary' additional studies. This action by the 
Board was taken in response to a number of resolutions 
presented to tire House of Delegates by the state med¬ 
ical societies requesting advice and assistance in this 
field. After consultation with the staff of the Council 
on Medical Sen-ice and the Chairman of the Commit¬ 
tee on Professional Liability' of the Committee of Medi¬ 
colegal Problems, it was agreed that further exploration 
was necessary' and desirable. 


Since the initiation of its study, the Law Depart¬ 
ment has submitted three progress reports to the Board 
of Trustees: one in May', 1955, one in November, 1955, 
and the most recent in May', 1956. A final report on the 
initial phases of the study, will be submitted to the 
Board and the House of Delegates at the June, 1957, 
meeting in New York City. Prior to that time and be¬ 
ginning with this issue of The Journal, a series of 
articles and analyses of statistical data will be pub¬ 
lished. This material will appear each week for the 
next several months in this column. 

Scope of the Study 

In planning the study it was decided that the follow¬ 
ing projects should be undertaken: 

1. An analysis of state insurance laws and regula¬ 
tions. A questionnaire was prepared jointly with the 
Council on Medical Service and sent to each state 
insurance commissioner. The desired information has 
now been received from all states. 
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2. A review of state statutes of limitations. A de¬ 
tailed study of the statutes of limitation of each state 
relating to medical professional liability suits has been 
completed. 

3. An analysis of reported cases. A review has been 
completed of every medical professional liability case 
reported from 1935 through 1955. Information that has 
been culled from these cases has been coded and 
placed on punch cards. The report on these cases, 
numbering about 750, will show the areas of medical 
practice in which professional liability cases occur 
most frequently, tire circumstances usually surround¬ 
ing such claims, their disposition, and the amount of 
the judgments. 

4. An analysis of professional liability claims involv¬ 
ing physicians in government service. 

5. A survey and analysis of pertinent state legisla¬ 
tion. From this phase of the study it is possible that 
some recommendation can be formulated for model 
legislation covering the field of professional liability. 
- 6. A survey of state medical societies. A three-part 
questionnaire concerning the availability of profession¬ 
al liability insurance, the most prevalent problems in 
the field, and the status of claims prevention programs 
was sent to tire 48 state medical societies and tire 
medical societies of the District of Columbia, Hawaii, 
and Alaska. Thus far, replies have been received from 
all but five. 

Information developed from this questionnaire will 
shed light on' the opinion of the medical societies as 
to the most common causes of professional liability 
claims and suits, the effect a professional liability claim 
has on the reputation and practice of a physician, the 
availability of professional liability insurance and the 
names of carriers writing this type of coverage in each 
state, the average amount of professional liability in¬ 
surance physicians carry, and the methods used by the 
state medical societies to cope with this problem 
through claims prevention and claims review pro¬ 
grams. 

7. A survey of national medical societies. A ques¬ 
tionnaire inquiring as to group insurance programs or 
other arrangements for providing professional liability 
insurance to members was sent to 13 national medical 
societies. The desired information has been received 
from all of these organizations. 

8. A survey of physicians. Physicians representing a 
random sampling of 5% of the American Medical Asso¬ 
ciation membership have received a questionnaire 
seeking information as to their opinion on various 

h-. aspects of medical professional liability and also in¬ 
quiring whether a professional liability claim has ever 
been brought against them. The information thus 
obtained has been coded and key-punched on IBM 
cards. Various statistical analyses will be made of the 
opinion of physicians as to the value of professional 
liability claims prevention and claims review programs, 


the subjects that should be covered in such programs, 
and the availability and average amount of profession¬ 
al liability insurance carried by physicians. 

A second questionnaire was sent to those physicians 
who indicated in response to the first questionnaire 
that a malpractice claim or suit has been brought 
against them. Detailed information was requested in 
this second questionnaire concerning each claim. As 
a result of the information received, various analyses 
will be made showing the status of claimants as to age, 
sex, and occupation; negligent acts alleged; the relation 
of the physicians’ type of practice to the alleged negli¬ 
gent acts; the places where the incidents occur; and 
the disposition of all claims and suits. 

9. The preparation and publication of special arti¬ 
cles. Fifteen subjects were selected for articles to be 
included in a special series on the subject of medical 
professional liability. The subjects to be covered are 
The History of Professional Liability Claims in the 
United States; Put It in Writing, Doctor; Medical- 
Legal Hazards of Anesthesia; Physicians Expressing 
Opinions as to Former Treatment; The Res Ipsa Lo¬ 
quitur Case; The Rule of Respondeat Superior-, Haz¬ 
ardous Therapy; New Concepts in Professional Liabil¬ 
ity Suits; Professional Liability Claims Prevention; 
Professional Liability Insurance Limits; Professional 
Liability Claims in England; The Law of Professional 
Liability; The Medical Professional Liability Suit- 
Preparation and Trial; Timely Use of Consultants; and 
Safety Engineering in Medical Practice. 

These categories will form the basis for the report 
to be presented to the Board of Trustees and the House 
of Delegates in June, 1957. A definite schedule as to 
the order of publication of this material in The Jour¬ 
nal cannot be stated at this time. The first items to 
appear, however, will be the first four of the special 
articles listed above. The first article mentioned will 
appear next week. 

The Law Department intends to continue its study 
of this subject after June, 1957, in other areas. An 
opinion survey among attorneys and members of tire 
judiciary experienced in the handling of medical 
professional liability suits will be included. There will 
also be a study of insurance experience and rates and 
a survey of comparable fields of negligence actions. 

Conclusions 

We believe that the results of this study will indicate 
to the profession generally an accurate picture of the 
current status of the number and causes of professional 
liability claims and suits and the availability and cost 
of liability insurance. More importantly, we believe we 
have determined the causes for the present situation 
and for the aggravation - of the problem in certain 
areas. Armed with these facts, we should be in a posi¬ 
tion to plan a long-range educational program for 
presentation to both the legal and medical professions. 
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CALIFORNIA 

Assembly on Metabolic Disease.—The fifth annual 
graduate assembly devoted to “The Dynamics of En¬ 
docrine and Metabolic Disease” will be held Feb. Il¬ 
ls at Highland-Alameda County Hospital, Oakland, 
under the auspices of the committee for postgraduate 
medical education of the Alameda-Contra Costa Medi¬ 
cal Association and the Institute for Metabolic Research 
of the Highland-Alameda County Hospital. Enrollment 
will be limited to 100 participants by subscription. In¬ 
quiries should be addressed to Dr. Laurance W. Kin- 
sell, Highland-Alameda County Hospital, Oakland. 

Meeting on Obstetrics and Gynecology.—The Obstet¬ 
rical and Gynecological Assembly of Southern Cali¬ 
fornia will convene for its 12th annual meeting Feb. 
11-15, at the Ambassador Hotel, Los Angeles. The 
faculty will include Drs. Willis E. Brown, University 
of Arkansas School of Medicine, Little Rock; George 
H. Gardner, Northwestern University Medical School, 
Chicago; Ernest W. Page, University of California 
Medical School, Berkeley-San Francisco; Franklin L. 
Payne, University of Pennsylvania School of Medicine, 
Philadelphia; E. Stewart Taylor, University of Colo¬ 
rado School of Medicine, Denver; and Curt Stern, 
Ph.D., University of California Medical School, Berke¬ 
ley. Communications should be addressed to P. O. 
Box 5711S, Flint Station, Los Angeles 57. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in cooperation with 
the department of public health, Yale University 
School of Medicine, New Haven, will present “Admin¬ 
istrative Medicine” at the Brady Auditorium, 310 
Cedar St,, Feb. 7, 4 p. m. Hospital administration will 
be discussed by Dr. T. Stewart Hamilton, director, 
Hartford Hospital, and insurance administration by 
Dr. Robert A. Goodell, medical director, Phoenix 
Mutual Life Insurance Company, both of Hartford. 

ILLINOIS 

Chicago 

Society News.—The Chicago Society of Physical Medi¬ 
cine and Rehabilitation will meet Feb. 13, 8 p. m., at 
the Stritch School of Medicine, Loyola University, 
706 S. Wolcott Ave. Dr. David I. Abramson, chairman, 
department of physical medicine and rehabilitation, 
University of Illinois College of Medicine, will dis¬ 
cuss “Vascular Disorders of the Lower Extremities.” 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


LOUISIANA 

Regional Meeting on Pathology.—A joint meeting t 
the College of American Pathologists, south centr 
region, with the Louisiana Pathology Society and tl 
Louisiana division of the American Cancer Socie; 
will be held in New Orleans, Feb. 14-17, at the Louis 
ana State University School of Medicine and tl 
Roosevelt Hotel. An all-day seminar on Friday c 
ophthalmic pathology wall have as moderator D 
Andrew S. Ranier, Lake Charles and as guest coi 
ductors Drs. Lorenz E. Zimmerman, Washingtoi 
D. C., and George M. Haik, New Orleans. The Louis 
ana Pathology Society will be host at a social hou 
6:30-8 p. m. A workshop in immunohematology an 
blood banking has been scheduled for Sunday mon 
ing at the Louisiana State University School of Med 
cine. 

NEW YORK 

State Medical Society Sesquicentennial.—The Medics 
Society of the state of New York will observe the 150tl 
anniversary of its founding at Albany in Februar) 
1S07, with a statewide program of celebration by th 
24,323-member association and its 61 componen 
county medical societies. The Sesquicentennial Cor 
vention, Feb. 18-21, will be held at the Hotel Static 
in New York City. An exposition of the history c 
medicine in the Empire State will depict medic; 
progress “from Colonial Times to the Atomic Age. 
Through its president, Dr. James Greenough, Oneont; 
the society extends a cordial invitation to all resident 
of New York and neighboring states. 

The scientific program will consist of general se; 
sions, symposiums and panel discussions, closed 
circuit color television, scientific motion pictures, an; 
scientific and technical exhibits. On the opening da; 
an invitational luncheon will be held, at which repre 
sentatives of the three principal faiths will discuss th 
interrelation of religion and medicine. The America; 
Board of Legal Medicine announces a luncheon a 
which a panel of doctors and lawyers will review th 
medical and legal aspects of “The Relation of Traum 
to Disease.” Requests for reservations, accompaniei 
by a check or money order for 35 a person, should b 
sent to the Secretary, American Board of Legal Medi 
cine, Inc., 1501 Broadway, New York 36. On Wednes 
day, a public forum on medical care (either at Tow 
Hall or at Hunter College) will be addressed b; 
spokesmen of government, labor, management, am 
tlie medical profession. Tickets for the banquet Tues 
day ($15 each) can be obtained by forwarding a ched 
or money order, payable to the society, to Dr. Fred 
erick A. Wurzbach Jr., Chairman, Banquet Committee 
Medical Society of the State of New York, 386 Fourtl 
Ave., New York 16. Admission to the exposition wil 
be free and no tickets are required. 
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Health Forums for the Public.—The Brooklyn Institute 
of Arts and Sciences, in cooperation with the Brooklyn 
office of die New York City Department of Health and 
the Medical Society of the County of Kings and the 
Brooklyn Academy of Medicine, will sponsor a series 
of six health forums for the public in the lecture hall 
of the Brooklyn Academy of Music, 30 Lafayette Ave., 
Brooklyn. Dr. Harry S. Lichtman, Brooklyn, chair¬ 
man, public health committee, Medical Society of the 
County of Kings, will serve as chairman of these free 
forums, which will he presented at S:30 p. m.: 

Feb. 13, Antibiotics, Max Michael Jr., Brooklyn, Maimonides 
Hospital; Robert C. Austrian, Brooklyn, Kings County Hos¬ 
pital Center; and Perrin H. Long, Brooklyn, State University 
of New York, Downstate Medical Center, moderator. 

Feb. 27, Heart Surgery—New Help for Hearts, John J. Kelly Jr., 
M. M. Newman, Frank X. Giustra, Brooklyn, Kings County 
Hospital Center, and Clarence Dennis, Brooklyn, State Uni¬ 
versity of New York, Downstate Medical Center, moderator. 
March 13, The City Protects Our Health, Leonard Greenburg, 
New York City, comissioner of Air Pollution Control, City of 
New York; Mr. Jerome B. Trichter, Department of Health, 
City of New York; and Morris Kleinfeld, Brooklyn, Division 
of industrial Hygiene, New York State Department of Labor. 
•March 27, Accidental Poisonings, Harold Jacobziner, Depart¬ 
ment of Health, City of New York (The Poison Control 
Center of the Health Department); Alexander O. Gettler, 
Ph.D., LL.D., Office of the Chief Medical Examiner, City of 
New York (The Work of the Chief Medical Examiner’s 
Office); and Henry Rascoff, Brooklyn, Beth-El Hospital, mod¬ 
erator. 

April 10, Latest Approach to Cancer, John G. Masterson and 
Harry Z. Mellins, Detroit, Kings County Hospital Medical 
Center, and Louis Berger, Brooklyn Jewish Hospital, mod¬ 
erator. 

April 24, Nutrition: Food Shapes Our Future (additional spon¬ 
sor, Brooklyn Nutrition Committee); John H. Browe, Albany, 
New York State Department of Health; Robert W. Hillman, 
Brooklyn, State University of New York; Downstate Medical 
Center; and Miss Mary Fitzgerald, Board of Education, City 
of New York, moderator. 

New York City 

Course on Office Proctology.—A course on office proc¬ 
tology will be given Feb. 18-19 at the Mt. Sinai Hos¬ 
pital in affiliation with Columbia University. The 
course, designed to acquaint the clinician with the 
important proctologic conditions that lend themselves 
to office diagnosis and treatment, will include demon¬ 
stration of all diagnostic and various therapeutic pro¬ 
cedures. The fee is $50. For information, address the 
Registrar for Postgraduate Medical Instruction, Mount 
Sinai Hospital, Fifth Avenue and 100th Street, New 
York 29. 

PENNSYLVANIA 

Philadelphia 

Meeting on Medical History.—At the meeting of the 
section on medical history. College of Physicians of 
Philadelphia, Feb. 12, 8:30 p.m., John Lawrence’s 
“Oration on the Birthday of Medical Honors in Amer¬ 
ica” (First Medical Commencement Address, Uni¬ 
versity of Pennsylvania, 1768) will be given, trans¬ 
lated from the original Latin, with a review of the 
author’s life, by Dr. Herbert James Dietrich Jr., Haver- 
ford, Pa. “John Redman: Medical Preceptor of Phil¬ 
adelphia,” will be the subject of Whitfield J. Bell Jr., 


Ph.D., associate editor of "The Papers of Benjamin 
Franklin.” The Edward Bell Krumbhaar Award in 
Medical History (Medical Student Prize Essay Con¬ 
test, College of Physicians of Philadelphia) will be 
presented, with remarks by Dr. Stanley P. Reimann, 
Lankenau Hospital of Philadelphia. Ail who are in¬ 
terested are welcome. 

TENNESSEE 

Venereal Disease Conference.—The 26th Venereal Dis¬ 
ease Postgraduate Conference for Physicians, spon¬ 
sored -by the University of Tennessee College of 
Medicine, Memphis, and the Public Health Service, 
will be held at the college of medicine April 18-20. 
The course is designed to acquaint the practitioner 
with the latest developments in the venereal diseases. 
Discussion leaders will be drawn from university 
faculties, Public Health Service personnel, and other 
authorities. No tuition will be charged. Applications 
for admission should be sent to Dr. Henry Packer, 
University of Tennessee College of Medicine, Mem¬ 
phis 3. 

TEXAS 

Course on Rheumatic Diseases.—The University of 
Texas Postgraduate School of Medicine, Houston, will 
present a course, “Rheumatic Diseases: Present-Day 
Concepts and Their Management,” at Houston, Feb. 
27-March 1. Drs. Joseph J. Bunim, Bethesda, Md.; 
Richard H. Freyberg, New York; and William P. Hol¬ 
brook, Tucson, Ariz., guest lecturers, will be assisted 
by faculty members of the postgraduate school. The 
tuition fee for the course is $40. Application for ad¬ 
mission should be mailed to the University of Texas 
. Postgraduate School of Medicine, Texas Medical Cen¬ 
ter, Houston 25, before Feb. 18. 

VERMONT 

Scholarships for Course on Pulmonary Function.—The 
Vermont Tuberculosis and Health Association is offer¬ 
ing three $75 scholarships to Vermont physicians to 
attend a postgraduate course for the measurement of 
pulmonary function in health and disease at the Bos¬ 
ton City Hospital, March 25-29. Information may be 
obtained from Mr. James Bates, Executive Director, 
Vermont Tuberculosis and Health Association, 187 
College St., Burlington. 

GENERAL 

Course in Neurology.—The University of Kansas Med¬ 
ical Center, Kansas City, will offer a postgraduate 
course in neurology Feb. 27-28. The guest faculty 
includes Dr. Joe R. Brown, University of Minnesota 
Graduate School, Minneapolis-Rochester; Dr. Joseph 
M. Foley, Harvard Medical School, Boston; Dr. 
Franklin R. Miller, Snyder Clinic, Winfield, Kan.; and 
Dr. John A. Segerson, Menninger Foundation, Topeka, 
Kan. Registration fee for the course is $30. Information 
may be obtained from the Department of Postgrad¬ 
uate Medical Education, University of Kansas School 
of Medicine, Kansas City 12, Kan. 
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CALIFORNIA 

Assembly on Metabolic Disease.—The fifth annual 
graduate assembly devoted to “The Dynamics of En¬ 
docrine and Metabolic Disease” will be held Feb. 11- 
13 at Highland-Alameda County Hospital, Oakland, 
under the auspices of the committee for postgraduate 
medical education of the Alameda-Contra Costa Medi¬ 
cal Association and the Institute for Metabolic Research 
of the Highland-Alameda County Hospital. Enrollment 
will be limited to 100 participants by subscription. In¬ 
quiries should be addressed to Dr. Laurance W. Kin- 
sell, Highland-Alameda County Hospital, Oakland. 

Meeting on Obstetrics and Gynecology.—The Obstet¬ 
rical and Gynecological Assembly of Southern Cali¬ 
fornia will convene for its 12th annual meeting Feb. 
11-15, at the Ambassador Hotel, Los Angeles. The 
faculty will include Drs. Willis E. Brown, University 
of Arkansas School of Medicine, Little Rock; George 
H. Gardner, Northwestern University Medical School, 
Chicago; Ernest W. Page, University of California 
Medical School, Berkeley-San Francisco; Franklin L. 
Payne, University of Pennsylvania School of Medicine, 
Philadelphia; E. Stewart Taylor, University of Colo¬ 
rado School of Medicine, Denver; and Curt Stern, 
Ph.D., University of California Medical School, Berke¬ 
ley. Communications should be addressed to P. O. 
Box 57118, Flint Station, Los Angeles 57. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in cooperation with 
the department of public health, Yale University 
School of Medicine, New Haven, will present "Admin¬ 
istrative Medicine” at the Brady Auditorium, 310 
Cedar St., Feb. 7, 4 p. m. Hospital administration will 
be discussed by Dr. T. Stewart Hamilton, director, 
Hartford Hospital, and insurance administration by 
Dr. Robert A. Goodell, medical director, Phoenix 
Mutual Life Insurance Company, both of Hartford. 

ILLINOIS 

Chicago 

Society News.—The Chicago Society of Physical Medi¬ 
cine and Rehabilitation will meet Feb. 13, 8 p. m., at 
the Stritch School of Medicine, Loyola University, 
706 S. Wolcott Ave. Dr. David I. Abramson, chairman, 
department of physical medicine and rehabilitation, 
University of Illinois College of Medicine, will dis¬ 
cuss “Vascular Disorders of the Lower Extremities.” 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public heal*. Programs should be 
received at least three weeks before the date of meeting. 


LOUISIANA 

Regional Meeting on Pathology.—A joint meeting of 
the College of American Pathologists, south central 
region, with the Louisiana Pathology Society and the 
Louisiana division of the American Cancer Society 
will be held in New Orleans, Feb. 14-17, at the Louisi¬ 
ana State University School of Medicine and the 
Roosevelt Hotel. An all-day seminar on Friday on 
ophthalmic pathology will have as moderator Dr. 
Andrew S. Ranier, Lake Charles and as guest con¬ 
ductors Drs. Lorenz E. Zimmerman, Washington, 
D. C,, and George M. Haik, New Orleans. The Louisi¬ 
ana Pathology Society will be host at a social hour, 
6:30-8 p. m. A workshop in immunohematology and 
blood banking has been scheduled for Sunday morn¬ 
ing at the Louisiana State University School of Medi¬ 
cine. 

NEW YORK 

State Medical Society Sesquicentennial.—The Medical 
Society of the state of New York will observe the 150th 
anniversary of its founding at Albany in February, 
1807, with a statewide program of celebration by the 
24,323-member association and its 61 component 
county medical societies. The Sesquicentennial Con¬ 
vention, Feb. 18-21, will be held at the Hotel Statler 
in New York City. An exposition of the history of 
medicine in the Empire State will depict medical 
progress “from Colonial Times to the Atomic Age.” 
Through its president, Dr. James Greenough, Oneonta, 
the society extends a cordial invitation to all residents 
of New York and neighboring states. 

The scientific program will consist of general ses¬ 
sions, symposiums and panel discussions, closed- 
circuit color television, scientific motion pictures, and 
scientific and technical exhibits. On the opening day 
an invitational luncheon will be held, at which repre¬ 
sentatives of the three principal faiths will discuss the 
interrelation of religion and medicine. The American 
Board of Legal Medicine announces a luncheon at 
which a panel of doctors and lawyers will review the 
medical and legal aspects of “The Relation of Trauma 
to Disease.” Requests for reservations, accompanied 
by a check or money order for $5 a person, should be 
sent to the Secretary, American Board of Legal Medi¬ 
cine, Inc., 1501 Broadway, New York 36. On Wednes¬ 
day, a public forum on medical care (either at Town 
Hall or at Hunter College) will be addressed by 
spokesmen of government, labor, management, and 
tlie medical profession. Tickets for the banquet Tues¬ 
day ($15 each) can be obtained by forwarding a check 
or money order, payable to the society, to Dr. Fred¬ 
erick A. Wurzbacb Jr., Chairman, Banquet Committee, 
Medical Society of the State of New York, 386 Fourth 
Ave., New York 16. Admission to the exposition wall 
be free and no tickets are required. 
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Health Forums for the Public.—The Brooklyn Institute 
of Arts and Sciences, in cooperation with the Brooklyn 
office of the New York City Department of Health and 
the Medical Society of the County of Kings and the 
Brooklyn Academy of Medicine, will sponsor a series 
of six health forums for the public in the lecture hall 
of the Brooklyn Academy of Music, 30 Lafayette Ave., 
Brooklyn. Dr. Harry S. Lichtman, Brooklyn, chair¬ 
man, public health committee, Medical Society of the 
County of Kings, will serve as chairman of these free 
forums, which will be presented at 8:30 p. m.: 

Feb. 13, Antibiotics, Max Michael Jr., Brooklyn, Maimonitles 
Hospital; Robert C. Austrian, Brooklyn, Kings County Hos¬ 
pital Center; and Perrin H. Long, Brooklyn, State University 
of New York, Downstate Medical Center, moderator. 

Feb. 27, Heart Surgery—New Help for Hearts, John J. Kelly Jr., 
M. M. Newman, Frank X. Giustra, Brooklyn, Kings County 
Hospital Center, and Clarence Dennis, Brooklyn, State Uni¬ 
versity of New York, Downstate Medical Center, moderator. 
March 13, The City Protects Our Health, Leonard Greenburg, 
New York City', comissioner of Air Pollution Control, City of 
New Y'ork; Mr. Jerome B. Trichter, Department of Health, 
City of New Y'ork; and Morris Kleinfeld, Brooklyn, Division 
of industrial Hygiene, New Y’ork State Department of Labor. 
March 27, Accidental Poisonings, Harold Jacobziner, Depart¬ 
ment of Health, City of New Y’ork (The Poison Control 
Center of the Health Department); Alexander O. Gettler, 
Ph.D., LL.D., Office of the Chief Medical Examiner, City of 
New Y’ork (The Work of the Chief Medical Examiner’s 
Office); and Henry Rascoff, Brooklyn, Beth-El Hospital, mod¬ 
erator. 

April 10, Latest Approach to Cancer, John G. Masterson and 
Harry Z. Mellins, Detroit, Kings County Hospital Medical 
Center, and Louis Berger, Brooklyn Jewish Hospital, mod¬ 
erator. 

April 24, Nutrition: Food Shapes Our Future (additional spon¬ 
sor, Brooklyn Nutrition Committee); John H. Browe, Albany, 
New Y’ork State Department of Health; Robert W. Hillman, 
Brooklyn, State University of New Y'ork; Downstate Medical 
Center; and Miss Mary Fitzgerald, Board of Education, City 
of New Y'ork, moderator. 

New York City 

Course on Office Proctology.—A course on office proc¬ 
tology will be given Feb. 18-19 at the Mt. Sinai Hos¬ 
pital in affiliation with Columbia University. The 
course, designed to acquaint the clinician with the 
important proctologic conditions that lend themselves 
to office diagnosis and treatment, will include demon¬ 
stration of all diagnostic and various therapeutic pro¬ 
cedures. The fee is $50. For information, address the 
Registrar for Postgraduate Medical Instruction, Mount 
Sinai Hospital, Fifth Avenue and 100th Street, New 
York 29. 

PENNSYLVANIA 

Philadelphia 

Meeting on Medical History.—At the meeting of the 
.section on medical history, College of Physicians of 
Philadelphia, Feb. 12, 8:30 p.m., John Lawrence’s 
“Oration on the Birthday of Medical Honors in Amer¬ 
ica” (First Medical Commencement Address, Uni¬ 
versity of Pennsylvania, 1768) will be given, trans¬ 
lated from the original Latin, with a review of the 
author’s life, by Dr. Herbert James Dietrich Jr., Haver- 
ford, Pa. “John Redman: Medical Preceptor of Phil¬ 
adelphia,” will be the subject of Whitfield J. Bell Jr., 


Ph.D., associate editor of “The Papers of Benjamin 
Franklin.” The Edward Bell Krumbhaar Award in 
Medical History (Medical Student Prize Essay Con¬ 
test, College of Physicians of Philadelphia) will be 
presented, with remarks by Dr. Stanley P. Reimann, 
Lankenau Hospital of Philadelphia. All who are in¬ 
terested are welcome. 

TENNESSEE 

Venereal Disease Conference.—The 26th Venereal Dis¬ 
ease Postgraduate Conference for Physicians, spon¬ 
sored -by the University of Tennessee College of 
Medicine, Memphis, and the Public Health Service, 
will be held at the college of medicine April 18-20. 
The course is designed to acquaint the practitioner 
with the latest developments in the venereal diseases. 
Discussion leaders will be drawn from university 
faculties, Public Health Service personnel, and other 
authorities. No tuition will be charged. Applications 
for admission should be sent to Dr. Henry Packer, 
University of Tennessee College of Medicine, Mem¬ 
phis 3. 

TEXAS 

Course on Rheumatic Diseases.—The University of 
Texas Postgraduate School of Medicine, Houston, will 
present a course, “Rheumatic Diseases: Present-Day 
Concepts and Their Management,” at Houston, Feb. 
27-March 1. Drs. Joseph J. Bunim, Bethesda, Md.; 
Richard H. Freyberg, New York; and William P. Hol¬ 
brook, Tucson, Ariz., guest lecturers, will be assisted 
by faculty members of the postgraduate school. The 
tuition fee for the course is $40. Application for ad¬ 
mission should be mailed to the University of Texas 
Postgraduate School of Medicine, Texas Medical Cen¬ 
ter, Houston 25, before Feb. 18. 

VERMONT 

Scholarships for Course on Pulmonary Function.—The 
Vermont Tuberculosis and Health Association is offer¬ 
ing three $75 scholarships to Vermont physicians to 
attend a postgraduate course for the measurement of 
pulmonary function in health and disease at the Bos¬ 
ton City Hospital, March 25-29. Information may be 
obtained from Mr. James Bates, Executive Director, 
Vermont Tuberculosis and Health Association, 187 
College St., Burlington. 

GENERAL 

Course in Neurology.-The University of Kansas Med¬ 
ical Center, Kansas City, will offer a postgraduate 
course in neurology Feb. 27-28. The guest faculty 
includes Dr. Joe R. Brown, University of Minnesota 
Graduate School, Minneapolis-Rochester; Dr. Joseph 
M. Foley, Harvard Medical School, Boston; Dr. 
Franklin R. Miller, Snyder Clinic, Winfield, Kan.; and 
Dr. John A. Segerson, Menninger Foundation, Topeka, 
Kan. Registration fee for the course is $30. Information 
may be obtained from the Department of Postgrad¬ 
uate Medical Education, University of Kansas School 
of Medicine, Kansas City 12, Kan. 
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CALIFORNIA 

Assembly on Metabolic Disease.—The fifth annual 
graduate assembly devoted to “The Dynamics of En¬ 
docrine and Metabolic Disease” will be held Feb. 11- 
13 at Highland-Alameda County Hospital, Oakland, 
under tire auspices of the committee for postgraduate 
medical education of the Alameda-Contra Costa Medi¬ 
cal Association and the Institute for Metabolic Research 
of the Highland-Alameda County Hospital. Enrollment 
will be limited to 100 participants by subscription. In¬ 
quiries should be addressed to Dr. Laurance W. Kin- 
sell, Highland-Alameda Count)' Hospital, Oakland. 

Meeting on Obstetrics and Gynecology.—The Obstet¬ 
rical and Gynecological Assembly of Southern Cali¬ 
fornia will convene for its 12th annual meeting Feb, 
11-15, at the Ambassador Hotel, Los Angeles. The 
faculty will include Drs. Willis E. Brown, University 
of Arkansas School of Medicine, Little Rock; George 
H. Gardner, Northwestern University Medical School, 
Chicago; Ernest W. Page, University of California 
Medical School, Berkeley-San Francisco; Franklin L. 
Payne, University of Pennsylvania School of Medicine, 
Philadelphia; E. Stewart Taylor, University of Colo¬ 
rado School of Medicine, Denver; and Curt Stern, 
Ph.D., University of California Medical School, Berke¬ 
ley. Communications should be addressed to P. O. 
Box 5711S, Flint Station, Los Angeles 57. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in cooperation with 
the department of public health, Yale University 
School of Medicine, New Haven, will present “Admin¬ 
istrative Medicine” at the Brady Auditorium, 310 
Cedar St., Feb. 7, 4 p. m. Hospital administration will 
be discussed by Dr. T. Stewart Hamilton, director, 
Hartford Hospital, and insurance administration by 
Dr. Robert A. Goodell, medical director, Phoenix 
Mutual Life Insurance Company, both of Hartford. 

ILLINOIS 

Chicago 

Society News.—The Chicago Society of Physical Medi¬ 
cine and Rehabilitation wall meet Feb. 13, 8 p. m., at 
the Stritch School of Medicine, Loyola University, 
706 S. Wolcott Ave. Dr. David I. Abramson, chairman, 
department of physical medicine and rehabilitation. 
University of Illinois College of Medicine, will dis¬ 
cuss “Vascular Disorders of the Lower Extremities." 


Physicians are invited to send to tills department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


LOUISIANA 

Regional Meeting on Pathology.—A joint meeting o 
the College of American Pathologists, south centra 
region, with the Louisiana Pathology Society and tin 
Louisiana division of the American Cancer Societ 
will be held in New Orleans, Feb. 14-17, at the Louisi 
ana State University School of Medicine and thi 
Roosevelt Hotel. An all-day seminar on Friday oi 
ophthalmic pathology will have as moderator Dr 
Andrew S. Ranier, Lake Charles and as guest con 
ductors Drs. Lorenz E. Zimmerman, Washington 
D. C., and George M. Haik, New Orleans. The Louisi 
ana Pathology Society will be host at a social hour 
6:30-S p. m. A workshop in immunohematology anc 
blood banking has been scheduled for Sunday morn 
ing at the Louisiana State University School of Medi¬ 
cine. 

NEW YORK 

State Medical Society Sesquicentennial.—The Medical 
Society' of the state of New York will observe the 150th 
anniversary of its founding at Albany in February, 
1807, with a statewide program of celebration by the 
24,323-member association and its 61 component 
county medical societies. The Sesquicentennial Con¬ 
vention, Feb. 18-21, will be held at the Hotel Statlei 
in New York City. An exposition of the history oi 
medicine in the Empire State will depict medical 
progress “from Colonial Times to tire Atomic Age.’ 
Through its president, Dr. James Greenough, Oneonta, 
the society extends a cordial invitation to all residents 
of New York and neighboring states. 

The scientific program will consist of general ses¬ 
sions, symposiums and panel discussions, closed- 
circuit color television, scientific motion pictures, and 
scientific and technical exhibits. On the opening day 
an invitational luncheon will be held, at which repre¬ 
sentatives of the three principal faiths will discuss the 
interrelation of religion and medicine. The American 
Board of Legal Medicine announces a luncheon at 
which a panel of doctors and lawyers will review the 
medical and legal aspects of “The Relation of Trauma 
to Disease.” Requests for reservations, accompanied 
by a check or money order for $5 a person, should be 
sent to the Secretary, American Board of Legal Medi¬ 
cine, Inc., 1501 Broadway, New York 36. On Wednes¬ 
day, a public forum on medical care (either at Town 
Hall or at Hunter College) will be addressed by 
spokesmen of government, labor, management, ano 
tlie medical profession. Tickets for the banquet Tues¬ 
day ($15 each) can be obtained by forwarding a check 
or money order, payable to the society, to Dr. Fred¬ 
erick A. Wurzbach Jr., Chairman, Banquet Committee, 
Medical Society of the State of New York, 386 Fourth 
Ave., New York 16. Admission to the exposition will 
be free and no tickets are required. 
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Health Forums for the Public.-The Brooklyn Institute 
of Arts and Sciences, in cooperation with the Brooklyn 
office of the New York City Department of Health and 
the Medical Society of the County of Kings and the 
Brooklyn Academy of Medicine, will sponsor a series 
of six health forums for the public in the lecture hall 
of the Brooklyn Academy of Music, 30 Lafayette Ave., 
Brooklyn. Dr. Harry S. Lichtman, Brooklyn, chair¬ 
man, public health committee, Medical Society of the 
County of Kings, will serve as chairman of these free 
forums, which will be presented at 8:30 p. m.: 

Feb. 13, Antibiotics, Max Michael Jr., Brooklyn, Maimonidcs 
Hospital; Robert C. Austrian, Brooklyn, Kings County Hos¬ 
pital Center; and Perrin H. Long, Brooklyn, State University 
of New York, Downstate Medical Center, moderator. 

Feb. 27, Heart Surgery-New Help for Hearts, John J. Kelly Jr., 
M. M. Newman, Frank X. Giustra, Brooklyn, Kings County 
Hospital Center, and Clarence Dennis, Brooklyn, State Uni¬ 
versity of New York, Downstate Medical Center, moderator. 
March 13, The City Protects Our Health, Leonard Greenburg, 
New York City, comissioner of Air Pollution Control, City of 
New York; Mr. Jerome B. Trichter, Department of Health, 
City of New York; and Morris Klcinfeld, Brooklyn, Division 
of Industrial Hygiene, New York State Department of Labor. 
March 27, Accidental Poisonings, Harold Jaeobziner, Depart¬ 
ment of Health, City of New York (The Poison Control 
Center of the Health Department); Alexander O. Gettler, 
Ph.D., LL.D., Office of the Chief Medical Examiner, City of 
New York (The Work of the Chief Medical Examiner’s 
Office); and Henry Rascoff, Brooklyn, Beth-El Hospital, mod¬ 
erator. 

April 10, Latest Approach to Cancer, John G. Masterson and 
Harry Z. Mellins, Detroit, Kings County Hospital Medical 
Center, and Louis Berger, Brooklyn Jewish Hospital, mod¬ 
erator. 

April 24, Nutrition: Food Shapes Our Future (additional spon¬ 
sor, Brooklyn Nutrition Committee); John H. Browe, Albany, 
New York State Department of Health; Robert W. Hillman, 
Brooklyn, State University of New York; Downstate Medical 
Center; and Miss Mary Fitzgerald, Board of Education, City 
of New York, moderator. 

New York City 

Course on Office Proctology.—A course on office proc¬ 
tology will be given Feb. 18-19 at the Mt. Sinai Hos¬ 
pital in affiliation with Columbia University. The 
course, designed to acquaint the clinician with the 
important proctologic conditions that lend themselves 
to office diagnosis and treatment, will include demon¬ 
stration of all diagnostic and various therapeutic pro¬ 
cedures. The fee is $50. For information, address the 
Registrar for Postgraduate Medical Instruction, Mount 
Sinai Hospital, Fifth Avenue and 100th Street, New 
York 29. 

PENNSYLVANIA 

Philadelphia 

Meeting on Medical History.—At the meeting of the 
section on medical history. College of Physicians of 
Philadelphia, Feb. 12, 8:30 p.m., John Lawrence’s 
“Oration on the Birthday of Medical Honors in Amer¬ 
ica” (First Medical Commencement Address, Uni¬ 
versity of Pennsylvania, 1768) will be given, trans¬ 
lated from the original Latin, with a review of the 
author’s life, by Dr. Herbert James Dietrich Jr., Haver- 
ford, Pa. John Redman: Medical Preceptor of Phil¬ 
adelphia,” will be the subject of Whitfield J. Bell Jr., 


Ph.D., associate editor of “The Papers of Benjamin 
Franklin.” The Edward Bell Krumbhaar Award in 
Medical History (Medical Student Prize Essay Con¬ 
test, College of Physicians of Philadelphia) will be 
presented, with remarks by Dr. Stanley P. Reimann, 
Lankenau Hospital of Philadelphia. All who are in¬ 
terested are welcome. 

TENNESSEE 

Venereal Disease Conference.—The 26th Venereal Dis¬ 
ease Postgraduate Conference for Physicians, spon¬ 
sored -by the University of Tennessee College of 
Medicine, Memphis, and the Public Health Service, 
will be held at the college of medicine April 18-20. 
The course is designed to acquaint the practitioner 
with the latest developments in the venereal diseases. 
Discussion leaders will be drawn from university 
faculties, Public Health Service personnel, and other 
authorities. No tuition will be charged. Applications 
for admission should be sent to Dr. Henry Packer, 
University of Tennessee College of Medicine, Mem¬ 
phis 3. 

TEXAS 

Course on Rheumatic Diseases.—The University of 
Texas Postgraduate School of Medicine, Houston, will 
present a course, “Rheumatic Diseases: Present-Day 
Concepts and Their Management,” at Houston, Feb. 
27-March 1. Drs. Joseph J. Bunim, Bethesda, Md.; 
Richard H. Freyberg, New York; and William P, Hol¬ 
brook, Tucson, Ariz., guest lecturers, will be assisted 
by faculty members of the postgraduate school. The 
tuition fee for the course is $40. Application for ad¬ 
mission should be mailed to the University of Texas 
Postgraduate School of Medicine, Texas Medical Cen¬ 
ter, Houston 25, before Feb. 18. 

VERMONT 

Scholarships for Course on Pulmonary Function.—The 
Vermont Tuberculosis and Health Association is offer¬ 
ing three $75 scholarships to Vermont physicians to 
attend a postgraduate course for the measurement of 
pulmonary function in health and disease at the Bos¬ 
ton City Hospital, March 25-29. Information may be 
obtained from Mr. James Bates, Executive Director, 
Vermont Tuberculosis and Health Association, 187 
College St., Burlington. 

GENERAL 

Course in Neurology.—The University of Kansas Med¬ 
ical Center, Kansas City, will offer a postgraduate 
course in neurology Feb. 27-28. The guest faculty 
includes Dr. Joe R. Brown, University of Minnesota 
Graduate School, Minneapolis-Rochester; Dr. Joseph 
M. Foley, Harvard Medical School, Boston; Dr. 
Franklin R. Miller, Snyder Clinic, Winfield, Kan.; and 
Dr. John A. Segerson, Menninger Foundation, Topeka, 
Kan. Registration fee for the course is $30. Information 
may be obtained from the Department of Postgrad¬ 
uate Medical Education, University of Kansas School 
of Medicine, Kansas City 12, Kan. 
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CALIFORNIA 

Assembly on Metabolic Disease.—The fifth annual 
graduate assembly devoted to “The Dynamics of En¬ 
docrine .and Metabolic Disease” will be held Feb. Il¬ 
ls at Highland-Alameda County Hospital, Oakland, 
under the auspices of the committee for postgraduate 
medical education of the Alameda-Contra Costa Medi¬ 
cal Association and the Institute for Metabolic Research 
of the Highland-Alameda County Hospital. Enrollment 
will be limited to 100 participants by subscription. In¬ 
quiries should be addressed to Dr. Laurance IV. Kin- 
sell, Highland-Alameda County Hospital, Oakland. 

Meeting on Obstetrics and Gynecology.—The Obstet¬ 
rical and Gynecological Assembly of Southern Cali¬ 
fornia will convene for its 12th annual meeting Feb. 
11-15, at the Ambassador Hotel, Los Angeles. The 
faculty will include Drs. Willis E. Brown, University 
of Arkansas School of Medicine, Little Rock; George 
H. Gardner, Northwestern University Medical School, 
Chicago; Ernest W. Page, University of California 
Medical School, Berkeley-San Francisco; Franklin L. 
Payne, University of Pennsylvania School of Medicine, 
Philadelphia; E. Stewart Taylor, University of Colo¬ 
rado School of Medicine, Denver; and Curt Stern, 
Ph.D., University of California Medical School, Berke¬ 
ley. Communications should be addressed to P. O. 
Box 57118, Flint Station, Los Angeles 57. 

CONNECTICUT 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in cooperation with 
the department of public health, Yale University 
School of Medicine, New Haven, will present “Admin¬ 
istrative Medicine” at the Brady Auditorium, 310 
Cedar St., Feb. 7, 4 p. m. Hospital administration will 
be discussed by Dr. T, Stewart Hamilton, director, 
Hartford Hospital, and insurance administration by 
Dr. Robert A. Goodell, medical director, Phoenix 
Mutual Life Insurance Company, both of Hartford. 

4 

ILLINOIS 

Chicago 

Society News.—The Chicago Society of Physical Medi¬ 
cine and Rehabilitation will meet Feb. 13, 8 p. m., at 
the Stritch School of Medicine, Loyola University, 
706 S. Wolcott Ave. Dr. David I. Abramson, chairman, 
department of physical medicine and rehabilitation. 
University of Illinois College of Medicine, will dis¬ 
cuss "Vascular Disorders of the Lower Extremities.” 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


LOUISIANA 

Regional Meeting on Pathology.—A joint meeting o 
the College of American Pathologists, south centra 
region, with the Louisiana Pathology Society and th 
Louisiana division of the American Cancer Societ 
will be held in New Orleans, Feb. 14-17, at the Louisi 
ana State University School of Medicine and tit 
Roosevelt Hotel. An all-day seminar on Friday o: 
ophthalmic pathology will have as moderator Di 
Andrew S. Ranier, Lake Charles and as guest con 
ductors Drs. Lorenz E. Zimmerman, Washington 
D. C., and George M. Haik, New Orleans. The Louisi 
ana Pathology Society will be host at a social hour 
6:30-8 p, m. A workshop in immunohematology ant 
blood banking has been scheduled for Sunday morn 
ing at the Louisiana State University School of Me'di 
cine. 

NEW YORK 

State Medical Society Sesquicentennial.—The Medical 
Society of the state of New York will observe the 150tli 
anniversary of its founding at Albany in February 
1807, with a statewide program of celebration by the 
24,323-member association and its 61 componenl 
county medical societies. The Sesquicentennial Con 
vention, Feb. 18-21, will be held at the Hotel Statlei 
in New York City. An exposition of the history oi 
medicine in the Empire State will depict medica 
progress “from Colonial Times to the Atomic Age.’ 
Through its president, Dr. James Greenough, Oneonta 
the society extends a cordial invitation to all residents 
of New York and neighboring states. 

The scientific program will consist of general ses 
sions, symposiums and panel discussions, closed 
circuit color television, scientific motion pictures, anc 
scientific and technical exhibits. On the opening daj 
an invitational luncheon will be held, at which repre 
sentatives of the three principal faiths will discuss the 
interrelation of religion and medicine. The Americar 
Board of Legal Medicine announces a luncheon ai 
which a panel of doctors and lawyers will review the 
medical and legal aspects of “The Relation of TraumJ 
to Disease.” Requests for reservations, accompaniec 
by a check or money order for 85 a person, should b< 
sent to the Secretary, American Board of Legal Medi 
cine, Inc., 1501 Broadway, New York 36. On Wednes 
day, a public forum on medical care (either at Towr 
Hall or at Hunter College) will be addressed b) 
spokesmen of government, labor, management, anc 
the medical profession. Tickets for the banquet Tues¬ 
day ($15 each) can be obtained by forwarding a check 
or money order, payable to the society, to Dr. Fred¬ 
erick A. Wurzbach Jr., Chairman, Banquet Committee 
Medical Society of the State of New York, 386 Fourtc 
Ave., New York 16, Admission to the exposition wil 
be free and no tickets are required. 
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Health Forums for the Public.—The Brooklyn Institute 
of Arts and Sciences, in cooperation with the Brooklyn 
office of the New York City Department of Health and 
the Medical Society of the County of Kings and the 
Brooklyn Academy of Medicine, will sponsor a series 
of six health forums for the public in the lecture hall 
of the Brooklyn Academy of Music, 30 Lafayette Ave., 
Brooklyn. Dr. Harry S. Liclitman, Brooklyn, chair¬ 
man, public health committee, Medical Society of the 
County of Kings, will serve as chairman of these free 
forums, which will be presented at 8:30 p. m,: 

Feb. 13, Antibiotics, Max Michael Jr., Brooklyn, Maimonides 
Hospital; Robert C. Austrian, Brooklyn, Kings County Hos¬ 
pital Center; and Perrin H. Long, Brooklyn, State University 
of New York, Downstate Medical Center, moderator. 

Feb. 27, Heart Surgery—New Help for Hearts, John J. Kelly Jr., 
M. M. Newman, Frank X. Giustra, Brooklyn, Kings Count)’ 
Hospital Center, and Clarence Dennis, Brooklyn, State Uni¬ 
versity of New York, Downstate Medical Center, moderator. 
March 13, The City Protects Our Health, Leonard Greenburg, 
New York City, comissioner of Air Pollution Control, City of 
New York; Mr. Jerome B. Trichter, Department of Health, 
City of New York; and Morris Kleinfeld, Brooklyn, Division 
of Industrial Hygiene, New York State Department of Labor. 
March 27, Accidental Poisonings, Harold Jacobziner, Depart¬ 
ment of Health, City of New York (The Poison Control 
Center of the Health Department); Alexander O. Gettler, 
Ph.D., LL.D., Office of the Chief Medical Examiner, City of 
New York (The Work of the Chief Medical Examiner’s 
Office); and Henry Rascoff, Brooklyn, Beth-El Hospital, mod¬ 
erator. 

April 10, Latest Approach to Cancer, John G. Masterson and 
Harry Z. Mellins, Detroit, Kings County Hospital Medical 
Center, and Louis Berger, Brooklyn Jewish Hospital, mod¬ 
erator. 

April 24, Nutrition: Food Shapes Our Future (additional spon¬ 
sor, Brooklyn Nutrition Committee); John H. Browe, Albany, 
New York State Department of Health; Robert W. Hillman, 
Brooklyn, State University of New York; Downstate Medical 
Center; and Miss Mary Fitzgerald, Board of Education, City 
of New York, moderator. 

New York City 

Course on Office Proctology.—A course on office proc¬ 
tology will be given Feb. 18-19 at the Mt. Sinai Hos¬ 
pital in affiliation with Columbia University. The 
course, designed to acquaint the clinician with the 
important proctologic conditions that lend themselves 
to office diagnosis and treatment, will include demon¬ 
stration of all diagnostic and various therapeutic pro¬ 
cedures. The fee is $50. For information, address the 
Registrar for Postgraduate Medical Instruction, Mount 
Sinai Hospital, Fifth Avenue and 100th Street, New 
York 29. 

PENNSYLVANIA 

Philadelphia 

Meeting on Medical History.—At the meeting of the 
.section on medical history, College of Physicians of 
Philadelphia, Feb. 12, 8:30 p.m., John Lawrence’s 
‘Oration on the Birthday of Medical Honors in Amer¬ 
ica (First Medical Commencement Address, Uni¬ 
versity of Pennsylvania, 1768) will be given, trans¬ 
lated from the original Latin, with a review of the 
author s life, by Dr. Herbert James Dietrich Jr., Haver- 
ford, Pa. “John Redman: Medical Preceptor of Phil¬ 
adelphia,” will be the subject of Whitfield J. Bell Jr., 


Ph.D., associate editor of “The Papers of Benjamin 
Franklin.” The Edward Bell Krumbhaar Award in 
Medical History (Medical Student Prize Essay Con¬ 
test, College of Physicians of Philadelphia) will be 
presented, with remarks by Dr. Stanley P. Reimann, 
Lankenau Hospital of Philadelphia. All who are in¬ 
terested are welcome. 

TENNESSEE 

Venereal Disease Conference.—The 26th Venereal Dis¬ 
ease Postgraduate Conference for Physicians, spon¬ 
sored -by the University of Tennessee College of 
Medicine, Memphis, and the Public Health Service, 
will be held at the college of medicine April 18-20. 
The course is designed to acquaint the practitioner 
with the latest developments in the venereal diseases. 
Discussion leaders will be drawn from university 
faculties, Public Health Service personnel, and other 
authorities. No tuition will be charged. Applications 
for admission should be sent to Dr. Henry Packer, 
University of Tennessee College of Medicine, Mem¬ 
phis 3. 

TEXAS 

Course on Rheumatic Diseases.—The University of 
Texas Postgraduate School of Medicine, Houston, will 
present a course, “Rheumatic Diseases: Present-Day 
Concepts and Their Management,” at Houston, Feb. 
27-March 1. Drs. Joseph J. Bunim, Bethesda, Md.; 
Richard H. Freyberg, New York; and William P. Hol¬ 
brook, Tucson, Ariz., guest lecturers, will be assisted 
by faculty members of the postgraduate school. The 
tuition fee for the course is $40. Application for ad¬ 
mission should be mailed to the University of Texas 
Postgraduate School of Medicine, Texas Medical Cen¬ 
ter, Houston 25, before Feb. 18. 

VERMONT 

Scholarships for Course on Pulmonary Function.—The 
Vermont Tuberculosis and Health Association is offer¬ 
ing three $75 scholarships to Vermont physicians to 
attend a postgraduate course for the measurement of 
pulmonary function in health and disease at the Bos¬ 
ton City Hospital, March 25-29. Information may be 
obtained from Mr. James Bates, Executive Director, 
Vermont Tuberculosis and Health Association, 187 
College St., Burlington. 

GENERAL 

Course in Neurology.—The University of Kansas Med¬ 
ical Center, Kansas City, will offer a postgraduate 
course in neurology Feb. 27-28. The guest faculty 
includes Dr. Joe R. Brown, University of Minnesota 
Graduate School, Minneapolis-Rochester; Dr. Joseph 
M. Foley, Harvard Medical School, Boston; Dr. 
Franklin R. Miller, Snyder Clinic, Winfield, Kan.; and 
Dr. John A. Segerson, Menninger Foundation, Topeka, 
Kan. Registration fee for the course is $30. Information 
may be obtained from the Department of Postgrad¬ 
uate Medical Education, University of Kansas School 
of Medicine, Kansas City 12, Kan. 
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Symposium on Myocardial Infarction.—The American 
College of Cardiology will hold a symposium in the 
Serf room of the Waldorf-Astoria Hotel, New York, 
Feb. 16. Topics for discussion will include treatment 
of shock, arrhythmias, and heart failure in myocardial 
infarction and use of anticoagulants and diet in the 
prevention and treatment of myocardial infarction. 
Speakers will include Drs. David Scherf, New York 
Medical College, Flower and Fifth Avenue Hospitals, 
New York City; John W. Gofman and Clarence M. 
Agress, University of California Medical School, 
Berkeley-San Francisco; Rene Bine Jr., San Francisco; 
J. Roderick Kitchell and Franklin C. Massey, Philadel¬ 
phia; and Irving Brotman, Washington, D. C. Dr. 
Simon Dack, New York, will preside, with Dr. Aldo A. 
Luisada, Chicago, as moderator. Lederle Laboratories 
will co-sponsor the meeting. The program may be ob¬ 
tained from Dr. Philip Reichert, Secretary, American 
College of Cardiology, Empire State Building, New 
York 1. 

States Medical Postgraduate Association.—The States 
Medical Postgraduate Association will hold its annual 
meeting at a 6 p.m. dinner on the Sunday before the 
annual congress on medical education and licensure, 
Feb. 10-12, at the Palmer House, Chicago, under the 
presidency of Dr. Robert C. Parkin, Madison, Wis. 

Allergists Meet in Los Angeles.—The American Acad¬ 
emy of Allergy will hold its 13th annual meeting at 
the Hotel Statler, Los Angeles, Feb. 4-6. The precon¬ 
vention scientific assembly Saturday and Sunday will 
include panel discussions on drug allergy, bronchial 
asthma, atopic dermatitis, and immunology of allergy. 
Presentations by guest speakers will include: 

Dynamics of Adrenal Cortical Activity in Man and Their Rela¬ 
tion to Hypersensitivity, Peter H. Forsham, San Francisco. 
Experimental and Clinical Results with Histamine Liberators, 
Bernard N. Halpem, Paris. 

Mechanisms of Immunologic Tissue Injury, Russell S. Weiser, 
Ph.D., Seattle. 

Enzymatic Mechanisms in the Action of Complement: Possible 
Relations to Allergy, Elmer L. Becker, Washington, D. C. 
Genetic Basis of Biological Specificity, George W. Beadle, 
Ph.D., Pasadena, Calif. 

Changing Picture of Allergy, Ethan A. Brown, Boston. 
Biophysical Characterization of Reaginic and Blocking Sera, 
John R. Cann, Ph.D., Denver. 

Identification of Antigens and Cells by Means of Antibodies, 
Irving J. Gordon, Los Angeles. 

Guests are invited to attend all the meetings. There 
is no registration fee. A special Honolulu session has 
been arranged following the meeting in Los Angeles. 
Planes will depart from Los Angeles at 12:45 p.m., 
Feb. 7, and will return to Los Angeles on Feb. 19. 

Teacher’s Conference in Radiology.-The annual Con¬ 
ference of Teachers of Clinical Radiology will con¬ 
vene at the Drake Hotel, Chicago, Feb. 9, under the 
auspices of the American College of Radiology. There 
will be a breakfast workshop, “Integration in the 
Teaching of Radiologic Anatomy,” from 7:30 to 9 a.m. 
The remainder of the morning will be devoted to con¬ 
sideration of “Effective Communication in Education: 
The Teaching-Learning Process in Audio-Visual De¬ 
vices ” At 2:45 p.m. “The Evaluation of Contrast 
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Media, Truth or Fiction: A Statistician’s-Eye View of 
the Problem” will be discussed. The session will end 
with a panel on microfilming. 

Regional Meeting on Surgery.—The United States sec¬ 
tion, International College of Surgeons, will hold its 
mid-Atlantic division meeting in the Greenbrier Hotel, 
White Sulphur Springs, W. Va., Feb. 10-13. Dr. El- 
byrne G. Gill, Roanoke, Va., regent of the section for 
Virginia, is general chairman of the meeting and, with 
Dr. Ross T. Mclntire, Chicago, executive director of 
the college, will serve as joint chairman of the pro¬ 
gram committee. Panels have been scheduled on sur¬ 
gical abdomen, pelvic pain in women, hyperthyroid¬ 
ism, low back pain and sciatica, whiplash injuries, and 
surgical management of the urinary tract. The follow¬ 
ing individual presentations will be made: 

Surgery of the Neck, Floyd J. Putney, Philadelphia. 

Gastrectomy in the Treatment of Peptic Ulcer, George S. 
Bourne, Roanoke, Va. 

Industrial Noise and Occupational Deafness, C. Stewart Nash, 
Rochester, N. Y. 

Management of Abruptio Placenta, Wynne M. Silbemagei, 
Columbus, Ohio. 

Surgery for Deafness, Alfred T. Lieberman, Baltimore. 
Surgical Treatment of Coronary Disease and Myocardial 
Ischemia, Samuel A. Thompson, New York. 

Ligation of the Internal Iliac Artery for Carcinoma of the 
Cervix, August F. Daro, Chicago. 

Chemotherapy and the Clinician in Our Present Time-Spaced 
World, Edxvin J. Grace, Brooklyn, N. Y. 

Surgical Management of Strabismus (with movies), Elbyrne G. 
Gill, Roanoke, Va. 

Surgery in Many Lands, Virgil T. DeVault, Washington, D. C. 
Intracranial Aneurysms, Congenital and Acquired (with mov¬ 
ies), Edgar N. Weaver, Roanoke, Va. 

Course on Cardiac Arrhythmias.—The University of 
Kansas School of Medicine will present a postgraduate 
course on cardiac arrhythmias Feb. 25-26 at the Uni¬ 
versity of Kansas Medical Center, Kansas City. The 
program is designed specifically to aid the doctor in 
general practice in the treatment of these anomalies. 
The guest faculty includes Drs. Samuel Bellet and 
Calvin F. Kay, University of Pennsylvania School of 
Medicine, Philadelphia; Herman K. Hellerstein, West¬ 
ern Reserve University School of Medicine, Cleveland; 
and R. Bruce Logue, Emory University School of 
Medicine, Emory University, Ga. Registration fee for 
the course is $30. Information may be obtained from 
the Department of Postgraduate Medical Education, 
University of Kansas School of Medicine, Kansas City 
12, Kan. 

FOREIGN 

Congress on Neuropathology.—The third International 
Congress of Neuropathology will be held in Brussels 
in conjunction with the first International Congress of 
Neurological Sciences, July 21-29, 1957. The main 
themes for discussion will be “Pathology of Extrapyra- 
midal Diseases,” “Pathology of States of Conscious¬ 
ness,” “Multiple Sclerosis,” and “Pathology of Multiple 
Sclerosis.” Dr. Webb E. Haymaker, Washington, D. C., 
has been elected by the American Association of 
Neuropathologists as chairman of the U. S, delegation 
to the congress and Dr. Raymond D. Adams, Boston, 
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as co-chainnan. All inquiries pertaining to presentation 
Df papers at the meeting should be forwarded to Dr. 
Webb Haymaker, Armed Forces Institute of Path¬ 
ology, Walter Reed Army Medical Center, 6825 16th 
St. N. W., Washington 25, D. C. 

CORRECTIONS 

Allergy Clinic.—In The Journal (Dec. 8, 1956, page 
1405) it was erroneously stated that the first free teach¬ 
ing allergy clinic to be established in West Virginia 
was opened in July at the Ohio Valley General Hos¬ 
pital, Wheeling. An allergy clinic was established in 
1954 at the Charleston Memorial Hospital under the 
auspices of Drs. Merle S. Scherr and Joseph T. Skaggs. 

The Nature of Brucellosis.—In the review of the book 
“The Nature of Brucellosis,” in The Journal, Jan. 5, 
page 83, the sentence beginning in the 11th line from 
the bottom of the review should have read, “The book 
is enhanced by photographs of several important con¬ 
tributors in the field, but one regrets the absence of 
his [the author’s] own, which modesty, no doubt, 
forbade.” 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

Arkansas:" Examination. Little Rock, June. Sec., Dr. Joe Verser, 
Harrisburg. 

California: Written Examination. Los Angeles, Feb. 25-28; San 
Francisco, June 17-20; Los Angeles, Aug. 19-22; Sacramento, 
Oct. 21-24. Oral Examination. Los Angeles, Feb. 23; San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
Nov. 16. Oral and Clinical for Foreign Graduates. Los Angeles, 
Feb. 24; San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14. 

Colorado :* Reciprocity. Denver, April 9. Final date for filing 
application is March 11. Examination. Denver, June 11-12. 
Final date for filing application is May 13. Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut: 0 Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo¬ 
pathic. Examination and Reciprocity. Derby, March 15. Sec., 
Dr. Donald A. Davis, Derby. 

District of Columbia : 0 Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

Florida : 0 Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 901 N. W. 17th St., Miami. 

Georgia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

Illinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 
of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 

Indiana: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Maine: Examination and Reciprocity. Portland, March 12-14. 
Sec., Dr. Adam P. Leighton, 192 State St., Portland. 

Michigan : 0 Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi¬ 
gan Ave., Lansing 8. 


Minnesota:” Reciprocity. St. Paul, Feb. 12-13. Sec., Dr. F. H. 

Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 
Mississippi: Examination. Jackson, June. Asst. Sec., Dr. R. N. 
Whitfield, Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

Nebraska: 0 Examination. Omaha, June 17-19. Director, Mr. 

Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampshire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 
New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat¬ 
rick H. Corrigan, 28 West State St., Trenton. 

New Mexico:” Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 
New York: Examination. Albany, Buffalo, New York and Syra¬ 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 
Ohio: Endorsement. Columbus, April 1. Examination. Columbus, 
June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., Colum¬ 
bus. 

Oklahoma: 0 Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 BraniK Building, Oklahoma City. 
Oregon: 0 Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 

Riiooe Island:” Endorsement. Providence, March 28. Examina¬ 
tion. Providence, April 4-5. Administrator, Mr. Thomas B. 
Casey, 306 State Office Bldg., Providence. 

Tennessee:" Examination. Memphis, March 27-28. Sec., Dr. 

H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas: 0 Examination and Reciprocity. Fort Worth, June 24-26. 

Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 
Utah: Examination. Salt Lake City, July 11-13. Director, Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Virginia: Reciprocity. Richmond, June 12. Examination. Rich¬ 
mond, June 13-15. Office of the Board, 631 First St., S. W., 
Roanoke. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 4. 

Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 
Alaska: “On application in Anchorage and Juneau. Sec., Dr. 

W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 
Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. 
Joseph Mercado Cruz, Box 9156, Santnrce. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Arizona: Examination and Reciprocity. Tucson, March 19. Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 
Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Colorado: Examination and Reciprocity. Denver, March 6-7. 

Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., 
Mrs. Regina C. Brown, 258 Bradley St., New Haven 10. 
District of Columbia: Reciprocity. Washington, March 11. 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 
Florida: Examination. Miami, June 8. Sec., Mr. M. IV. Enamel, 
Box 340, University of Florida, Gainesville. 

Michigan: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., 
Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansing. 
Oklahoma: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

South Dakota: Examination. Vermillion, June 7-8. Sec., Dr. 

Gregg M. Evans, 310 E. 15th St., Yankton. 

Oregon: Examination. Portland, March 2. Sec., Dr. Earl M. 
Pallett, Eugene. 

Tennessee: Examination. Memphis and Nashville, March 20-21. 

Sec., Dr. O. W. Hyman, 62 S. Dunlap Ave., Memphis 3. 
Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 
Alaska: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 

"Basic Science Certificate required. 
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AIR FORCE 

Personal.—The office of the surgeon general, U. S. Air 
Force, announces that Col. Victor A. Byrnes has been 
promoted to the rank of brigadier general. General 
Bvmes has the aeronautical rating of chief flight sur¬ 
geon. He was given the Gorgas award for research on 
retinal bums produced by atomic flash, done during 
the eight years in which he supervised research in the 
department of ophthalmology at the School of Avia¬ 
tion Medicine at Randolph Air Force Base, Texas. 

ARMY 

Chemical Corps Commended on Safety Record.—The 
Manufacturing Chemists’ Association presented a spe¬ 
cial certificate of commendation to the Army Chemical 
Corps Dec. 20 at a ceremony at the Army and Navy 
Club, Washington, D. C. Gen. John E. Hull, U. S. 
Army (retired), president of the association, said that 
the accident-frequency rate for both military and 
civilian personnel of the Chemical Corps compared 
favorably with private industry for the year 1955 and 
that the military accident-frequency rate of 2.98 per 
100,000 man-days of exposure was especially signifi¬ 
cant. The Chemical Corps civilian employee accident- 
frequency rate of 4.04 per million man-hours worked 
compares favorably with the 12.10 per million man¬ 
hours average of “all manufacturing” as reported by 
the Bureau of Labor Statistics. The Manufacturing 
Chemists’ Association represents over 90% of the pro¬ 
ductive capacity of the chemical industry. It reports 
annually on chemical industry safety performance and 
presents awards to participating chemical companies 
with the best safety records. 

Medical Equipment Development Laboratory.—The 
development of medical supplies and equipment for 
the armed sendees became the responsibility of the 
Army surgeon general Jan. 1, the Department of De¬ 
fense has announced. Since 1946 this has been a joint 
operation, responsibility for its direction rotating 
among the three services. 

The Medical Equipment Development Laboratory 
at Fort Totten, N. Y., will receive approved projects 
from and make its recommendations to the Armed 
Sendees Medical Material Standardization Committee. 
The laboratory’s machine shop is equipped to fabri¬ 
cate prototype models of any item of field medical 
equipment. Using equipment transferred from the 
Army’s Carlisle Barracks, the laboratory was originally 
set up under the joint Army-Navy Procurement OflBce. 
In 1949 the Air Force Medical Service joined in the 


operation, the office was renamed the Armed Services 
Medical Procurement Agency, and the development 
laboratory was designated a branch of that agency. 

Personal.—Col. Floyd L. Wergeland, M. C., presently 
on duty at the Command and General Staff School, 
Fort Leavenworth, Kan., has been named to succeed 
Col. Joseph H. McNinch, M. C., as chief, personnel 
division, office of the surgeon general. Colonel 
Wergeland will assume his new duties early in Febru¬ 
ary when Colonel McNinch goes to the Far East. 

NAVY 

Annual Symposium at Naval Hospital.—The fifth 
annual Military Medico-Dental Symposium under the 
auspices of the commandant, First Naval District, will 
be held at the Naval Hospital, Chelsea, Mass., and 
civilian institutions in Boston, March 20-22. The theme 
of the symposium is “The World-Wide Significance of 
the Preventive Aspects of Military Medicine and Den¬ 
tistry.” The program has been planned to provide in¬ 
formation for reserve and regular medical depart¬ 
ment officers on current concepts in varied fields of 
endeavor in the medical and dental services of the 
armed forces. 

The meeting on the first day will be conducted at 
the Naval Hospital in Chelsea. On the morning of the 
second day a tour of the School of Public Health of 
Harvard University will be conducted by Dr. John C. 
Snyder, dean of the school, following which lectures 
will be given at Jimmy Fund Auditorium, where they 
will be given also on the third morning. Afternoon 
lectures for the third day will be given at the Jimmy 
Fund Building as well as in the Joslin Auditorium at 
the New England Deaconess Hospital and at the 
Naval Hospital, Chelsea. 

Among the guests and speakers on the opening day 
of the symposium will be Frank Berry, Assistant Secre¬ 
tary of Defense, Health and Medicine; Rear Adm. Bar¬ 
tholomew W. Hogan, surgeon general of the Navy; 
Major Gen. Silas B. Hays, surgeon general of the 
Army; Dr. Howard Root, president, Massachusetts 
Medical Society; Capt. Shields 'Warren, Naval 
Reserve, professor of pathology. Harvard Medical 
School; Dr. Chester S. Keefer, director, Boston Uni¬ 
versity School of Medicine; and Agnes Ohlson, R.N., 
president, American Nurses’ Association. Capt. R- 
Cannon Eley, Naval Reserve, assistant clinical profes¬ 
sor of pediatrics, Harvard Medical School, is general 
chairman of the symposium, which is approved for 
retirement point credit for attendants who are on the 
active list in the armed services reserve program, pro¬ 
viding they register with the authorized military repre¬ 
sentative assigned the duty of recording daily attend¬ 
ance. Information may be obtained from the District 
Medical Officer, First Naval District, 495 Summer St., 
Boston 10. 



Vol. 1G3, No. 5 


GOVERNMENT SERVICES 


371 


New President of American Board of Psychiatry and 
Neurology.—Capt. George N. Raines, M. C., was 
elected president of the American Board of Psychiatry 
and Neurology at its annual meeting in New York, 
Dec. 9. He is the first military medical officer on active 
duty to be so honored. Captain Raines has served as 
a director of the Board since 1940 and served as vice- 
president last year. Captain Raines is head of the 
neuropsychiatry branch of the Navy’s Bureau of 
Medicine and Surgery and is director, department of 
psychiatry, Georgetown University School of Medi¬ 
cine, Washington, D. C. 


VETERANS ADMINISTRATION 

Hospital Site Condemnation Suit.—The United States 
government has filed an amendment to its condemna¬ 
tion suit for about 25 acres of land near Rockville, Md., 
for a new 500-bed Veterans Administration hospital to 
replace the present Mount Alto Hospital in Washing¬ 
ton, D. C. The suit was amended to realign the 
boundaries of the site to tie in with Rockville city’s 
street planning and to provide street access to the 
hospital on three sides. The VA appropriation carried 
$1,100,000 for design, architectural, and technical 
services for the new hospital. Construction funds will 
be requested in the appropriation for the fiscal year 
1958. 

Hospital News.—Dr. Louis B. Newman, chief, physical 
medicine and rehabilitation service, VA Research Hos¬ 
pital, Chicago, lectured on “The Role of Physical 
Medicine and Rehabilitation in Neurological Disor¬ 
ders” before the St. Louis Society of Neurology and 
Psychiatry, Dec. 4, and on “Physical Medicine and 
_ Rehabilitation as Part of Total Patient Care” Dec. 5, 
before the VA Hospital, Jefferson Barracks, Missouri. 

Personal.—Dr. Leon Ross, director of professional serv¬ 
ices at the VA Hospital, Cleveland, has been appointed 
manager of the VA Hospital at Brecksville, Ohio, suc¬ 
ceeding Dr. Willard L. Quennell, who has trans¬ 
ferred to the VA regional office at Detroit. The 
Brecksville hospital is a 324-bed facility for patients 
with tuberculosis. 


PUBLIC HEALTH SERVICE 

Inexpensive Method for Sewage Treatment.—Recent 
investigations by federal water pollution control en¬ 
gineers in North and South Dakota disclosed one meth¬ 
od—the stabilization lagoon—of inexpensive sewage 
treatment for smaller cities that may cut by two-thirds 
the costs of conventional plants providing the same 
degree of treatment. Expanded investigations are now 
under way by the Public Health Service in a further 
effort to find ways to reduce costs. Gordon E. Mc- 
Callum, chief, Water Supply and Water Pollultion 


Control Program of the Public Health Service, said 
that controlled experiments in Missouri and Ohio are 
expected to disclose cheaper and better designs. 

The stabilization lagoon is a shallow, outdoor col¬ 
lection pond where the sewage undergoes treatment 
by natural, biochemical action, largely through photo¬ 
synthesis and the action of algae. It provides the same 
basic treatment as a typical municipal plant. Before 
the advent of lagoons, cost of providing sewers and 
treatment plants was beyond the reach of most small 
communities. Cost data for the 49 Dakota lagoons 
studied showed an average per capita cost of $14.84. 
The studies were made in Kadoka, Wall, and Lemmon, 
S. D.; and Maddock and Wishek, N. D. 

Water pollution control engineers found that the 
efficiency of these facilities was “very high” in all 
seasons of the year. The lagoons are small, odor-free, 
and safe. Waste in lagoons is purified when oxygen- 
charged bacteria break up sewage solids into gases. 
Algae in the treatment ponds produce the oxygen 
needed by these aerobic bacteria, as distinguished 
from tire anaerobic bacteria found in the common 
septic tank, which need little oxygen. 

As a result of experience with lagoons in North and 
South Dakota, city officials have placed 41 in operation 
in the former and 32 in the latter state. Throughout 
the Missouri River Basin there are now 136 such in¬ 
stallations, of which 99 treat raw sewage and 37 
receive treated sewage. These facilities serve more 
than 125,000 persons in cities ranging in population 
from 100 to 11,000 persons. 

Research in Hospital Administration and Service.— 
Surgeon General Burney announced Dec. 21, 1956, 
four grants for research in hospital administration and 
service totaling $163,060. Research grants of this type 
are aimed at finding ways to improve the care of pa¬ 
tients and are made in connection with the Hospital 
and Medical Facilities Survey and Construction (Hill- 
Burton) Program. The number of projects begun un¬ 
der this research program is now 40, with grants total¬ 
ing $2,248,250. 

The new grants were approved for the following 
institutions: 

St, Vincent’s Hospital, New York, to develop scientific per¬ 
sonnel systems and methods for hospitals; $33,600 for the first 
year of a three-year project. Sister Lorette Bernard, R.N., ad' 
ministrator of the hospital, will be project director. 

American Hospital Association, Council on Hospital Phnnm- 
and Plant Operation, Chicago, in cooperation with the 
Institute of Architects, for a project in better planning of 
design; $100,000 for the first year of a three-year pr o;ec£. £• — ' 
Wolfe, secretary of the council, will be project <£recr_r- ^ 

The Joint Blood Council, Inc., Washington. ~ - __ 
nationwide survey to develop standard tenrsrs.a .- _ _ 

scribing the work of blood-bank technicians _- . 

use in accrediting blood banks; $ 25,000 (nr 

two-year project. Dr. Frank E. Wilson, e~.ee— 

of the council, will be project director. _. __ - 

University of Oregon Medical School. _ t-.--, - 

needs in training medical technob^-' -- - _ __ 

Queen, professor of pathology, "hi! "■ ; 
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Personal.—The office of the surgeon general, U. S. Air 
Force, announces that Col. Victor A. Byrnes has been 
promoted to the rank of brigadier general. General 
Byrnes has the aeronautical rating of chief flight sur¬ 
geon. He was given the Gorgas award for research on 
retinal bums produced by atomic flash, done during 
the eight years in which he supervised research in the 
department of ophthalmology at the School of Avia¬ 
tion Medicine at Randolph Air Force Base, Texas. 

ARMY 

Chemical Corps Commended on Safety Record.—The 
Manufacturing Chemists’ Association presented a spe¬ 
cial certificate of commendation to the Army Chemical 
Corps Dec. 20 at a ceremony at the Army and Navy 
Club, Washington, D. C. Gen. John E. Hull, U. S. 
Army (retired), president of the association, said that 
the accident-frequency rate for both military and 
civilian personnel of the Chemical Corps compared 
favorably with private industry for the year 1955 and 
that the military accident-frequency rate of 2.98 per 
100,000 man-days of exposure was especially signifi¬ 
cant. The Chemical Corps civilian employee accident- 
frequency rate of 4.04 per million man-hours worked 
compares favorably with the 12.10 per million man¬ 
hours average of “all manufacturing” as reported by 
the Bureau of Labor Statistics. The Manufacturing 
Chemists’ Association represents over 90% of the pro¬ 
ductive capacity of the chemical industry. It reports 
annually on chemical industry safety performance and 
presents awards to participating chemical companies 
with the best safety records. 

Medical Equipment Development Laboratory.—The 
development of medical supplies and equipment for 
the armed services became the responsibility’ of the 
Army surgeon general Jan. 1, the Department of De¬ 
fense has announced. Since 1946 this has been a joint 
operation, responsibility for its direction rotating 
among the three services. 

The Medical Equipment Development Laboratory 
at Fort Totten, N. Y., will receive approved projects 
from and make its recommendations to the Armed 
Sendees Medical Material Standardization Committee. 
The laboratory’s machine shop is equipped to fabri¬ 
cate prototype models of any item of field medical 
equipment. Using equipment transferred from the 
Army’s Carlisle Barracks, the laboratory’ was originally 
set up under the joint Army-Navy Procurement Office. 
In 1949 the Air Force Medical Service joined in the 


operation, the office was renamed the Armed Sendees 
Medical Procurement Agency, and the development 
laboratory was designated a branch of that agency. 

Personal.—Col. Floyd L. Wergeland, M. C., presently 
on duty at the Command and General Staff School, 
Fort Leavenworth, Kan., has been named to succeed 
Col. Joseph H. McNinch, M. C., as chief, personnel 
division, office of the surgeon general. Colonel 
Wergeland will assume his new duties early in Febru¬ 
ary’ when Colonel McNinch goes to the Far East. 

NAVY 

Annual Symposium at Naval Hospital.—The fifth 
annual Military Medico-Dental Symposium under the 
auspices of the commandant, First Naval District, will 
be held at the Naval Hospital, Chelsea, Mass., and 
civilian institutions in Boston, March 20-22. The theme 
of the symposium is “The World-Wide Significance ol 
the Preventive Aspects of Military Medicine and Den¬ 
tistry.” The program has been planned to provide in¬ 
formation for reserve and regular medical depart¬ 
ment officers on current concepts in varied fields of 
endeavor in the medical and dental services of the 
armed forces. 

The meeting on the first day will be conducted at 
the Naval Hospital in Chelsea. On the morning of the 
second day a tour of the School of Public Health of 
Harvard University will be conducted by Dr. John C. 
Snyder, dean of the school, following which lectures 
will be given at Jimmy Fund Auditorium, where they 
will be given also on the third morning. Afternoon 
lectures for the third day will be given at the Jimmy 
Fund Building as well as in the Joslin Auditorium at 
the New England Deaconess Hospital and at the 
Naval Hospital, Chelsea. 

Among the guests and speakers on the opening day 
of the symposium will be Frank Berry, Assistant Secre¬ 
tary of Defense, Health and Medicine; Rear Adm. Bar¬ 
tholomew W. Hogan, surgeon general of the Navy; 
Major Gen. Silas B. Hays, surgeon general of the 
Army; Dr. Howard Root, president, Massachusetts 
Medical Society; Capt. Shields Warren, Naval 
Reserve, professor of pathology’. Harvard Medical 
School; Dr. Chester S. Keefer, director, Boston Uni¬ 
versity School of Medicine; and Agnes Ohlson, R.N., 
president, American Nurses’ Association. Capt. R- 
Cannon Eley, Naval Reserve, assistant clinical profes¬ 
sor of pediatrics, Harvard Medical School, is general 
chairman of the symposium, which is approved for 
retirement point credit for attendants who are on the 
active list in the armed services reserve program, pro¬ 
viding they register with the authorized military repre¬ 
sentative assigned the duty of recording daily attend¬ 
ance. Information may be obtained from the District 
Medical Officer, First Naval District, 495 Summer St., 
Boston 10. 
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New President of American Board of Psychiatry and 
Neurolog}'.—Capt. George N. Raines, M. C., was 
elected president of the American Board of Psychiatry 
and Neurology at its annual meeting in New York, 
Dec. 9. He is the first military medical officer on active 
duty to be so honored. Captain Raines has served as 
a director of the Board since 1940 and served as vice- 
president last year. Captain Raines is head of the 
neuropsychiatry branch of the Navy’s Bureau of 
Medicine and Surgery and is director, department of 
psychiatry, Georgetown University School of Medi¬ 
cine, Washington, D. C. 


VETERANS ADMINISTRATION 

Hospital Site Condemnation Suit.—The United States 
government has filed an amendment to its condemna¬ 
tion suit for about 25 acres of land near Rockville, Md., 
for a new 500-bed Veterans Administration hospital to 
replace the present Mount Alto Hospital in Washing¬ 
ton, D. C. The suit 'was amended to realign the 
boundaries of the site to tie in with Rockville city’s 
street planning and to provide street access to the 
hospital on three sides. The VA appropriation carried 
$1,100,000 for design, architectural, and technical 
services for the new hospital. Construction funds will 
be requested in the appropriation for the fiscal year 
1958. 

Hospital News.—Dr. Louis B. Newman, chief, physical 
medicine and rehabilitation service, VA Research Hos¬ 
pital, Chicago, lectured on “The Role of Physical 
Medicine and Rehabilitation in Neurological Disor¬ 
ders” before the St. Louis Society of Neurology and 
Psychiatry, Dec. 4, and on “Physical Medicine and 
.Rehabilitation as Part of Total Patient Care” Dec. 5, 
before the VA Hospital, Jefferson Barracks, Missouri. 

Personal.—Dr. Leon Ross, director of professional serv¬ 
ices at the VA Hospital, Cleveland, has been appointed 
manager of the VA Hospital at Brecksville, Ohio, suc¬ 
ceeding Dr. Willard L. Quennell, who has trans¬ 
ferred to the VA regional office at Detroit. The 
Brecksville hospital is a 324-bed facility for patients 
with tuberculosis. 


PUBLIC HEALTH SERVICE 

Inexpensive Method for Sewage Treatment.—Recent 
investigations by federal water pollution control en¬ 
gineers in North and South Dakota disclosed one meth- 
^'od—the stabilization lagoon—of inexpensive sewage 
treatment for smaller cities that may cut by two-thirds 
the costs of conventional plants providing the same 
degree of treatment. Expanded investigations are now 
under way by the Public Health Service in a further 
effort to find ways to reduce costs. Gordon E. Mc- 
Callum, chief. Water Supply and Water Pollultion 


Control Program of the Public Health Service, said 
that controlled experiments in Missouri and Ohio are 
expected to disclose cheaper and better designs. 

The stabilization lagoon is a shallow, outdoor col¬ 
lection pond where the sewage undergoes treatment 
by natural, biochemical action, largely through photo¬ 
synthesis and the action of algae. It provides the same 
basic treatment as a typical municipal plant. Before 
the advent of lagoons, cost of providing sewers and 
treatment plants was beyond the reach of most small 
communities. Cost data for the 49 Dakota lagoons 
studied showed an average per capita cost of $14.84. 
The studies were made in Kadoka, Wall, and Lemmon, 
S. D.; and Maddock and Wishek, N. D. 

Water pollution control engineers found that the 
efficiency of these facilities was “very high” in all 
seasons of the year. The lagoons are small, odor-free, 
and safe. Waste in lagoons is purified when oxygen- 
charged bacteria break up sewage solids into gases. 
Algae in the treatment ponds produce the oxygen 
needed by these aerobic bacteria, as distinguished 
from the anaerobic bacteria found in the common 
septic tank, which need little oxygen. 

As a result of experience with lagoons in North and 
South Dakota, city officials have placed 41 in operation 
in the former and 32 in the latter state. Throughout 
the Missouri River Basin there are now 136 such in¬ 
stallations, of which 99 treat raw sewage and 37 
receive treated sewage. These facilities serve more 
than 125,000 persons in cities ranging in population 
from 100 to 11,000 persons. 

Research in Hospital Administration and Service.— 
Surgeon General Burney announced Dec. 21, 1956, 
four grants for research in hospital administration and 
service totaling $163,060. Research grants of this type 
are aimed at finding ways to improve the care of pa¬ 
tients and are made in connection with the Hospital 
and Medical Facilities Survey and Construction (Hill- 
Burton) Program. The number of projects begun un¬ 
der this research program is now 40, with grants total¬ 
ing $2,248,250. 

The new grants were approved for the following 
institutions: 

St. Vincent’s Hospital, New York, to develop scientific per¬ 
sonnel systems and methods for hospitals; $33,600 for the first 
year of a three-year project. Sister Lorette Bernard, R.N., ad¬ 
ministrator of the hospital, will be project director. 

American Hospital Association, Council on Hospital Planning 
and Plant Operation, Chicago, in cooperation with the American 
Institute of Architects, for a project in better planning of hospital 
design; $100,000 for the first year of a three-year project. Clifford 
Wolfe, secretary of the council, will be project director. 

The Joint Blood Council, Inc., Washington, D. C., for a 
nationwide survey to develop standard terminology for de¬ 
scribing the work of blood-bank technicians and standards for 
use in accrediting blood banks; $25,000 for the first year of a 
two-year project. Dr. Frank E. Wilson, executive vice-president 
of the council, will be project director. 

University of Oregon Medical School, Portland, for a study of’ 
needs in training medical technologists; $4,460. Dr. Frank B 
Queen, professor of pathology, will be principal investigator 
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Vavasour, James Francis ® Northport, N. Y.; born in 
Albany, March 11, 1SS5; Cornell University Medical 
College, New York City, 1911; specialist certified by 
the American Board of Psychiatry and Neurolog}'; 
member of the American Psychiatric Association; of¬ 
ficial adviser in the District Attorney’s Office of West¬ 
chester Count}' in New York from 1930 to 1945; at one 
time medical director and senior assistant at the New 
York City School for Defectives; from 1918 to 1920 
chief of the child guidance clinic, department of pub¬ 
lic welfare in New York City; at various times neuro¬ 
psychiatrist at the Broad Street Hospital in New 
York City, clinical assistant at the Neurological Insti¬ 
tute of New' York City', and physician in charge of the 
Louden-Knickerbocker Hall in Amityville, N. Y.; for¬ 
mer!}' assistant chief psychiatrist at the Psychiatric 
Institute, Grasslands Hospital, Valhalla, N, Y.; for 
many years on die stall of die Veterans Administration 
Hospital, where he died Nov. 3, aged 71, of coronary 
disease. 

Goldsborough, Francis Colquhoun, Buffalo; born in 
Baltimore Sept. 13, 1877; Johns Hopkins University 
School of Medicine, Baltimore, 1903; professor of 
obstetrics and gynecology emeritus at the University of 
Buffalo School of Medicine, where he joined the 
faculty in 1910; served on the faculty of his alma 
mater; specialist certified by the American Board of 
Obstetrics and Gynecology; member of the American 
Gynecological Society; an associate member of the 
American Medical Association; fellow of the American 
College of Surgeons; past-president of the Buffalo 
Academy of Medicine and the first president of the 
Buffalo Obstetrical and Gynecological Society; veteran 
of World War I; consultant in obstetrics at BufFalo 
General and Edward J. Meyer Memorial hospitals; 
served as a member of the advisory board of the Chil¬ 
dren’s Hospital; died Nov. S, aged 79, of bilateral 
carcinoma of the lung. 

Simpson, Morris Bigelow- ® Kearney, Mo.; born in 
BufFalo, Kan., Dec. 29, 1SS6; University Medical Col¬ 
lege of Kansas City, 1913; awarded the French Croix 
de Guerre and the British Military Cross, while serv¬ 
ing as a captain in the British Medical Corps; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology 
and Otolaryngology, Pan American Ophthalmological 
Society, World Medical Association, and the Industrial 
Medical Association; past-president of the Jackson 
County Medical Society, Missouri State Medical As¬ 
sociation, Kansas City Southwest Clinical Society, and 


©Indicates Member of the American Medical Association. 


the Kansas City Society of Ophthalmology'and Oto¬ 
laryngology; practiced in Kansas City, where he was 
on the staffs of the Research and St. Mary’s hospitals; 
died Nov. 10, aged 69, of acute coronary thrombosis. 

Bray, Harry Alfred, Saranac Lake, N. Y.; born in 1880; 
Trinity Medical College, Toronto, Canada, 1904; 
L.R.C.P., of Edinburgh, L.R.C.S., of Edinburgh, and 
L.R.F.P. & S., Glasgow, 1905; member of die Medical 
Society of the State of New York and the American 
Trudeau Society; fellow of the American College of 
Physicians; formerly associate professor of medicine 
at the Albany (N. Y.) Medical College and lecturer in 
tuberculosis at the Cornell University Medical College 
in New York City; served as a member of tire faculty 
of the Trudeau School of Tuberculosis in Saranac 
Lake, as director of the Ray Brook (N. Y.) State Tuber¬ 
culosis Hospital, as associate attending physician at 
the Albany (N. Y.) Hospital, as member of tire consult¬ 
ing staffs of the Physicians and Champlain Valley 
hospitals in Plattsburg; died Nov. 15, aged 76. 

Critchfield, Lyman Ray © St. Paul; born in Hunter, 
N. D., May 9, 1886; University of Minnesota College 
of Medicine and Surgery, Minneapolis, 1909; clinical 
assistant professor emeritus of pediatrics at his alma 
mater, now known as the University' of Minnesota 
Medical School; specialist certified by tire American 
Board of Pediatrics; member of the American Acad¬ 
emy of Pediatrics; served as a member of the gov¬ 
ernor’s advisory council on mental health; a member 
of tire board of directors of the Minnesota Tubercu¬ 
losis and Health Association; on tire staffs of tire 
Ancker, Charles T. Miller, Children’s, Gillette State, 
Crippled Children’s, Midway, Mounds Park, and St. 
Joseph’s hospitals; died in the University of Minnesota 
Hospital in Minneapolis, Oct. 31, aged 70, of car¬ 
cinoma of the stomach. 

Shafer, Rudolph Jonas © Corning, N. Y.; bom in New 
York City March 7, 1893; Tufts College Medical 
School, Boston, 1916; member of the American Society 
of Clinical Pathologists; served as president of the 
New York State Society of Pathologists; a council 
member and past-president of tire New York State 
Association of Public Health Laboratories and a di¬ 
rector of tire American Cancer Society; formerly 
secretary-treasurer of the Steuben County Medical 
Society'; a director of tire Steuben County Laboratories;, 
served on the staffs of the Bath (N. Y.) Hospital, and 
St. James Mercy and Bethesda hospitals in Hornell; 
pathologist at Corning Hospital; died Oct. 29, aged 
63, of coronary thrombosis. 

Gosselin, George Adelor © Hartford, Conn.; born in 
Rutland, Vt., Feb. 1,1889; University of Vermont Col¬ 
lege of Medicine, Burlington, 1915; member of the 
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American Psychiatric Association; specialist certified 
by the American Board of Psychiatry and Neurology; 
past-president of the Connecticut Psychiatric Associa¬ 
tion; consultant at the Veterans Administration Hos¬ 
pital in Newington, Norwich (Conn.) State Hospital, 
Windham Community Memorial Hospital in Willi- 
mantic, Waterbury (Conn.) Hospital, New Britain 
(Conn.) General Hospital, State of Connecticut Vet¬ 
erans’ Home and Hospital, Bocky Hill, and St. Francis 
Hospital; died Nov. 25, aged 67. 

Newell, Hodge Albert ® Henderson, N. C.; born in 
Mapleville, Aug. 22, 1SS3; College of Physicians and 
Surgeons, Baltimore, 1906; veteran of World Wars I 
and II; for 25 years chairman of the city school board; 
in May, 1956, was given the Fifty Year Service award 
of the Medical Society of the State of North Carolina; 
past-president of the North Carolina Hospital Asso¬ 
ciation; for many years medical director of the Maria 
Parham Hospital, which he was instrumental in build¬ 
ing; for 20 years a surgeon for the Seaboard Airline 
Railroad; charter member of the Henderson Rotary 
Club; died in the Rex Hospital, Raleigh, Nov. 2, aged 
73, of carcinoma of the pharynx. 

Downey, Henry Arthur R. © West Springfield, Mass.; 
born Aug. 12, 1875; Medico-Chirurgical College of 
Philadelphia, 1898; for many years school physician; 
a director of the West Springfield Trust Company and 
an executive committee member of the Third National 
Bank and Trust Company; during World War II a 
medical examiner for Selective Service; member of 
the staff of the Springfield, Mercy, and Wesson Me¬ 
morial hospitals in Springfield; in 1953 honored by 
the Chamber of Commerce when he received its Dis¬ 
tinguished Service award; died Nov. 15, aged 81, of 
heart disease. 

Eveleth, Malcolm Standish © New Haven, Conn.; born 
in Washington, D. C., Feb. 5, 1913; Johns Hopkins 
University School of Medicine, Baltimore, 1938; spe¬ 
cialist certified by the American Board of Orthopaedic 
Surgery; associate clinical professor of orthopedic 
surgery at Yale University School of Medicine; in¬ 
terned at the University Hospitals in Cleveland, where 
he served a residency; formerly a resident at the New 
Haven Hospital; on the staffs of the Grace-New 
Haven Community Hospital and the Hospital of St.' 
Raphael; died Nov. 8, aged 43, of coronary occlusion. 

Watkins, Royal Phillips © Princeton, Mass.; College of 
Physicians and Surgeons, medical department of Co¬ 
lumbia College, New York City, 1892; for many years 
practiced in Worcester, Mass., where he was consult¬ 
ing surgeon at the City, Fairlawn, St. Vincent, Hahne¬ 
mann, and Memorial hospitals; fellow of the American 
College of Surgeons; for many years member of the 
Massachusetts Board of Registration in Medicine, 
which he served as chairman; died in the Worcester 
(Mass.) City Hospital Oct. 19, aged 88, of arterioscle¬ 
rotic heart disease. 


Riegelman, Laura M. Long, Brooklyn, N. Y.; bom in 
1866; New York Medical College and Hospital for 
Women, Homeopathic, New York City, 1890; Wom¬ 
an s'Medical College of Baltimore, 1897; member of 
the Medical Society of the State of New York; for 19 
years chief of the bureau of child hygiene in Brook¬ 
lyn; retired Dec. 31, 1938, after 40 years of sendee 
with the city department of health; died Nov. 6, aged 
90, of coronary occlusion and hypertensive cardio¬ 
vascular disease. 

Arritt, A. M., Partlow, Va.; Medical College of Virginia, 
Richmond, 1906; died in Fredericksburg Oct. 31, aged 
78, of cerebral hemorrhage. 

Barker, Ernest Milton, Jacksonville, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1944; 
veteran of World War II; served on the staff of the 
Veterans Administration Hospital in North Little 
Rock; died Nov. 17, aged 42. 

Barnum, Emerson © Shelbyville, Ind.; Medical College 
of Indiana, Indianapolis, 1904; served as county' health 
officer; on the staff of the William S. Major Hospital; 
died Sept. 28, aged 73, of cardiovascular renal disease. 

Boucher, R. T., Wellington, Texas (licensed in Texas, 
under the Act of 1907); died Oct. 25, aged 80. 

Goggans, Roy, Dallas, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1912; member of 
the Texas Medical Association; director of the tuber¬ 
culosis control clinic, city of Dallas Health Depart¬ 
ment; for many years superintendent of the Woodlawn 
Sanatorium; died in St. Paul’s Hospital Nov. 4, 
aged 67. 

Goldberg, Louis Edward © Newark, N. J.; University 
of Vermont College of Medicine, Burlington, 1924; 
specialist certified by the American Board of Pedi¬ 
atrics; fellow of the American Academy of Pediatrics; 
chief of pediatrics at the Newark Beth Israel Hospital 
and the Essex County Isolation Hospital in Belleville; 
died Sept. 24, aged 56, of coronary thrombosis. 

Gresham, Walter Asa © Russellville, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1900; 
served overseas during World War I; past-president 
of the Franklin County Medical Society; president of 
the Citizens Bank and Savings Company'; formerly 
member of the city council; died in the Franklin 
County Hospital Oct. 31, aged 82, of cancer. 

Guerra, Raul Lopez © Fort Worth, Texas; Universidad 
Nacional Facultad de Medicina, Mexico, D. F., 1923; 
died in Leon, Guanajuato, Mexico, Sept. 18, aged 58, 
of a heart attack and uremia. 

Haigh, Susanna Edwards Schuyler © New York City; 
Columbia University College of Physicians and Sur¬ 
geons, New York City, 1921; member of the American 
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' Psychoanalytic Association; for many years on the 
faculty' of the New York Psychoanalytic Institute; died 
Nov. 7, aged 62, of coronary' thrombosis. 

Hammond, Alfred F., Pollocksville, N. C.; University' 
College of. Medicine, Richmond, 1903; died in the 
Duke Hospital, Durham, Oct. 30, aged 81. 

Held, William, Chicago; Jenner Medical College, Chi¬ 
cago, 1902; died in St. Elizabeth Hospital Nov. 13, 
aged 85. 

Hicks, Andrew Reginald ® Warwick, N. Y.; New York 
Medical College, Flower and Fifth Avenue Hospitals, 
New York City', 1939; certified by the National Board 
of Medical Examiners; served during World War II 
and was awarded the Bronze star and the Legion of 
jMerit citation; chief of staff of St. Anthony's Hospital; 
®ed Nov. 4, aged 46. 

TIoughton, Donald Charles ® Rochester, N. Y.; Har¬ 
vard Medical School, Boston, 1924; fellow of the 
American College of Surgeons; member of the Roches¬ 
ter Academy of Medicine; consulting surgeon at Strong 
Memorial Hospital, Rochester Municipal Hospital, 
and the Rochester General Hospital, where he died 
Nov. 5, aged 56, of cerebral hemorrhage and hyper¬ 
tension. 

Jacobs, Guy Rigby, Lynn, Mass.; Middlesex Univer¬ 
sity' School of Medicine, Waltham, Mass., 1924; served 
overseas during World War I; for many years on the 
staff of the Lynn Hospital; died Oct. 7, aged 66. 

i Johnson, William Adams ® Iowa Falls, Iowa; State 
University of Iowa College of Medicine, Iowa City, 

I 1933; county coroner; veteran of World War II; on the 
;staff of the Ellsworth Municipal Hospital; died Oct. 3, 
|‘ aged 47, of myocardial infarction due to coronary 
thrombosis. 

Keen, Burlin Everett, Des Moines, Iowa; St. Louis 
University' School of Medicine, 1926; veteran of World 
War II; died in the Methodist Hospital, Rochester, 
Minn., Oct. 10, aged 62, of ruptured abdominal aortic 
aneurysm. 

Kennedy, William Clement ® Middletown, Conn.; 
Georgetown University School of Medicine, Washing¬ 
ton, D. C., 1911; served during World War II; prac¬ 
ticed in Torrington, where he was on the staff of the 
Charlotte Hungerford Hospital; died in the Middlesex 

1 Memorial Hospital Nov. 18, aged 74. 

1 

j Kirkham, Judd Harris ® Kerrville, Texas; Milwaukee 
1 Medical College, 1912; fellow of the American College 
! of Surgeons; member of the American Trudeau So- 
f ciety; president of the Kerrville Rotary' Club; manager 
of the Veterans Administration Hospital, where he 
died Sept. 23, aged 67, of coronary thrombosis. 

Lehman, Charles A., Williamsport, Pa.; Jefferson Medi¬ 
cal College of Philadephia, 1905; an associate member 
of the American Medical Association; consultant at the 


Williamsport Hospital, where he was past-president 
of the staff and chief of obstetrics; past-president of 
the Lycoming County Medical Society; retired director 
of the Bank of Newberry; died Oct. 18, aged 77. 

Lindquist, Charles Ariel ® Los Angeles; Jefferson 
Medical College of Philadelphia, 1923; fellow of the 
American College of Surgeons; member of the Indus¬ 
trial Medical Association; veteran of World War I; 
served on the staff of the Santa Monica (Calif.) Hos¬ 
pital; died in Jerome, Idaho, Oct. 31, aged 59. 

MacDonald, George Fulton ® Tarentum, Pa.; Univer¬ 
sity of Pittsburgh School of Medicine, 1913; member 
of the American Academy of General Practice; chief 
of the urologic staff, Allegheny Valley Hospital; died 
Oct. 28, aged 66, of coronary occlusion. 

Maeth, Joseph Leo ® Santa Monica, Calif.; St. Louis 
University School of Medicine, 1927; veteran of World 
War II; died Nov. 1, aged 54. 

Macy, Frederick Stevens ® Lieut. Col., U. S. Army, 
retired, Manchester, Maine; Tufts College Medical 
School, Boston, 1897; commissioned a first lieutenant 
in the Medical Corps of the U. S. Army in 1907; rose 
through the various ranks to that of lieutenant colonel; 
retired Dec. 31, 1922, for disability in line of duty; 
died in Detroit, Aug. 9, aged 80, of heart disease. 

Maher, Thomas Francis, Chicago; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1906; on the staff of 
St. Bernard’s Hospital; died Nov. 26, aged 79, of 
arteriosclerosis. 

Maynard, Herbert Ernest ® Boston; Boston University 
School of Medicine, 1902; veteran of World War I; 
served on the staffs of the Winchester (Mass.) Hos¬ 
pital and the Hahnemann Hospital, where he was 
president emeritus and at one time chief surgeon; 
died in Winchester Nov. 7, aged 78, of heart disease. 

Meyers, Hyman Bernard, Miami Beach, Fla.; Tufts 
College Medical School, Boston, 1914; died in the 
Peter Bent Brigham Hospital, Boston, Nov. 6, aged 71. 

Moore, James Spencer ® East Providence, R. I.; Har¬ 
vard Medical School, Boston, 1898; died in the Rhode 
Island Hospital, Providence, Oct. 1, aged 85, of 
arteriosclerosis. 

Morley, Francis Joseph ® Concord, Calif.; University 
of Colorado School of Medicine, Denver, 1927; served 
on the staffs of the Pittsburg (Calif.) Community 
Hospital and the Herrick Memorial Hospital in 
Berkeley; died in St. Luke’s Hospital, San Francisco, 
Oct. 25, aged 57, of congestive heart disease. 

O’Hara, Andrew Monroe, Sneads, Fla.; Georgia Col¬ 
lege of Eclectic Medicine and Surgery, Atlanta, 1916; 
member of the Florida Medical Association; died in 
the Jackson Hospital, Marianna, Sept. 20, aged 67, of 
carcinoma of the stomach. 
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Ossendorff, Kurt W. ® Chicago; Ludwig-Maximilians- 
Universitiit Medizinische Fakultat, Miinchen, Bavaria, 
Germany, 1911; member of the American Academy of 
General Practice; on the staffs of Columbus and St. 
Joseph hospitals, and the Alexian Brothers Hospital, 
where he died Nov. 23, aged 70, of bronchopneumonia 
and carcinoma of the kidney. 

Ribbans, Robert Clark ® Newark, N. J.; New York 
University Medical College, New York City, 1897; 
fellow of the American College of Surgeons; on the 
emeritus staff of East Orange (N. J.) Hospital; on 
the adjunct staff of the Presbyterian Hospital and 
Hospital of St. Barnabas and for Women and Children; 
died Nov. 12, aged 83. 

Rypko, Chaim, Brooklyn, N. Y.; University of Moscow 
Faculty of Medicine, Russia, 1918; died in the Kings 
County Hospital Oct. 2, aged 73, of brain tumor. 

Saylor, Benjamin Franklin, Redding, Calif.; Homeo¬ 
pathic Medical College of Missouri, St. Louis, 1897; 
St. Louis University School of Medicine, 1903; served 
as city health officer and county health officer; died 
July 11, aged 81. 

Schwebel, Samuel ® Youngstown, Ohio; Jefferson 
Medical College of Philadelphia, 1932; specialist cer¬ 
tified by the American Board of Dermatology and 
Syphilology; member of the American Academy of 
Dermatology and Syphilology; died in Youngstown 
Hospital, North Side Unit, Oct. 18, aged 49, of cor¬ 
onary thrombosis. 

Shattuck, Warren S., Brooklyn, N. Y.; Long Island Col¬ 
lege Hospital, Brooklyn, 1893; an associate member of 
the American Medical Association; specialist certified 
by the American Board of Otolaryngology; member 
of the American Laryngological, Rhinological and 
Otological Society and the American Otological So¬ 
ciety; on the staff of the Brooklyn Eye and Ear Hos¬ 
pital; died in the Brooklyn Hospital Sept. 12, aged 86, 

Smith, Inman Parker ® Rome, Ga.; University of 
Louisville (Ky.) School of Medicine, 1928; specialist 
certified by the American Board of Pediatrics; member 
of the American Academy of Pediatrics; died in the 
Floyd Hospital Oct. 5, aged 53, of acute coronary 
thrombosis. 

Sprague, William Giles, Barker, N. Y.; Trinity Medical 
College, Toronto, Canada, 1891; an associate member 
of the American Medical Association; served many 
years as Somerset health officer and school medical ex¬ 
aminer; formerly vice-president and director of the 
Somerset Bank; died Sept. 28, aged 90, of arterioscle¬ 
rosis. 

Steele, Lonzo Edward, Logan, W. Va.; University of 
Nashville (Tenn.) Medical Department, 1904; an as¬ 
sociate member of the American Medical Association; 


an honorary life member of the West Virginia State 
Medical Association; served on the staff of the Logan 
General Hospital; died Nov. 16, aged 76. 

Stimpson, Arthur James ® Kennebunk, Maine; Medical 
School of Maine, Portland, 1894; veteran of World 
War I; served on the staffs of the Webber Hospital in 
Biddeford and the Maine General Hospital in Portland; 
died Aug. 9, aged 85, of cerebral hemorrhage. 

Taylor, George Washington ® Lieut. Commander, 
U. S. Navy, retired, Coronado, Calif.; Tulane Univer¬ 
sity School of Medicine, New Orleans, 1914; entered 
the Medical Corps of the U. S. Navy in 1916 and re¬ 
tired June 30, 1938; fellow of the American College 
of Physicians; died in the U. S. Naval Hospital, San 
Diego, Oct. 4, aged 66, of arteriosclerosis. 

Thacher, Henry Clarke, New York City; Johns Hop¬ 
kins University School of Medicine, Baltimore, 1906; 
member of the Medical Society of the State of New 
York; formerly on the faculty of Columbia University 
College of Physicians and Surgeons; served as con¬ 
sultant at the Vassar Brothers Hospital in Pough¬ 
keepsie and the Roosevelt and Lincoln hospitals; died 
Oct. 30, aged 75, of gastrointestinal hemorrhage. 

Thompson, Columbus M., Kings Mountain, Ky.; Eclec¬ 
tic Medical Institute, Cincinnati, 1891; died Oct. 31, 
aged 91. 

Tracy, Julius Ross, Anderson, Ind.; Indiana University 
School of Medicine, Indianapolis, 1909; veteran of 
World War I; on the honorary staff of St. John’s Hos¬ 
pital, where he died Nov. 1, aged 69, of bronchopneu¬ 
monia, Paget’s disease, and aplastic anemia. 

Van Allen, Lew Knapp ® Ukiah, Calif.; Hahnemann 
Medical College of the Pacific, San Francisco, 1909; 
served as health officer; died Oct. 8, aged 76, of cancer. 

Wheeler, Wiley H. ® Olive Hill, Ky.; Tennessee Medi¬ 
cal College, Knoxville, 1901; died Oct. 15, aged 78, of 
a heart attack. 

Widdowson, Frank R., Philadelphia; Jefferson Medical 
College of Philadelphia, 1906; an associate member of 
the American Medical Association; died Sept. 8, aged 
81, of heart disease. 

Wood, Harry Almon, St. Petersburg, Fla.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1886; died Sept. 24, aged 92, of hepatic 
insufficiency and choledocholithiasis. 

Wrenn, William Joseph ® York, Ala.; University of 
Alabama School of Medicine, Mobile, 1908; died in 
Sumter County Hospital Sept. 24, aged 75, of coronary 
occlusion. 

Zimmermann, William ® Quincy, Ill.; Washington 
University School of Medicine, St. Louis, 1897; on the 
staff of the Blessing Hospital, where he died Oct. 23, 
aged 83, of arteriosclerotic heart disease. 
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Otosclerosis.—At the meeting of the Medical Society of 
Vienna on Nov. 16, H. Dworacek described a new 
operation for the improvement of loss of hearing due 
to otosclerosis. An attempt is made to loosen and re¬ 
mobilize the fixed stapes with the aid of a microscope, 
magnifying to 40 times. This operation, introduced by 
Kessel in 1875 and reintroduced and modified by 
Rosen in 1953, was performed on 16 patients. It was 
carried out through a speculum and consisted in 
loosening the stapes from the membranous acoustic 
canal and in lifting the tympanum. Although remark- 
le improvement was obtained in about 50% of the 
tients, so that they were socially and professionally 
labilitated, these results are to be considered tenta¬ 
tive, since ankylosis of the stapes may recur. O. No¬ 
votny suggested, that to avoid fracture of a crus, the 
manipulations could be transposed to the base of the 
stapes. 

Snoring.—At the same meeting H. Knaus reported on 
the production and use of a “snoring and mouthclosing 
bandage,” by which snoring can be prevented or at 
least repressed. Development of this bandage is a 
result of the observations that snoring might lead, dur¬ 
ing sleep, to a severe oxygen deficiency and therefore 
to a dangerous stress, particularly to a damaged heart. 
This bandage should be used by all patients with heart 
diseases, by all patients during postoperative sleep, 
and by all snorers in hospital wards. L. Petrik stated 
that snoring ceases during treatment of irregularities 
of the masticating apparatus, particularly of the den¬ 
ture, when regulation is carried out with an “activator”. 
This is an orthopedic apparatus in the form of a double 
plate, lying loose between the two rows of teeth, that 
activates tire muscles of the jaw, tongue, cheeks, and 
lips. Its form makes mouth-breathing impossible. The 
nasal passages must be free, since the patient cannot 
breathe through the mouth if the apparatus is properly 
applied. The prevention of mouth-breathing is neces¬ 
sary not only to prevent snoring but also for successful 
treatment of orthopedic conditions in the jaw. 

Anginal Syndrome.—At tire same meeting, E. Hueber 
and H. Thaler reported a three-vear experience with a 
new repository (sustained-action) tablet of glyceryl 
trinitrate (Nitroglyn). Remarkable results, obtained 
with repository tablets of 6.5 mg., have been indicated 
clinically by a sense of heat or headache or experi¬ 
mentally in the angiogram or electrocardiogram of 
effort. Sixteen patients were carefully studied. Thera¬ 
peutic success was assumed if the number of attacks 
fell at least to 50% when the preparation was given 
and rose again to the previous level when placebo 
tablets were given. There was a prolonged effect in all 

The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


patients. Repository glyceryl trinitrate causes a moder¬ 
ate but long-lasting dilatation of the coronary vessels, 
but even at best a disturbance might be only partially 
controlled. The negative results of the therapy are ex¬ 
plained by the severity of the vascular changes and 
by a failure of dilatation of the collateral vessels. 

Austrian Himalaya-Karakorum Expedition.—At the 
same meeting, G. Weiler reported on his observations 
in 10 mountain climbers participating in the 1956 
Austrian Himalaya-Karakorum Expedition and 10 
sherpas. The first symptom of mountain sickness was 
Cheyne-Stoke respiration, noted before falling asleep 
and during sleep, which appeared at a height of over 
15,900 ft. This symptom did not cause the subjects to 
awaken and disappeared after a few days at this alti¬ 
tude. A decrease of appetite was observed only at 
altitudes over 18,000 ft. Cough occurred in all sub¬ 
jects, but with different intensity. Aphonia occurred in 
only one, after he had reached the peak, a height of 
24,105 ft., but disappeared without treatment after the 
return to a lower level. Other symptoms of mountain 
sickness (dizziness, insomnia, headache, and vomiting) 
probably were prevented by the slow ascent, lasting 
19 days, and by administration of vitamin B 12 tablets 
during the ascent. Hemolysis and poor coagulability 
of the blood were observed at a height of over 15,000 
ft. During the climb there was a gradual decrease in 
blood pressure in all 20 subjects. The average total 
decrease in systolic pressure was 16 mm. Hg. As long 
as 112 days after descent the systolic pressure did not 
return to the initial level. The diastolic pressure in¬ 
creased at first and then decreased. The average dia¬ 
stolic pressure did not change in the 10 mountain 
climbers, but in the sherpas there was an average de¬ 
crease of 5 mm. Hg. The pulse pressure did not reach 
the initial values even at the end of the stay at an 
altitude of 15,900 ft. The average was 29 mm. Hg 
higher than the initial level in the mountain climbers 
and 11 mm. Hg in the sherpas. 

The differences between the values observed in the 
mountain climbers and those of the sherpas were due 
to (1) the fact that the sherpas had lived since child¬ 
hood at altitudes over 6,900 ft., (2) their repeated stay¬ 
ing at higher altitudes for a rather long time, and (3) 
the better physical condition of the sherpas. A psycho¬ 
logical test carried out in seven mountain climbers 
revealed a diminution of the capacity of concentration 
and association at an altitude of over 12,000 ft. Weiler 
concluded that the good acclimation at a height of 
15,900 ft. or over during about eight weeks was prob¬ 
ably due to administration of vitamin B J2 and vitamin 
C tablets. 

Iron-Copper-Cobalt Therapy.—At the meeting of the 
Vienna Medical Society on Nov. 23, E. Undritz of 
Basel, Switzerland, stated that iron metabolism and 
the production of hemoglobin are homologous basic 
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processes in animals as well as in human beings. The 
so-called physiological anemia in suckling animals is 
caused by an iron deficiency and can be cured by 
giving iron. Masked iron deficiency is a widespread 
condition, which also can easily be reproduced in rats 
and which disappears after treatment with iron. Iron 
alone does not stimulate erythropoiesis; only when 
combined with copper does it produce hemoglobin. 
Giving cobalt increases the hemoglobin content above 
normal in die healthy subject. Cobalt, even in smaller 
quantities, prevents the anemia caused by infections 
(tuberculosis and others), which does not respond to 
iron treatment. In man, cobalt prevents disorders of 
die utilization of iron and normalizes the production 
of hemoglobin in the anemia caused by such disorders 
as infections, malignant tumors, leukemia, and dis¬ 
eases of die kidneys, which do not respond to iron 
and vitamin B a2 . Certain organic compounds of cobalt, 
which are much less toxic than the more usual inor¬ 
ganic compounds, are effective. Cobalt, and iron and 
copper, should be given by moudi, because most of 
die diseases for which they are given require pro¬ 
longed treatment. 

BRAZIL 

Portal Hypertension.—At the 10th meeting of die Inter- 
american Congress of Surgery, Dr. Palmiro Rocha, Sao 
Paulo, reported on a series of 152 patients with portal 
hypertension. Intrahepatic obstruction was the cause 
in 149 patients. Only three had an extrahepatic block. 
Splenomegaly was found in all 152 patients, hepato¬ 
megaly in 102, and melena and/or hematemesis in 92. 
Oligocythemia was found in 103, leukopenia in 90, 
platelet deficiency in 40, and hypoproteinemia in 65. 
No relation could be found between die degree of 
portal hypertension and the presence of esophageal 
varices. Splenomegaly did not seem to be related to 
the age of the patient; but the higher the pressure, the 
larger was the spleen. Gastrointestinal hemorrhage is 
a definite indication for operation. The author also 
operates for esophageal varices without hemorrhage. 
In the presence of ascites controllable by medical treat¬ 
ment, operation is mandatory; but, if the ascites is not 
controllable by medical treatment, operation is contra¬ 
indicated. 

During an episode of bleeding from esophageal or 
gastric varices, tamponade with hydrostatic or pneu¬ 
matic balloons should be used. This should be consid¬ 
ered as preparation for such definitive measures as 
splenorenal or direct portocaval anastomoses. Spleno¬ 
renal anastomosis could not be performed in 40% of 
the patients in this series, and direct portocaval anas¬ 
tomosis was not feasible in 13%. The results following 
splenorenal anastomosis were better than those follow¬ 
ing splenectomy or direct portocaval anastomosis in 
lowering of portal pressure and preventing further 
hemorrhage. No deaths occurred in patients in whom 
a direct portocaval anastomosis was performed, but 
in those subjected to a splenorenal anastomosis the 
death rate was 3.7% and in those whose spleens were 
removed the death rate was about 7.4%. Ligation of 
hepatic and/or splenic arteries should not be done for 


the treatment of portal hypertension, although ligation 
of the splenic artery may eventually be indicated as a 
palliative measure for patients with chronic ascites in 
whom a shunt operation cannot be performed. Sple¬ 
nectomy should be performed only in those patients in 
whom the portal hypertension is limited to the region 
of the splenic vein. 

Cancer of the Colon.—At the same meeting, Dr. Sylvio 
D’Avila, Rio de Janeiro, pointed out that, of 22,790 
persons who died from cancer in the city of Rio de 
Janeiro, 11.3% had cancer of the colon. Early signs 
and symptoms include fever of unknown origin; in¬ 
creased sedimentation rate with no apparent cause; 
multiple sebaceous cysts; pigmentation or melanin 
deposits on the lips, buccal mucosa, fingers, or feet; 
melena; anemia of unknown cause; change in bowel 
habits; and pain. A digital examination of the rectum, 
proctoscopic examination, double-contrast barium ene¬ 
ma, and exfoliative cytology are the methods used for 
the detection of an adenoma. The removal of such 
precancerous lesions should prevent the development 
of cancer of die colon. The speaker prefers hemicolec¬ 
tomy on the right for cancers of the ascending colon 
and hemicolectomy on the left for tumors of the de¬ 
scending colon. 

Causes of Sterility.—Dr. Arnaldo de Moraes (An. brasil. 
ginec. 42:125, 1956) classified sterile women into two 
groups, representing high and low socioeconomic seg¬ 
ments of the population. The former were 151 of his 
private patients, and the latter were 560 of those ad¬ 
mitted to the department of gynecology of the uni¬ 
versity hospital. The sterility was classified as primary 
if the patient showed a complete incapacity to become 
pregnant and secondary if pregnancy occurred only 
once. The author concluded that inflammation of the 
pelvic organs due to criminal abortion and intrauterine 
contraceptive treatments is an important cause of 
sterility. Husbands show little understanding and co¬ 
operation in trying to solve die problem, and wives 
are afraid to shock their husbands’ feeling in this as¬ 
pect of sex. Endocrine and hormonal factors, malnu¬ 
trition due to poverty, ignorance of food values, alcho- 
hol, and verminotic anemia are significant causes of 
sterility. The incidence of tuberculosis of the pelvic 
organs in poor women in Brazil (3.3%) is higher than 
that in the United States, reaching about the same 
level as that observed in Europe and Israel under the 
same conditions. No case of genital tuberculosis was 
found in the author’s private practice. 

Diabetic Neuropathy.—Many diabetic patients at first 
seek the care of a neurologist, the diabetic cause of 
their symptoms being recognized only a posteriori. 
Dr. H. M. Canelas and co-workers ( Rev. paulista mod. 
49:169, 1956) reported a series of 33 diabetic patients 
25 to 66 years old (average 62), die duration of whose 
diabetes was 1 to 12 years (average 5.1). Twenty pa¬ 
tients had normal or above-normal weight tor their 
respective height and age, and 13 below normal, lit 
most of these patients control of tlx' disoaw was h- 

regular. Sixteen tmvt tC \V,W\ 
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severe neuropathy. In the latter group the protein 
content of the spinal fluid and the vibratory percep¬ 
tion threshold were increased. In these patients the 
duration of the disease was longer than in the others, 
and there was a significant correlation between the 
threshold of the vibratory perception in the toes and 
both the duration of the disease and the age of the 
patients. Weight apparently did not exercise a signifi¬ 
cant influence on the vibratory perception threshold. 
Retinopathy was generally associated with severe 
neuropathy and with a longer duration of the disease. 
The above findings characterize diabetic neuropathy 
as a degenerative syndrome progressing simulta¬ 
neously with diabetic angiopathy. 

X-ray Study of the Vagotomized Stomach.—At a meet¬ 
ing of the Associagao Paulista de Medicina, Drs. David 
Rosenberg and Feres Secaf reported that section of the 
vagus nerve causes great alterations in the tonicity 
and peristaltism of the stomach. Immediately after 
section the stomach is dilated and becomes atonic, so 
that its emptying is greatly retarded. The patient com¬ 
plains of heaviness of the stomach and foul eructa¬ 
tions. Although these changes have been described in 
medical literature as transitory, the authors found that 
in several patients they persisted for months and even 
years. Eighteen such patients were followed by means 
of serial roentgenograms. In 12 of them the changes 
persisted for more than six years. The follow-up ex¬ 
aminations showed that, while in some patients the 
roentgenographic findings of the stomach became nor¬ 
mal in a few months, in others the dilatation and stasis 
were observed as long as three years after vagotomy. 


CANADA 

Meeting of Royal College.—At the October meeting of 
the Royal College of Physicians and Surgeons of 
Canada in Toronto, Merriman and co-workers of Saska¬ 
toon described their attempts to evaluate the PC wave 
contour and pressures in the diagnosis of mitral valvu¬ 
lar disease. They compared data obtained by catheteri¬ 
zation of the right side of the heart with direct pres¬ 
sures and wave contours obtained by bronchoscopic 
puncture of the left auricle and catheterization of the 
left side of the heart by means of passage of a fine 
plastic catheter through the bronchoscopic needle 
into the left auricle, left ventricle, and aorta. In 14 
patients with mitral disease the diagnosis was con¬ 
firmed by operation. The PC wave contours and pres¬ 
sures gave an accurate picture of events in the left 
auricle. Catheterization of the left side of the heart 
via a bronchoscope is a relatively safe procedure. 
Litvak and Vineberg of Montreal discussed two fea¬ 
tures of their studies of coronary artery surgery'. They 
have been gradually occluding the coronary arteries 
of experimental animals by using a sleeve of ameroid 
(made from stainless steel and casein), constriction 
being due to luminal expansion of the ameroid and 
local vascular reaction. This technique is helpful in 
evaluating myocardial revascularizing procedures. 
These observers are also evaluating left internal mam¬ 


mary arteriocardiopexy in the therapy of coronary 
artery' insufficiency. They transfer the left internal 
mammary artery without division or ligation to the 
ventricular surface,' attaching it by its transected inter¬ 
costal branches. Success of the anastomosis seems to 
depend on removal of the epicardial barrier with spe¬ 
cial instruments. Mustard and Barnes of Toronto spoke 
of pump-oxygenators in cardiac surgery. Present-day 
oxygenators are in two classes—those in which there is 
contact between blood and a gas, and those in which a 
membrane is interposed. They use the latter, with do¬ 
nor dog lungs in experimental dogs and monkey lungs 
for human beings. Their pump provides controlled 
perfusion with a low degree of trauma to blood cells. 
They use four monkey lungs (procured from rhesus 
monkeys after kidney removal for preparation of 
poliomyelitis vaccine) in the pump circuit, inflated 
periodically with oxygen as the blood is pumped 
through them. 

Of the five papers on vascular surgery, two dealt 
with replacement of the thoracic and abdominal aorta 
in dogs by such prostheses as specially woven poly¬ 
thene tubes (which provide a suitable matrix for in¬ 
vasion by fibroblastic tissue), nylon taffeta tubes 
(rather hard to handle and more apt to cause 
postoperative complications), braided nylon tubes 
(satisfactory), impermeable polyvinyl alcohol tubes 
(disappointing), and homografts (satisfactory). Two 
were concerned with revascularization of an extremity 
after arterial occlusion. Donald Wilson and co-workers 
of Toronto treated 30 patients by means of grafts and 
had encouraging results in a follow-up of up to two 
years. The patient’s way of life had often been greatly 
improved and suffering relieved, even if only tempo¬ 
rarily. Luke of Montreal had a series of 36 patients 
treated by grafting and was getting better results by 
end-to-side bypass technique of graft application. He 
had broadened the indications and inserted femoral 
homografts into 15 patients with severe ischemia and 
gangrene of tire foot. In 12 patients a good foot was 
maintained and the gangrene was spontaneously cured. 
Many limbs could now be saved that would otherwise 
have required supracondylar amputation. Harold Rob¬ 
ertson of Toronto reviewed a series of 124 sympa¬ 
thectomies performed for arteriosclerosis or throm¬ 
boangiitis obliterans of the legs. Limbs that survived 
the first few postoperative months were usually good 
for many years in both groups. Robertson showed a 
low correlation between the extent of the sympa¬ 
thectomy and the physiological and clinical responses, 
a lack of effect on male potency, and a low incidence 
of arterial thrombosis. 

Beveridge and co-workers of Kingston had studied 
dietary factors affecting the level of cholesterol in 
human plasma, using staff members and over 100 
university students as volunteers. They showed that 
there is a factor in animal fats that raises tire plasma 
cholesterol level and a factor in corn oil that lowers 
it. When a fat-poor diet was used, the plasma choles¬ 
terol level fell and stayed constant until corn oil was 
added, when it fell still further. Of the two papers on 
psychiatry, one by Stokes of Toronto showed the inter¬ 
esting effects of triiodothyronine in clearing up stupor 
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in a patient with periodic catatonia, although no rela¬ 
tion of the catatonia to thyroid or adrenal cortical 
function could be demonstrated. Lovett Doust of To¬ 
ronto drew attention to the remarkable changes in 
capillary structure and function in schizophrenia, 
capillary anoxemia leading to local cellular anoxia. 
Arteriovenous shunts appear to bypass the capillaries 
in schizophrenia. The mental disturbance may be 
secondary to a tissue anoxia. Cameron and co-workers 
of Montreal treated 10 patients with acquired hemo¬ 
lytic anemia of unknown origin with corticotropin and 
cortisone, with good effect in four patients. In the 
other six, splenectomy gave encouraging results. 

Watt of Toronto analyzed a series of 40 patients with 
multiple myeloma and divided them into two groups; 
most patients were dead within a few months, but 
eight survived for more than three years. He found 
that a poor prognosis was associated with the finding 
of marked hyperplasia and immaturity of myeloma 
cells in marrow, development of macrocytic anemia 
or pancytopenia, and recurring infection. Two papers 
were concerned with radiodiagnosis of biliary tract 
disease. Jutras and Levesque of Montreal discussed the 
role of the new oral and intravenous contrast agents in 
die diagnosis of noncalculous disease of the gallblad¬ 
der. Elaborate analysis of roentgenograms could lead 
to frequent diagnosis of cliolesterosis, of which they 
had collected 170 cases. Most constant indirect signs 
were hyperconcentration, accelerated emptying, and 
wide and deep contraction rings in the gallbladder. 
Direct signs included small, multiple, scattered, ir¬ 
regular, unevenly translucent spots and accentuation 
of the mucosal pattern. Gray of Toronto, who has used 
sodium iodipamide to examine the biliary tract about 
200 times, is satisfied that a high degree of accuracy is 
obtained and recommends its continued use. 

At the Sick Children’s Hospital, Toronto, 116 cases 
of salicylate poisoning were reviewed. The serial de¬ 
termination of the serum pH was found the most 
important clinical guide in management. The urinary 
pH was almost always low in salicylate intoxication, 
even with a high serum pH. Blood sugar changes were 
not found, and ketosis was not always present. Finlay 
and Wightman of Toronto compared the roles of a 
gluten-free diet and cortisone and corticotropin in 
treating the malabsorption syndrome in 17 adults, 10 
with idiopathic steatorrhea and 7 with secondary 
steatorrhea. In all but one the gluten-free diet caused 
a remission, although relapse might be expected when 
tire diet was withdrawn. Its effect was slower but more 
complete than that of cortisone. 

American Psychiatric Association.—For tire first time 
a divisional meeting of the American Psychiatric As¬ 
sociation was held in Montreal, in November. Dr. 
Beach, of New Haven, Conn., reported that exogenous 
androgens can restore normal sexual activity in rats 
after castration or partial ablation of the testicular 
cortex and that this activity could be abolished by 
lesions in the posteromedial portion of the hypothala¬ 
mus alone. Dr. Fink, of Glen Oaks, N. Y., stated that 
the degree of clinical improvement in depressed pa¬ 
tients given electroconvulsive therapy was related to 
the amount of delta rhythm in the electroencephalo¬ 


gram and to the amount of disorientation after giving 
amobarbital intravenously. Dr. Tyhurst, of Montreal, 
opposed tire comrpon view that retirement from work 
has a bad effect on health. He showed that mortality 
and morbidity rates in a large group were no worse 
after retirement and in many cases were lower than 
average. On retirement there might be a phase of 
emotional trouble lasting up to one year but this did 
not persist. 

Dr. Heath, of New Orleans, reported tests in non¬ 
schizophrenic subjects with a precipitate, Taraxein, 
obtained from pooled serum of patients with chronic 
schizophrenia. In small doses this serum produces the 
clinical findings of simple or paranoid schizophrenia; 
in large doses it causes a catatonic or hebephrenic 
response. After intravenous injection of the serum, 
these effects last for up to two hours in controls and 
up to four days in tire schizophrenic patient. The 
potency of the extract was tested by measuring spike 
and wave response in the rostral hippocampus in 
monkeys with deep electrodes. Extracts from the serum 
of normal subjects did not produce this localized effect 
in monkeys. The effect of schizophrenic serum differed 
from that of lysergic acid in that it caused no auto¬ 
nomic changes. The substance responsible may be a 
protein or an enzyme. Opinions differed on the value 
of promazine hydrochloride, which, according to Dr. 
Morrison, of Houston, Texas, produced prolonged im¬ 
provement in only a small proportion of patients and 
tended to cause serious complications such as grand 
mal, confusional states, and blood changes. Other 
speakers had a success rate of about 30%. Dr. Wilmer, 
of Montreal, had been using dimenhydrinate (Drama- 
mine) as an adjunct to supportive psychotherapy. He 
had obtained improvement in 29 of 40 patients, par¬ 
ticularly as regards anxiety and tension headache. The 
dose never exceeded 200 mg. daily, and side effects 
were negligible. A negative report was given by Dr. 
Rudy, of Galesburg, Ill., on two new drugs, MER-22 
and SKF-5, both related to azacyelonol, as cortical 
stimulants in chronic schizophrenia. 

New Synthetic Mineralocorticoid.—Drs. Selye and Bois 
in the Canadian Medical Association Journal described 
a new and extremely active synthetic mineralocorti¬ 
coid, 2-methyl-9a-chlorocortisol acetate. This steroid is 
about 400 times as active as desoxycorticosterone ace¬ 
tate in producing cardiovascular damage, fluid reten¬ 
tion, and death in rats. The interest of this new steroid 
lies in its intense activity, for other hormones such as 
cortisone would have to be produced in immense 
amounts by tire adrenal to cause such connective tissue 
diseases as periarteritis nodosa with which they have 
been hypothetically associated. The fact that the new 
steroid will produce disease at a daily dose level of 5 
mg. makes it conceivable that the adrenal cortex can 
both cause and suppress disease of kidneys and con¬ 
nective tissue by elaborating small amounts of hor¬ 
mones. 

Social and Economic Standing of Medical Students.— 
It is often assumed in Canada that only comparatively 
well-to-do parents, especially city-dwellers, can afford 
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severe neuropathy. In the latter group the protein 
content o£ the spinal fluid and the vibratory percep¬ 
tion threshold were increased. In these patients the 
duration of the disease was longer than in the others, 
and there was a significant correlation between the 
threshold of the vibratory perception in the toes and 
both the duration of the disease and the age of the 
patients. Weight apparently did not exercise a signifi¬ 
cant influence on the vibratory perception threshold. 
Retinopathy was generally associated with severe 
neuropathy and with a longer duration of the disease. 
The above findings characterize diabetic neuropathy 
as a degenerative syndrome progressing simulta¬ 
neously with diabetic angiopathy. 

X-ray Study of the Vagotomized Stomach.—At a meet¬ 
ing of the Associagao Paulista de Medicina, Drs. David 
Rosenberg and Feres Secaf reported that section of the 
vagus nerve causes great alterations in the tonicity 
and peristaltism of the stomach. Immediately after 
section the stomach is dilated and becomes atonic, so 
that its emptying is greatly retarded. The patient com¬ 
plains of heaviness of the stomach and foul eructa¬ 
tions. Although these changes have been described in 
medical literature as transitory, the authors found that 
in several patients they persisted for months and even 
years. Eighteen such patients were followed by means 
of serial roentgenograms. In 12 of them the changes 
persisted for more than six years. The follow-up ex¬ 
aminations showed that, while in some patients the 
roentgenographic findings of the stomach became nor¬ 
mal in a few months, in others the dilatation and stasis 
were observed as long as three years after vagotomy. 


CANADA 

Meeting of Royal College.—At the October meeting of 
the Royal College of Physicians and Surgeons of 
Canada in Toronto, Merriman and co-workers of Saska¬ 
toon described their attempts to evaluate the PC wave 
contour and pressures in the diagnosis of mitral valvu¬ 
lar disease. They compared data obtained by catheteri¬ 
zation of tire right side of the heart with direct pres¬ 
sures and wave contours obtained by bronchoscopic 
puncture of the left auricle and catheterization of the 
left side of the heart by means of passage of a fine 
plastic catheter through the bronchoscopic needle 
into the left auricle, left ventricle, and aorta. In 14 
patients with mitral disease the diagnosis was con¬ 
firmed by operation. The PC wave contours and pres¬ 
sures gave an accurate picture of events in the left 
auricle. Catheterization of the leit side of the heart 
via a bronchoscope is a relatively safe procedure. 
Litvak and Vineberg of Montreal discussed two fea¬ 
tures of their studies of coronary artery surgery. They 
have been gradually occluding the coronary arteries 
of experimental animals by using a sleeve of ameroid 
(made from stainless steel and casein), constriction 
being due to luminal expansion of the ameroid and 
local vascular reaction. This technique is helpful in 
evaluating myocardial revascularizing procedures. 
These observers are also evaluating left internal mam¬ 


mary arteriocardiopexy in the therapy of coronary 
artery insufficiency. They transfer the left internal 
mammary artery without division or ligation to the 
ventricular surface,* attaching it by its transected inter¬ 
costal branches. Success of the anastomosis seems to 
depend on removal of the epicardial barrier with spe¬ 
cial instruments. Mustard and Barnes of Toronto spoke 
of pump-oxygenators in cardiac surgery. Present-day 
oxygenators are in two classes—those in which there is 
contact between blood and a gas, and those in which a 
membrane is interposed. They use the latter, with do¬ 
nor dog lungs in experimental dogs and monkey lungs 
for human beings. Their pump provides controlled 
perfusion with a low degree of trauma to blood cells. 
They use four monkey lungs (procured from rhesus 
monkeys after kidney removal for preparation of 
poliomyelitis vaccine) in the pump circuit, inflated 
periodically with oxygen as the blood is pumped 
through them. 

Of the five papers on vascular surgery, two dealt 
with replacement of the thoracic and abdominal aorta 
in dogs by such prostheses as specially woven poly¬ 
thene tubes (which provide a suitable matrix for in¬ 
vasion by fibroblastic tissue), nylon taffeta tubes 
(rather hard to handle and more apt to cause 
postoperative complications), braided nylon tubes 
(satisfactory), impermeable polyvinyl alcohol tubes 
(disappointing), and homografts (satisfactory). Two 
were concerned with revascularization of an extremity 
after arterial occlusion. Donald Wilson and co-workers 
of Toronto treated 30 patients by means of grafts and 
had encouraging results in a follow-up of up to two 
years. The patient’s way of life had often been greatly 
improved and suffering relieved, even if only tempo¬ 
rarily. Luke of Montreal had a series of 36 patients 
treated by grafting and was getting better results by 
end-to-side bypass technique of graft application. He 
had broadened the indications and inserted femoral 
homografts into 15 patients with severe ischemia and 
gangrene of the foot. In 12 patients a good foot was 
maintained and the gangrene was spontaneously cured. 
Many limbs could now be saved that would otherwise 
have required supracondylar amputation. Harold Rob¬ 
ertson of Toronto reviewed a series of 124 sympa¬ 
thectomies performed for arteriosclerosis or throm¬ 
boangiitis obliterans of the legs. Limbs that survived 
the first few postoperative months were usually good 
for many years in both groups. Robertson showed a 
low correlation between the extent of the sympa¬ 
thectomy and the physiological and clinical responses, 
a lack of effect on male potency, and a low incidence 
of arterial thrombosis. 

Beveridge and co-workers of Kingston had studied 
dietary factors affecting the level of cholesterol in 
human plasma, using staff members and over 100 
university students as volunteers. They showed that 
there is a factor in animal fats that raises the plasma 
cholesterol level and a factor in com oil that lowers 
it. When a fat-poor diet was used, the plasma choles¬ 
terol level fell and stayed constant until com oil was 
added, when it fell still further. Of the two papers on 
psychiatry’, one by Stokes of Toronto showed the inter¬ 
esting effects of triiodothyronine in clearing up stupor 
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in a patient with periodic catatonia, although no rela¬ 
tion of the catatonia to thyroid or adrenal cortical 
function could be demonstrated. Lovett Doust of To¬ 
ronto drew attention to the remarkable changes in 
capillary structure and function in schizophrenia, 
capillary anoxemia leading to local cellular anoxia. 
Arteriovenous shunts appear to bypass the capillaries 
in schizophrenia. The mental disturbance may be 
secondary to a tissue anoxia. Cameron and co-workers 
of Montreal treated 10 patients with acquired hemo¬ 
lytic anemia of unknown origin with corticotropin and 
cortisone, with good effect in four patients. In the 
other six, splenectomy gave encouraging results. 

Watt of Toronto analyzed a series of 40 patients with 
multiple myeloma and divided them into two groups; 
most patients were dead within a few months, but 
eight survived for more than three years. He found 
that a poor prognosis was associated with the finding 
of marked hyperplasia and immaturity of myeloma 
cells in marrow, development of macrocytic anemia 
or pancytopenia, and recurring infection. Two papers 
were concerned with radiodiagnosis of biliary tract 
disease. Jutras and Levesque of Montreal discussed the 
role of tire new oral and intravenous contrast agents in 
die diagnosis of noncalculous disease of die gallblad¬ 
der. Elaborate analysis of roentgenograms could lead 
to frequent diagnosis of cholesterosis, of which they 
had collected 170 cases. Most constant indirect signs 
were hyperconcentration, accelerated emptying, and 
wide and deep contraction rings in the gallbladder. 
Direct signs included small, multiple, scattered, ir¬ 
regular, unevenly translucent spots and accentuation 
of the mucosal pattern. Gray of Toronto, who has used 
sodium iodipamide to examine the biliary tract about 
200 times, is satisfied that a high degree of accuracy is 
obtained and recommends its continued use. 

At the Sick Children’s Hospital, Toronto, 116 cases 
of salicylate poisoning were reviewed. The serial de¬ 
termination of the serum pH was found the most 
important clinical guide in management. The urinary 
pH was almost always low in salicylate intoxication, 
even with a high serum pH. Blood sugar changes were 
not found, and ketosis was not always present. Finlay 
and Wightman of Toronto compared the roles of a 
gluten-free diet and cortisone and corticotropin in 
treating the malabsorption syndrome in 17 adults, 10 
with idiopathic steatorrhea and 7 with secondary 
steatorrhea. In all but one the gluten-free diet caused 
a remission, although relapse might be expected when 
tire diet was withdrawn. Its effect was slower but more 
complete than that of cortisone. 

American Psychiatric Association.—For the first time 
a divisional meeting of the American Psychiatric As¬ 
sociation was held in Montreal, in November. Dr. 
Beach, of New Haven, Conn., reported that exogenous 
androgens can restore normal sexual activity in rats 
after castration or partial ablation of the testicular 
cortex and that this activity could be abolished by 
lesions in tire posteromedial portion of the hypothala¬ 
mus alone. Dr. Fink, of Glen Oaks, N. Y., stated that 
tlie degree of clinical improvement in depressed pa¬ 
tients given electroconvulsive therapy was related to 
the amount of delta rhythm in the electroencephalo¬ 


gram and to the amount of disorientation after giving 
amobarbital intravenously. Dr. Tyhurst, of Montreal, 
opposed the common view that retirement from work 
has a bad effect on health. He showed that mortality 
and morbidity rates in a large group were no worse 
after retirement and in many cases were lower than 
average. On retirement there might be a phase of 
emotional trouble lasting up to one year but this did 
not persist. 

Dr. Heath, of New Orleans, reported tests in non¬ 
schizophrenic subjects with a precipitate, Taraxein, 
obtained from pooled serum of patients with chronic 
schizophrenia. In small doses this serum produces the 
clinical findings of simple or paranoid schizophrenia; 
in large doses it causes a catatonic or hebephrenic 
response. After intravenous injection of the serum, 
these effects last for up to two hours in controls and 
up to four days in the schizophrenic patient. The 
potency of the extract was tested by measuring spike 
and wave response in the rostral hippocampus in 
monkeys with deep electrodes. Extracts from the serum 
of normal subjects did not produce this localized effect 
in monkeys. The effect of schizophrenic serum differed 
from that of lysergic acid in that it caused no auto¬ 
nomic changes. The substance responsible may be a 
protein or an enzyme. Opinions differed on the value 
of promazine hydrochloride, which, according to Dr. 
Morrison, of Houston, Texas, produced prolonged im¬ 
provement in only a small proportion of patients and 
tended to cause serious complications such as grand 
mal, confusional states, and blood changes. Other 
speakers had a success rate of about 30%. Dr. Wilmer, 
of Montreal, had been using dimenhydrinate (Drama- 
mine) as an adjunct to supportive psychotherapy. He 
had obtained improvement in 29 of 40 patients, par¬ 
ticularly as regards anxiety and tension headache. The 
dose never exceeded 200 mg. daily, and side effects 
were negligible. A negative report was given by Dr. 
Rudy, of Galesburg, Ill., on two new drugs, MER-22 
and SKF-5, both related to azacyclonol, as cortical 
stimulants in chronic schizophrenia. 

New Synthetic Mineralocorticoid.—Drs. Selye and Bois 
in tire Canadian Medical Association Journal described 
a new and extremely active synthetic mineralocorti- 
coid, 2-methyl-9a-chlorocortisol acetate. This steroid is 
about 400 times as active as desoxycorticosterone ace¬ 
tate in producing cardiovascular damage, fluid reten¬ 
tion, and death in rats. The interest of this new steroid 
lies in its intense activity, for other hormones such as 
cortisone would have to be produced in immense 
amounts by the adrenal to cause such connective tissue 
diseases as periarteritis nodosa with which they have 
been hypothetically associated. The fact that the new 
steroid will produce disease at a daily dose level of 5 
mg. makes it conceivable that the adrenal cortex can 
both cause and suppress disease of kidneys and con¬ 
nective tissue by elaborating small amounts of hor¬ 
mones. 

Social and Economic Standing of Medical Students.- 
It is often assumed in Canada that only comparatively 
well-to-do parents, especially city-dwellers, can afford 
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to send their sons to medical school. Tire fallacy of this 
thinking is exposed by a recent survey made in the 
University of Alberta, which is a typical state univer¬ 
sity located in Edmonton, with a population of about 
225,000. The executive secretary of the faculty of med¬ 
icine analyzed the location of the homes of medical 
students and the occupation of their parents. Study 
of the location of homes of the 734 medical students 
enrolled since 1944 (90% of whom came from Alberta) 
did show a weighting in favor of city-dwellers, but 
analysis of the figures showed that if the heavy enroll¬ 
ment from Edmonton was excluded, other students 
were just as likely to come from rural as from urban 
areas. Although Alberta is largely an agricultural 
province, tire sons of farmers were comparatively 
poorly represented. About twice as many students 
came from the professional or business-proprietor 
classes as would be expected from the actual size of 
these categories in the general population. Neverthe¬ 
less, 67% of students came from categories in which 
the parents’ income would be near or below the na¬ 
tional average. Thus, the fathers of medical students 
included laborers, railwaymen, carpenters, miners, 
barbers, gardeners, janitors, and plumbers. In 29 cases 
the parents were on a pension. The failure rate of stu¬ 
dents appeared to have little relation to the student’s 
financial background, although occasionally a student 
withdrew for a time to improve his financial status by 
outside work. In such cases he invariably returned 
after a year or two and completed his course. 

National Heart Foundation.—The pattern of activity 
of the new National Heart Foundation of Canada is 
now fairly apparent. This foundation received its 
dominion charter last June, at which time a constitu¬ 
tion and bylaws were approved and a board of direc¬ 
tors (part medical, part lay) was appointed. At the 
end of October, the board of directors met and 
discussed the aims and objects of the foundation and 
the means of implementing them. The foundation pro¬ 
poses to act as a medical-lay fund-raising body at the 
national level, coordinating the fund-raising campaigns 
of provincial bodies and directly seeking funds for 
research in cardiovascular diseases. Much cardiological 
research is going on in Canada, but there is now a 
need to take a look at the picture as a whole, to see 
which centers are best fitted to do research in par¬ 
ticular parts of the field, to eliminate unnecessary 
overlapping, and to coordinate the efforts of investi¬ 
gators. Although research is the primary interest of 
the foundation, which now has a cardiologist as a 
full-time executive secretary, the foundation will also 
take part in professional education in cardiovascular 
diseases. The general idea, which has already been 
applied in Ontario, is to send teams, usually consisting 
of two cardiologists, to outlying communities to assist, 
local practitioners in the diagnosis and treatment of 
cardiovascular disease. In addition to lectures and 
group discussions, the teams vail discuss actual cases 
presented by local men. 

At the meeting of tire board of directors, whose presi¬ 
dent is Dr. G. F. Strong of Vancouver, the relationship 
of the national body to existing and future provincial 


heart foundations was discussed. The most firmly 
established provincial heart foundation is the Ontario 
Heart Foundation, but Quebec, British Columbia, and 
Saskatchewan have all formed similar organizations. 
In Manitoba an association is in process of formation, 
and it is likely that Alberta and the Maritimes will 
also organize. It is likely that a pattern will develop 
in which provincial organizations act as divisions of 
the national body, acting in liaison with it, so as to 
obtain the greatest national profit from local research 
projects. 

Chronic Constrictive Pericarditis.—Dr. Bigelow and 
co-workers ( Canadian Medical Association Journal, 
Nov. 15, 1956) reported a series of 13 patients on 
whom they had performed subtotal pericardectomy 
for chronic constrictive pericarditis. They consider 
that any patient with this condition who also'has an 
elevated venous pressure, edema, and ascites deserves 
operation. If the diagnosis is based on radiologic ex¬ 
amination without clinical signs, the surgeon must 
assure himself that.the lesion is really hindering the 
work of the myocardium before operating. Catheteri¬ 
zation of the ventricle may show an increase in pres¬ 
sure at the end of diastole, which is a clear indication 
that cardiac function is impaired. Digitalis should be 
used before and after operation. The authors favor a 
transverse incision through the lower end of the ster¬ 
num and across both sides of the chest. All the peri¬ 
cardium lying over the ventricles must be removed, 
including the apex and diaphragmatic surface. Re- 
moyal of pericardium over the right atrium is not par¬ 
ticularly important. The 13 patients operated on with 
a follow-up of one to three years were of an average 
age of 29 years. There was one operative and one 
postoperative death. Of the 11 survivors, 8 were in 
excellent and 2 others were in very good health. 

Health Programs of the Future.—In his presidential 
address to the Canadian Public Health Association 
this year (reprinted in the Canadian Journal of Public 
Health for November) Dr. G. J. Wherrett listed some 
16 voluntary agencies in Canada concerned with in¬ 
dividual diseases or groups of diseases, taking these 
as an indication of the intense interest in health mat¬ 
ters taken by the public. Some should be combined, 
however, and, in order that a suitable distribution of 
funds may be made, more morbidity surveys at the 
national level are necessary. Dr. Wherrett suggested 
that the function of combining such organizations 
might well be taken over by the Canadian Public 
Health Association, with the cooperation of other 
national bodies. In tin's way health needs could be 
assessed and programs for fund-raising properly co¬ 
ordinated. 

Human Iris Pigment and Schizophrenia.—In the Cana¬ 
dian Psychiatric Association Journal (vol. 1, no. 3, 
1956) Dr. Ian Kent describes a concept of individual 
reactivity in relation to iris pigmentation. He presents 
the various iris colors as a continuum analogous to the 
spectrum, ranging from absence of pigment at one end 
of the scale, as in the albino, through increasing 
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amounts of visible iris pigment toward the black iris 
at the other end. Maintenance of a relatively constant 
eye color in any given person is probably a manifes¬ 
tation of biochemical and neurohumoral processes. Dr. 
Kent suggests that the iris pigment scale provides a 
basis for estimating a person’s specific response to a 
variety of drugs, such as insulin, reserpine, and chlor- 
promazine. Over a period of years he has assessed the 
visible iris pigment in persons and believes it to be a 
reliable guide to many physiological and psychological 
characteristics. In particular, a significant percentage 
of schizophrenic patients have light-colored eyes in 
the intermediate zone of the iris pigment scale. In¬ 
vestigation of 448 patients (255 schizophrenics and 
193 others), together with a survey of 1,292 school- 
children, showed that the percentage of hospitalized 
schizophrenics in the mixed iris pigment range at the 
center of the scale was about three times the percent¬ 
age of schoolchildren in that range; as a corollary, the 
extremities of the color range were poorly represented 
in schizophrenics. In a group of normal subjects in 
the mid-range on the iris pigment scale, physiological 
reactions were extremely variable from time to time 
and from day to day. Such reactions included pulse 
rate, pulse pressure, respirator)' rate, and blood sugar 
level. These subjects were also of a variable and un¬ 
predictable temperament. The author suggests that 
the specific reactivity of any person to his environ¬ 
ment is genetically determined and therefore predict¬ 
able, at least in part, and is represented in the specific 
appearance of the iris. 

New National Medical Societies.—Two new national 
medical societies appeared in Canada on Oct. 17. The 
Canadian Association of Anatomists was formed by 
anatomists from 10 of Canada’s medical schools who 
met at the University of Montreal and elected officers. 
The purpose of the association is to advance the sci¬ 
ence of anatomy in Canada, to hold an annual meet¬ 
ing for presentation of scientific papers, and to coop¬ 
erate with other scientific bodies in development of 
scientific programs in Canada. It is not the intention 
of the association to confine its membership to anato¬ 
mists in medical schools. Others with a positive interest 
in anatomy may attend meetings. The other new so¬ 
ciety is the Pharmacological Society of Canada, which 
has been two years in the making. It will act in affili¬ 
ation with the Canadian Physiological Society and has 
as its object the promotion of the science of pharma¬ 
cology in its widest sense. Anyone who has conducted 
research and published papers in pharmacology or is 
engaged in teaching the subject is eligible for mem¬ 
bership. An annual meeting will be held. The new 
society is eager to offer its services to organized medi¬ 
cine in Canada in the field of pharmacology and thera¬ 
peutics. 

Micrococcic Empyema.—Micrococcic infections have 
increased recently throughout Canada. Young and 
newborn children are particularly susceptible to this 
type of infection. A serious manifestation in young 
children is empyema. Drs. Mackenzie and McKim 
(Canadian Medical Association Journal, Dec. 1,1956) 


reported a program of treatment that they consider of 
value in treating this condition. Early control of in¬ 
fection, early evacuation of the pleural space, and 
early reexpansion of the lung are important consider¬ 
ations. The procedure they have found successful in 
10 patients consists of the following measures: 1. Early 
intercostal drainage is performed. As soon as the diag¬ 
nosis is established the chest is aspirated with a needle, 
and if pus is found an intercostal catheter is inserted 
with the patient under local anesthesia. 2. Contin¬ 
uous low-pressure intercostal suction is applied to the 
catheter by a Steadman pump. 3. Intrapleural instilla¬ 
tion of penicillin and streptomycin, chloramphenicol, 
or erythromycin is done through the catheter every 12 
hours. Although organisms were frequently shown to 
be insensitive to penicillin and streptomycin, a high 
concentration of these two antibiotics in a small closed 
space may exert a bactericidal effect. 4. The tendency 
to loculation is counteracted by instillation of strepto¬ 
kinase and streptodornase into the chest every 12 
hours through the drain, alternately with the anti¬ 
biotics. 5. The patient is given antibiotics systemically 
and blood transfusions since he is always desperately 
ill. 6. The drain is removed as soon as normal tem¬ 
perature is maintained. 


SWITZERLAND 

Transaminase in Coronary Diseases.—P. de Nicola 
( Schweiz. mecl. Wchnsclir. 86:1145, 1956) has shown 
that a high serum level of transaminase confirms the 
diagnosis of myocardial infarction but a normal level 
does not exclude such a diagnosis. A high transaminase 
level may, therefore, establish the diagnosis in cases 
in which the clinical findings and electrocardiogram 
are atypical. Syndromes of uncomplicated myo¬ 
cardial ischemia never show a marked increase in the 
serum transaminase level as does typical myocardial 
infarction. 

Oleandomycin.—A new antibiotic was isolated in 1954 
by Sobin and co-workers from a strain of streptomyces 
antibioticus. It is called oleandomycin (Romicil). It 
was tried on 122 patients with respiratory infections 
(66 with pneumonia, 16 with pleuropneumonia, 5 with 
pulmonary abscess, and 35 with purulent bronchitis) 
by Essellier and Keith ( Schweiz. med. Wchnsclir. 
86:1311, 1956). The authors noted in all patients an 
excellent and quick response to the antibiotic. One 
hundred fifty-three patients with urogenital infections 
were also treated. Bacteriological examinations on 
these patients before and after treatment with oleando¬ 
mycin showed the disappearance of almost all gram¬ 
positive micro-organisms, while bacteriological action 
on the gram-negative micro-organisms was rarely ob¬ 
served. Less constant therapeutic results were obtained 
in these patients. The authors treated a third series of 
137 patients with miscellaneous infections. They were 
able to cure four patients in this group who had 
septicemia caused by Micrococcus pyogenes var. 
aureus and Proteus organisms. The drug was given 
orally in doses of 2 to 3 gm., four to six times a day. 
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The antibiotic, dissolved in an isotonic sodium chloride 
solution, was given intramuscularly or intravenously 
at the rate of 1 to 2 gm. daily. No side-effects and no 
change in the intestinal flora were observed. 

Aldosteronuria.—A mechanism for maintaining the 
level of sodium chloride in the body operates when¬ 
ever a sodium chloride deficit is caused by an excessive 
output or a reduced intake. Muller and Mach 
( Schweiz. med. Wchmchr. 86:1335, 1956) have ob¬ 
served a direct relation between the expansion or 
restriction of the fluid volume of the body and the 
decrease or increase of urinary aldosterone. They 
studied normal subjects and an obese person with 
hypertension who was suspected of having Cushing’s 
disease and found that each time the salt intake was 
reduced aldosteronuria increased. It decreased again 
when salt was added to the diet in adequate amounts. 
Six patients with congestive failure, of whom five had 
never restricted their salt intake, were also studied. 
With a moderate sodium intake (100 mEq.), the aldo¬ 
sterone output was normal in five of these patients. Four 
of them were in electrolyte balance, and the fifth re¬ 
tained 85 to 90 mEq. of sodium a day. The aldosterone 
secretion was elevated in only one patient, who, with an 
intake of 100 mEq. of sodium a day, excreted only 5 
to 10 mEq. and thus increased his cardiac insufficiency. 
The variations of aldosteronuria were followed in four 
patients with cardiac disease during the beginning of 
a salt-poor regimen. Three responded favorably , with 
a disappearance of their edema. Their aldosterone 
excretion was low at first. With the restriction of salt, 
it increased only moderately and slowly, thus facilitat¬ 
ing the elimination of sodium from the kidneys. One 
patient, who did not lose his edema, had an elevated 
aldosterone excretion at first. With the change in salt 
intake, his aldosterone excretion increased immediately, 
thus reinforcing the vicious circle of sodium retention. 


UNITED KINGDOM 

What Is a Normal Blood Pressure?—An attempt to es¬ 
tablish “normal” blood pressure readings was made by 
H. T. Phillips ( M. Officer 96:285,1956) on the basis of 
die findings in 3,389 employees of the Bristol Corpora¬ 
tion whose ages ranged from 15 to 64 years. The ex¬ 
aminations were carried out by 15 physicians. Most 
of the blood pressure readings were taken with the 
patient in a seated position. All persons whose medical 
history and clinical or radiologic findings suggested 
any condition that might influence the blood pressure 
were excluded from the study. A further 156 employees 
were excluded because tiieir blood pressure exceeded 
a given limit, which ranged from 155/55 mm. Hg in 
men aged 15 to 19 years to 189/110 mm. Hg in those 
aged 60 to 64 years. Of these, 125 were 45 years of 
age or over. Thus, there were 3,233 persons (1,583 
men and 1,650 women) in the study. Readings beyond 
what is commonly regarded as the upper limit of nor¬ 
mal were found to be so frequent as to call for some 
revision of our standards. Phillips proposed a new 
scale of normal ranges of different ages. For men the 


range is 108/56 to 143/93 mm. Hg in the 15-to-19-year 
age group, advancing to 123/71 to 184/105 mm. Hg 
in the 60-to-64-year age group. The corresponding 
figures for women are 101/58 to 138/92 mm. Hg in the 
15-to-19-year age group, advancing to 125/72 to 
180/108 mm. Hg in the 60-to-64-year age group. A 
fairly steady increase in pressure at each five-year 
interval was noted. The average increase in the mean 
pressure per five-year interval was 3.03 mm. systolic 
and 1.36 mm. diastolic for men and 3.52 mm. systolic 
and 1.69 mm. diastolic for women. 

Sanitation in Glasgow Pubs.—A survey of 50 public 
houses in Glasgow, made by Wilson and Carter (M. 
Officer 96:257, 1956), revealed that the toilet arrange¬ 
ments for men were satisfactory in only 10 establish¬ 
ments; hot and cold water was available in only 9 and 
soap and towels in only 11. For women the toilet ar¬ 
rangements were even worse. In 18 establishments 
there were no facilities for women. Of the remaining 
32, 13 were considered to provide good service. Hot 
and cold water was available in 11, soap in 16, and 
towels in 17 (in 8 there were roller towels). In 26 pub¬ 
lic houses no separate washing facilities were available 
for the staff. Of the remainder, only 16 had hot and 
cold water and only 17 provided soap and towels. No 
soaps or detergents were used for glass washing in 22 
establishments. Only 18 of 142 beer glasses examined 
satisfied the lenient U. S. Public Health Service stand¬ 
ard of not more than 100 organisms on the area 
swabbed. Escherichia coli were isolated from two 
glasses, and coliform organisms and streptococci were 
often isolated from clean glasses. Of 93 whiskey 
glasses examined, only 34 yielded counts of less than 
100 organisms; E. coli was found on one. Of the 27 
towels used by bartenders that were examined, 14 
yielded bacterial counts of fewer than 500 per square 
inch, and only 14 of 45 samples of wash water yielded 
a count of less than 500 per milliliter. Overflow beer 
was found to be contaminated in the catchment trays. 
It was recommended that spilled beer not be allowed 
to accumulate in trays all day, as is common practice, 
and then passed back into tire barrel, whether passed 
through a sieve or not. Lead pipes were used in seven 
public houses. ' 

Prizes for General Practitioners.—Benger Laboratories 
Ltd. have established prizes for original observations 
in general practice. These will be made annually and 
will consist in the first year of three prizes of $700, 
$420, and $280 respectively. The prizes are limited to 
general practitioners anywhere in the world. Entry will 
be by submission of a written report, in any suitable 
form, under the general title “An Original Observation 
of Value in General Practice.” This title will be under¬ 
stood to cover subjects involving diagnostic sign, meth¬ 
od of diagnosis, technique used in any professional 
connection, or method of treatment observed or de¬ 
vised by a general practitioner in the course of his 
own work. Such observations must not have been pub¬ 
lished and must not be generally known. These obser¬ 
vations may be submitted in such appropriate forms 
as essay, report, or conventional medical paper. IIlus- 
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trations, diagrams, and tables may be used if desirable. 
The sole criterion of judgment will be the value of the 
observation as a contribution to the advantage of gen¬ 
eral pracice. Entries will be judged by the awards 
committee of the College of General Practitioners. 
Entries must be received by July 31, 1957, and should 
be addressed to: Chairman of the Awards Committee, 
The College of General Practitioners, 54 Sloane St., 
London, S. W. I. Further details can be obtained from 
the committee. 

Poliomyelitis Vaccination Resumed.—Poliomyelitis vac¬ 
cination was suspended at the end of June in order to 
prevent overlapping with the poliomyelitis season. It 
was resumed in November, and it is hoped that by 
the end of the year the 27,000 children in England 
and Wales and the 5,300 in Scotland who received 
only one injection before the end of June will be able 
to receive their second injection. It is hoped that reg¬ 
ular supplies of vaccine will become available in Jan¬ 
uary, 1957, and that it will then be possible to vacci¬ 
nate those children who were registered for vaccination 
in the early summer but whom it was not possible to 
vaccinate because of shortage of vaccine. 

Isoniazid in Lupus Vulgaris.—After four years’ experi¬ 
ence with isoniazid in the treatment of lupus vulgaris, 
Russell and Thorne (Lancet 2:808, 1956) report im¬ 
provement in all of the 103 patients who completed 
the course of treatment. In 99 patients the lesions 
were clinically cleared, and in 3 others they subsequent¬ 
ly cleared with other treatment. The remaining patient 
refused local treatment. A follow-up of the 99 patients 
whose lesions cleared extended for 6 to 24 months 
after the completion of treatment and revealed relapses 
in 11. The average length of treatment in the pa¬ 
tients with relapses was 32 weeks, compared with 46 
in those who did not have, a relapse. The average to¬ 
tal dose of isoniazid for the patients with relapses was 
79.5 gm., compared with 108.5 gm. for those who did 
not have a relapse. The recommended dosage sched¬ 
ule for adults is 100 mg. three times a day for at least 
three months after clinical clearance. In practice, this 
usually means treatment for a year, with a total dosage 
• of about 100 gm. No serious side-effects were en¬ 
countered; 12 patients had transitory side-effects soon 
after treatment was started. The introduction of calcif¬ 
erol, and later of isoniazid, has led to the virtual 
abandonment of actinotherapy for lupus. 

Corticotropin in Chorea Gravidarum.—A dramatic re¬ 
sponse to corticotropin in a primigravida, aged 25, 
with severe chorea gravidarum and no previous his¬ 
tory of rheumatic disease was reported by Forrest 
and Hales (Lancet 2:874, 1956). The patient was ad¬ 
mitted to the hospital on Aug. 27, 1955, and by Aug. 
30 (the seventh day of the illness) the choreiform 
movements were so severe, in spite of treatment, that 
termination of pregnancy was considered, but it was 
first decided to try the effect of 120 units of cortico¬ 
tropin daily. Within 24 hours there was a marked im¬ 
provement, and by the fourth day of treatment the 
patient was eating normally. The dose of corticotropin 


was reduced to 80 units daily, gradually reduced still 
further, and finally stopped on Oct. 21. Choreiform 
movements had ceased on Oct. 7. The patient was sent 
home on Nov. 7. On April 3, 1956, she gave birth to a 
healthy child weighing 7 lb. 10 oz. (3,459 gm.). When 
last seen on June 5, both mother and child were 
thriving. 

Eye Injuries Due to Fireworks.—Guy Fawkes’ day, 
Nov. 5, is still celebrated nationally by the setting off 
of fireworks. W. May (Brit. M. J. 2:1039, 1956) investi¬ 
gated the number of cases of eye injuries due to fire¬ 
works that required admission to a hospital in London 
on Nov. 5,1955. There were 14 such cases, all in males 
aged 3 to 46. Eleven of these were boys 3 to 14 years 
of age. These injuries could be divided into those due 
to flash burns and those due to direct injury by the 
fireworks. Ten patients were admitted to the hospital 
with flash injuries involving the eye and the skin 
around the eye. Nine of these injuries healed rapidly 
with local treatment and left no permanent damage. 
One boy, aged 13, suffered burns to both corneas, with 
severe damage to the left cornea leaving a deep vas¬ 
cularized opacity that limits vision to counting fingers. 
The four direct injuries were all more serious. One 
involved a 46-year-old man who was struck in' the eye 
by a falling rocket stick. Three days later the dam¬ 
aged eye had to be excised. Of the other three injured 
persons, one was left with a blind eye, one with im¬ 
paired vision, and in the other there was no perma¬ 
nent damage. 

New Journal.—The latest addition to the list of new 
journals is Physics in Medicine and Biology, published 
quarterly by the Hospital Physicists’ Association un¬ 
der the editorship of Prof. J. E. Roberts of the Middle¬ 
sex Hospital Medical School. The aim of the journal 
is to record original research on the physical proper¬ 
ties and constitution of living matter and on the appli¬ 
cation of physical techniques to medical, biological, 
and physiological problems. The journal, at an annual 
subscription of $10.50, is obtainable from Taylor and 
Francis, Ltd., Red Lion Court, Fleet Street, London, 
E. C. 4. 


WORLD HEALTH ORGANIZATION 

Child Health Program.—The executive board of the 
United Nations International Children’s Emergency 
Fund has approved the spending of $2,747,000 on 
child health programs in Asia. India’s mass program 
of BCG vaccination is to get $204,000. This is the 
largest vaccination campaign the world has seen. 
About 170 million tuberculin tests and 50 million 
vaccinations will be made. The allocations include 
$52,000 for maternal and child health services in 
Afghanistan; $11,000 for handicapped children and 
$127,000 for fellowship for health personnel in India; 
$57,000 for handicapped children, $50,000 for milk- 
feeding, and $28,000 for emergency feeding of 
Hokkaido women and child victims of severe crop fail¬ 
ure in Japan; and $99,000 for maternal and child 
health in Pakistan. 
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BLEEDING AFTER TONSILLECTOMY 

To the Editor :—In residency I noted that, in the tonsil¬ 
lectomy cases in which a stitch or two was required, 
there was very little postoperative bleeding; on the 
other hand, in 4 to 8% of the clean-cut cases in which 
there was no immediate need for sutures, bleeding 
would start four to eight days postoperatively. Thus, in 
my private practice I have used the following tech¬ 
nique and find my incidence of hemorrhages occurring 
postoperatively is less than 1%, and these are only 
minor when they do occur. 

After the usual preoperative preparation and exam¬ 
ination, the following surgical procedure is carried 
out: I use only the dissection and snare method in 
tonsillectomy. After removing the tonsils cleanly and 
completely, each fossa is inspected and any active 
bleeder is sutured and tied immediately. I use the 
Davis and Geek 1614-0 tonsil suture with a swedged 
on % curved needle; the needle is entered through the 
peritonsillar tissue at the junction of the posterior pillar 
and floor of the fossa at approximately 1 cm. above the 
lower pole. The needle is inserted just enough to get 
a good “purchase” or bite of the peritonsillar tissue and 
is then pulled through. The needle is then carried 
across the fossa, and a bite of peritonsillar tissue is 
taken at the junction of the anterior pillar and floor of 
fossae on the same level. The needle is carried up to 
within 1 cm. of the top of the fossa and a bite taken 
at the junction of the posterior pillar and floor of the 
fossae, and again the needle is carried laterally and a 
bite taken at the junction of the anterior pillar and 
fossa floor. This gives a simple “figure-of-8” suture in 
each fossa. (Since the glossopalatinus and pharyngo- 
palatinus muscles are present in the anterior and pos¬ 
terior pillars, I carefully avoid piercing either of the 
pillars or incorporating them into the suture in any 
way.) As you pull up on the suture preparatory to tying, 
■ the fossa is automatically narrowed and flattened. You 
will also notice that neither the anterior or the pos¬ 
terior, or covering, mucosa is distorted in the least 
and that the sutures are not interfering with the shape 
of air space of die pharynx. Each suture is tied three 
times and cut quite close. No astringents or powders 
or chemicals are used whatever. In my article of 1951 
(Northwest Med. 50:936), I used a single suture in the 
upper fossa, but, with further experience, I prefer 
using the “figure-of-8.” The postoperative pain and 
dysphagia is no worse than after any routine tonsil¬ 
lectomy. 

Thus, die advantages of this simple technique to 
prevent postoperative tonsil bleeders are (1) no post¬ 
operative bleeding; (2) trouble-free postoperative 
course, widi no complications; (3) less raw area re¬ 
maining to be healed over; and (4) trouble-free sleep 
for surgeon and operadng room staff. 

Milton K. Hartzell, M.D. 

SOI Eugene Medical Center 

Eugene, Ore. 


THE VALUE OF EXFOLIATIVE CYTOLOGY 

To the Editor :—The cytological examination of vaginal 
secretions initiated by Papanicolaou and Traut has 
become a routine laboratory procedure in many places. 
This is offered as a community service in several lo¬ 
calities, though considerable doubt exists about the 
wisdom of such a procedure unless it is combined with 
thorough clinical examination. Most positive smears 
come from symptomatic patients who have consulted 
the physician because of spotting, discharge, or frank- 
vaginal bleeding. In such cases the finding of cancer 
cells should not be a complete surprise. It is the small 
group of apparently asymptomatic patients from whom 
positive smears are discovered that makes the endless 
hours of reading negative smears seem less of a waste. 
One source of our work comes from the outpatient 
department, which sends us smears for routine exam¬ 
ination on many old patients and every new patient 
admitted. A vaginal smear on a new patient, 39 years 
of age, contained a large number of cancer cells. Much 
to our surprise, the biopsy was negative. Months 
elapsed and another smear of the same patient was 
sent to the laboratory. This presented the identical 
picture as the previous smear, i.e., a large number of 
cancer cells. The patient again submitted to biopsy, 
which was first read as negative. However, because 
our smears had been definitely positive on two occa¬ 
sions, numerous sections were studied until a very 
small area of intraepithelial carcinoma was found. Had 
it not been for two unequivocal smears, persistent 
cutting of the biopsy material would not have been 
indicated and the diagnosis would never have been 
made. 

Jan Schwarz, M.D. 

F. Senior 

Clinical Laboratories 

Jewish Hospital 

Cincinnati 29. 


CALCULATION OF DIETS 

To the Editor:—In an article entitled “A Simple Aid in 
Calculation of Diets” (J. A. M. A. 162:1233 [Nov. 24] 
1956) Ralph J. Slonim Jr. states as follows: “In the 
construction of diets for alteration of the body weight 
of adults, certain assumptions have long been em¬ 
ployed. ... A person who is mainly sedentary requires 
a daily dietary allowance of 35 calories per kilogram 
of body' weight. ... If a person eats more than 35 
calories per kilogram of his ideal weight per day, he 
will gain weight at the rate of 1 gm. of fat plus 1 g m - 
of water for each 9 calories in excess. If he eats less 
than the ideal amount, he will lose correspondingly'. 
These assumptions, admittedly only approximately 
correct, may be used for calculating weight-changing 
diets, as in this example. An office worker who is 5 ft. 
6 in. (167.6 cm.) tall wishes to lose 11 lb. (5.0 kg.) 
in a month. The required diet is found from the fol- 
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lowing computations: (1) 11 lb. = 5 kg. = 5,000 gm.; 
(2) 5,000 gm. -f- 30 days = 166 gm. per day, equiva¬ 
lent to 83 gm. of fat plus 83 gm. of water per day; (3) 
83 gm. of fat is the equivalent of 83 X 9, or 747 
calories less- than the ideal diet per day to lose 11 lb. 
in one month.” 

I must state that I am in disagreement with this 
thesis. He states that a loss of 166 gm. of body weight 
is equivalent to a loss of S3 gm. of fat and 83 gm. of 
water, and that 83 gm. of fat is the equivalent of S3 X 
9 or 747 calories. A pound (454 gm.) of body weight, 
gained or lost, would under these circumstances have 
a value of 2,042 calories. The following facts are pre¬ 
sented that strongly refute this assertion. It was shown 
by Bozenraad (Deutsches Arch. f. Min. Med. 103:120, 
1911) that the average fat content of human adipose 
tissue taken from various parts of the bodies of well- 
nourished subjects is 87%. One pound (454 gm.) of 
human adipose tissue, therefore, contains 395 gm. of 
fat. The caloric value of 1' gm. of animal fat is 9.5; 
consequently, the caloric equivalent of 1 lb. of human 
fatty tissue is about 3,750 calories. Leatbes (quoted 
by Peters and Van Slyke: Quantitative Clinical Chem¬ 
istry: Volume I: Interpretations, Baltimore, Williams & 
Wilkins Company, 1931, p. 222) pointed out that carbo¬ 
hydrate and protein cannot be stored dry, but retain 
with them three or more parts of water, while fat can be 
stored in an almost pure state. Retention of a gram of 
fat gives the body 9 calories of reserve energy, while 
retention of a gram of water-soaked glycogen or pro¬ 
tein provides only about 1 calorie. Von Noorden 
(quoted by DuBois: Basal Metabolism in Health and 
Disease, ed. 3, Paris, France, DuBois, 1936, p. 261) 
showed that a daily excess consumption of 200 calories 
would lead in the course of a year to a deposition of 
17 lb. (7.7 kg.) of fat. This would indicate a caloric 
equivalent of 4,300 calories for each pound of body 
weight gained. Strang, McClugage, and Evans (Am. 
J. M. Sc. 179:687, 1930) made a careful study of the 
influence of low-calorie diets on weight reduction in 
obese persons. Thirteen patients were placed on a 
daily diet of 360 calories for a period of 59 days, dur¬ 
ing which time the average weight loss was 0.6 lb. 
(272 gm.) per day. It is fair to assume that the number 
of calories necessary to maintain caloric equilibrium 
in these patients was 2,500 per day, so that the 0.6 lb. 
of body weight lost per day had an equivalent of 
2,100 calories. One pound would therefore have a 
caloric value of 3,500. This figure is in marked agree¬ 
ment with the value of 3,700 calories obtained by 
determination of the caloric value of 1 lb. of human 
adipose tissue (Bozenraad). It is not far removed from 
the figure of 4,300 calories determined by Von Noor¬ 
den. If the figure of 2,042 calories for 1 lb. of body 
weight, gained or lost, as proposed by Slonim were 
true, Strang’s patients should have lost 1 lb. daily 
instead of the 0.6 lb. actually lost. The evidence pre¬ 
sented is sufficiently cogent to warrant the conclusion 
that the caloric equivalent of 1 lb. of body weight, 
gained or lost, is approximately 3,700 calories. (An 
expatiation of this subject can be found in the follow¬ 
ing article by me: Caloric Equivalents of Gained or 
Lost Weight [letter to the editor, Metabolism 1:554, 
1052].) 


In another part of the article Slonim asserts: “A 
person who is mainly sedentary requires a daily 
dietary allowance of 35 calories per kilogram of body 
weight. If he eats 35 calories per kilogram of his ideal 
weight, his actual weight, regardless of what it is, will 
remain constant.” The statement made in the second 
sentence is contrary to fact. Let us take a male, aged 
30, 66 in. (167 cm.) tall, with an ideal weight of 140 
lb. (63.6 kg.). In the basal state such an individual 
would have an oxygen consumption of approximately 
231 cc. per minute. However, the same individual, if 
he weighed 250 lb. (113.6 kg.) would have, in the 
basal state, an oxygen consumption of about 302 cc. 
per minute. The caloric value of 1 cc. of oxygen would 
be the same in both cases, because the fasting respira¬ 
tory quotient in normal individuals is the same, about 
0.83. Consequently, in the basal state, the obese in¬ 
dividual would expend 31% more calories per unit time 
than the one with the ideal weight. The diet that 
would keep the individual with the ideal weight in 
caloric, and consequently weight, equilibrium would 
lead to an appreciable loss of weight in the obese 
individual. 

Max Wishnofsky, M.D. 

615 Williams Ave. 

Brooklyn 7, N. Y. 


MUSIC AND MEDICINE 

To the Editor:—In connection with the article on page 
1619 and the editorial on page 1625 of the Dec. 29 
issue of The Journal on music as a tool in medicine, 
you may be interested to know that the American 
Rhinologic Society is making available to its members 
and others, free of cost, tape recordings of music 
rendered especially for surgery under local anesthesia. 
The numbers were selected on the basis of 10 years of 
experience with music during some 1,000 nasal opera¬ 
tions by Dr. Maurice H. Cottle at the Illinois Masonic 
Hospital, Chicago. It was found that patients reacted 
best to soft string music, but even this had to be 
screened carefully to avoid numbers that might bring 
up sad memories. Accordingly, the lesser known classi¬ 
cal music was chosen. These compositions were re¬ 
corded by prominent Chicago artists, including the 
Fine Arts Quartet. Each 7-in. reel provides three hours 
of playing. The patient listens to the music through 
earphones, the surgeon and operating room personnel 
not being disturbed. American Rhinologic Society 
members all over the United States are now using 
these renditions, with uniformly successful results. The 
music is an important phase in the tranquilizing regi¬ 
men, making it possible to operate on children from 
the age of 10 as well as on adults of all ages with the 
greatest confidence in the efficacy of the preoperative 
preparatory program. Further information may be ob¬ 
tained by physicians through writing to Mrs. Mabel 
Campbell, Corresponding Secretary, American Rhino- 
logic Society, 834 Wellington Ave., Chicago 14. 

John A. Mirt, M.D. 

644 Melrose St. 

Chicago 13. 
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BLEEDING AFTER TONSILLECTOMY 

To the Editor:—In residency I noted that, in the tonsil¬ 
lectomy cases in which a stitch or two was required, 
there was very little postoperative bleeding; on the 
other hand, in 4 to S% of the clean-cut cases in which 
there was no immediate need for sutures, bleeding 
would start four to eight days postoperatively. Thus, in 
my private practice I have used the following tech¬ 
nique and find my incidence of hemorrhages occurring 
postoperatively is less than 1%, and these are only 
minor when they do occur. 

After the usual preoperative preparation and exam¬ 
ination, the following surgical procedure is carried 
out: I use only the dissection and snare method in 
tonsillectomy. After removing the tonsils cleanly and 
completely, each fossa is inspected and any active 
bleeder is sutured and tied immediately. I use the 
Davis and Geek 1614-0 tonsil suture with a swedged 
on % curved needle; the needle is entered through the 
peritonsillar tissue at the junction of the posterior pillar 
and floor of the fossa at approximately 1 cm. above the 
lower pole. The needle is inserted just enough to get 
a good “purchase” or bite of the peritonsillar tissue and 
is then pulled through. The needle is then carried 
across the fossa, and a bite of peritonsillar tissue is 
taken at the junction of the anterior pillar and floor of 
fossae on the same level. The needle is carried up to 
within 1 cm. of the top of the fossa and a bite taken 
at the junction of the posterior pillar and floor of the 
fossae, and again the needle is carried laterally and a 
bite taken at the junction of the anterior pillar and 
fossa floor. This gives a simple “figure-of-8” suture in 
each fossa. (Since the glossopalatinus and pharyngo- 
palatinus muscles are present in the anterior and pos¬ 
terior pillars, I carefully avoid piercing either of the 
pillars or incorporating them into the suture in any 
way.) As you pull up on the suture preparatory to tying, 
- the fossa is automatically narrowed and flattened. You 
will also notice that neither the anterior or the pos¬ 
terior, or covering, mucosa is distorted in the least 
and that the sutures are not interfering with the shape 
of air space of the pharynx. Each suture is tied three 
times and cut quite close. No astringents or powders 
or chemicals are used whatever. In my article of 1951 
(Northwest tiled. 50:936), I used a single suture in the 
upper fossa, but, with further experience, I prefer 
using the “figure-of-8.” The postoperative pain and 
dysphagia is no worse than after any routine tonsil¬ 
lectomy. 

Thus, the advantages of this simple technique to 
prevent postoperative tonsil bleeders are (1) no post¬ 
operative bleeding; (2) trouble-free postoperative 
course, with no complications; (3) less raw area re¬ 
maining to be healed over; and (4) trouble-free sleep 
for surgeon and operating room staff. 

Milton* K. Habtzell, M.D. 

SOI Eugene Medical Center 

Eugene, Ore. 


THE VALUE OF EXFOLIATIVE CYTOLOGY 

To the Editor :—The cytological examination of vaginal 
secretions initiated by Papanicolaou and Traut has 
become a routine laboratory procedure in many places. 
This is offered as a community service in several lo¬ 
calities, though considerable doubt exists about the 
wisdom of such a procedure unless it is combined with 
thorough clinical examination. Most positive smears 
come from symptomatic patients who have consulted 
the physician because of spotting, discharge, or frank 
vaginal bleeding. In such cases the finding of cancer 
cells should not be a complete surprise. It is the small 
group of apparently asymptomatic patients from whom, 
positive smears are discovered that makes the endless 
hours of reading negative smears seem less of a waste. 
One source of our work comes from the outpatient 
department, which sends us smears for routine exam¬ 
ination on many old patients and every new patient 
admitted. A vaginal smear on a new patient, 39 years 
of age, contained a large number of cancer cells. Much 
to our surprise, the biopsy was negative. Months 
elapsed and another smear of the same patient was 
sent to the laboratory. This presented the identical 
picture as the previous smear, i.e., a large number of 
cancer cells. The patient again submitted to biopsy, 
which was first read as negative. However, because 
our smears had been definitely positive on two occa¬ 
sions, numerous sections were studied until a very 
small area of intraepithelial carcinoma was found. Had 
it not been for two unequivocal smears, persistent 
cutting of the biopsy material would not have been 
indicated and the diagnosis would never have been 
made. 

Jan Schwabz, M.D. 

F. Senior 

Clinical Laboratories 

Jewish Hospital 

Cincinnati 29. 


CALCULATION OF DIETS 

To the Editor:—In an article entitled “A Simple Aid in 
Calculation of Diets" (/. A. M. A. 162:1233 [Nov. 24] 
1956) Ralph J. Slonim Jr. states as follows: “In the 
construction of diets for alteration of the body weight 
of adults, certain assumptions have long been em¬ 
ployed. ... A person who is mainly' sedentary reguires 
a daily dietary allowance of 35 calories per kilogram 
of body weight. ... If a person eats more than 35 
calories per kilogram of his ideal weight per day, he 
will gain weight at the rate of 1 gm. of fat plus 1 gm. 
of water for each 9 calories in excess. If he eats less 
than the ideal amount, he will lose correspondingly. 
These assumptions, admittedly only approximately 
correct, may be used for calculating weight-changing 
diets, as in this example. An office worker who is 5 ft. 
6 in. (167.6 cm.) tall wishes to lose 11 lb. (5.0 kg.) 
in a month. The required diet is found from the fol- 
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Fig. 5.—Calculus in .\-ray (fig. 4) was actually faceted, being 
in six parts. 


History of Surgical Patient 

A woman, aged 52, was first seen by us for urinary 
infection. Cystoscopy then revealed a stricture of 
urethra with a small urethral diverticulum. She im¬ 
proved with local treatment and was not seen for 15 
years. She returned with the complaint of lower ab¬ 
dominal distress when her bladder was full. Some ter¬ 
minal dribbling after urination was present. Urologic 
.findings are described in the following pictures. 



Fig. 6.—X-ray showing calculus in urethral diverticulum of 
patient to be presented surgically. 



Fig. 7.—Urethrogram, using methiodal (Skiodan) sodium, out¬ 
lines the lateral sacs of diverticulum with stone in center. 



Fig. 8.—Model of cystoscopic view of floor of urethra distal to 
sphincter. Floor of urethra is just a bridge between two openings 
of diverticulum. Superior opening is the bladder neck. 



Fig. 9.—Close-up of large urethral catheter entering one open¬ 
ing of diverticulum. Note stone below catheter. 
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Illustrated reviews of current films will appear when possible as a regular feature in The Journal. They will 
consist of an introduction by the author followed by a pictorial digest of actual frame enlargements selected as 
key points of the film. It is planned in the future to publish both the illustrated and printed reviews of current 
films in the same issue. 

Ralph P. Creer, Director Motion Pictures and Medical Television, Council on Scientific Assembly. 

SURGICAL TREATMENT OF URETHRAL DIVERTICULUM (FEMALE) 

James W. Merricks, M.D., Lowell F. Peterson, M.D. 

Frank B. Papiemiak, M.D. 

and 

Ernest M. Solomon, M.D., Chicago 

Urethral diverticulum in the female is being diagnosed more frequently today. We have observed 18 cases in 
persons ranging in age from 18 to 60 years. Common symptoms are burning on urination, dyspareunia, frequency, 
and dribbling after urination. Vaginal examination usually reveals a tender mass in the anterior vaginal wall. 
Pressure on the mass may bring pus to the urethal meatus. Cystoscopy and urethroscopy are necessary to deter¬ 
mine the size and number of openings of the diverticulum on the floor of the urethra. It may be difficult in some 
instances to find the urethral opening of the diverticulum. Urethrograms usually show the size and may show 
the ramifications of the pockets. Treatment is surgical removal of the sac and repair of tire floor of urethra. 



Fig. 1.—Newborn female urethra showing epithelial inclusion 
cyst adjacent to urethral canal. Later such cysts may communi¬ 
cate with the urethra, resulting in a diverticulum. 



Fig. 3.—Cross section of drawing in figure 2. Note long tract 
from abscess to floor of urethra. 



Fig. 2.—An unusual instance of infected diverticulum (abscess) 
superior to the urethra. 



Fig. 4.—X-ray of stone in female urethral diverticulum. Calculi 
were found in 2 of .18 patients. 
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in six parts. 
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A woman, aged 52, was first seen by us for urinary 
infection. Cystoscopy then revealed a stricture of 
urethra with a small urethral diverticulum. She im¬ 
proved with local treatment and was not seen for 15 
years. She returned with the complaint of lower ab¬ 
dominal distress when her bladder was full. Some ter¬ 
minal dribbling after urination was present. Urologic 
findings are described in the following pictures. 



Fig. 7.—Urethrogram, using methiodal (Skiodan) sodium, out¬ 
lines the lateral sacs of diverticulum with stone in center. 



Fig. 8.—Model of cystoscopic view of floor of urethra distal to 
sphincter. Floor of urethra is just a bridge between two openings 
of diverticulum. Superior opening is the bladder neck. 



Fig. 6.—X-ray showing calculus in urethral diverticulum of 
patient to be presented surgically. 
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Fig. 16.—Umbilical tape passing under bridge of tissue be- Fig. 19—More redundant tissue has been resected. Third plane 

tween openings of diverticulum. Bridge is then removed. of closure is in progress. Bleeding is well controlled. 



Fig. 17.—Primary plane of closure (chromic absorbable surgi- Fig. 20.—Fourth plane of closure includes vaginal epithelium, 

cal suture 000). Redundant sac wall trimmed. the excess of which has been resected. 



Fig. 18.—Secondary plane of closure. Sutures are placed widely Fig, 21.—Complete closure of vaginal incision, 

to obliterate the large cavity. 


Summary 

The patient was given a sulfonamide, sulfisoxazole (Gantrisin), 5 grains (300 mg.) four times a day for 10 
days. The urethral catheter was removed on the seventh postoperative day. Urinary control was excellent The 
patient has remained well for two years. 
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INTERNAL MEDICINE 

Prednisone (Meticorten) in the Treatment of Bronchial 
Asthma: A Clinical Study. S. J. Taub, M. A. Kaplan 
and A. L. Aaronson. J. Allergy 27:514-522 (Nov.) 1956 
[St. Louis]. 

Prednisone (Meticorten) was given to 107 adults, 
44 children, and 2 infants with severe bronchial 
asthma. Twenty-three of the 153 patients were hos¬ 
pitalized for status asthmaticus, initially treated with 
corticotropin (ACTH), and maintained thereafter on 
prednisone. Eighty-one patients had acute asthma 
occurring with pollinosis or mold allergy after upper 
respiratory infection, overexposure to an inhalant 
allergen, inadvertent ingestion of a food allergen, or 
administration of a drug or serum and acute reactions 
after overdosage of a specific allergen. Forty-nine pa¬ 
tients had chronic asthma who could not be controlled 
in the usual manner or in whom the “escape mecha¬ 
nism” occurred from cortisone or hydrocortisone. The 
patients with acute and chronic asthma were usually 
ambulatory and were observed at least once or twice 
weekly in the authors’ offices. The usual regimen con¬ 
sisted of an initial dose of 30 mg. of prednisone di¬ 
vided into 6 equal doses of 5 mg. for from 24 to 48 
hours. After this, a therapeutic period of 3 to 7 days 
was started, with doses averaging from 20 to 30 mg. 
per day. The patients were then placed on mainte¬ 
nance therapy with 5 to 15 mg. of the drug per 24 
hours, which was continued for weeks or months. The 
average patient required from 100 to 120 mg. of 
prednisone in tire first 7 days. The dose schedule was 
altered slightly to meet the needs of the individual 
patient, depending on severity of symptoms and re¬ 
sponse to the drug. Slightly higher initial doses were 
used in adults as compared to children. The 2 infants 
received smaller doses than any of the other patients. 

An improved emotional state varying from a feeling 
of well-being and cheerfulness to one of euphoria was 
the first symptom noted in the hospitalized patient 
receiving prednisone. In the next 24 to 48 hours the 
degree of wheezing, cough, dyspnea, and expectora¬ 
tion decreased; the sputum of some patients became 
thin and clear, as compared to the thick, tenacious, 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no pbotoduplication services are available. No charge is 
made to members, but tire fee for others is 15 cents in stamps 
for each item. Only three periodicals'may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published bv the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
mle are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


and mucoid material that had been produced pre¬ 
viously. In the next period the appetite improved and 
the ability to sleep and rest was noted. With the con¬ 
tinued use of prednisone the need for additional drugs 
diminished, and many patients received only mainte¬ 
nance therapy with prednisone. The same degree of 
improvement as in the hospitalized group prevailed 
in the patients with acute and chronic asthma, except 
that in the chronic group the need for additional drugs 
remained more or less constant because of long¬ 
standing complications and sequelae. Twenty-nine of 
the 81 patients with acute asthma obtained complete 
relief, 49 had partial relief, and 3 were therapeutic 
failures. Fourteen of the 49 patients with chronic 
asthma were completely relieved, 31 partially relieved, 
and 4 were failures. The side-effects that were pre¬ 
viously noted with corticotropin, cortisone, and hydro¬ 
cortisone occurred to a greater or lesser degree with 
prednisone, but the dose required to produce these 
effects (more than 30 mg. per day) was proportionately 
larger and the length of time was much longer. 

Prednisone is a very effective drug in bronchial 
asthma and shows marked anti-inflammatory action. 
It is about 4 to 5 times more effective, on a weight 
basis, than. cortisone or hydrocortisone. Attention is 
called to the serious complications of adrenal insuf¬ 
ficiency after stress phenomena and to the value of 
long-acting corticotropin to correct or offset this com¬ 
plication. The use of antibiotics in selected patients 
in whom an infectious component was suspected in¬ 
creased the effectiveness of prednisone or corticotropin 
in these patients. 

Sporadic Non-Endemic Goitrous Cretinism: Identifica¬ 
tion and Significance of Monoiodotyrosine and Diiodo- 
tyrosine in Serum and Urine. E. M. McGirr, J. H. 
Hutchison and W. E. Clement. Lancet 2:906-908 
(Nov. 3) 1956 [London]. 

McGirr and associates had previously described the 
results of radioactive iodine (1 131 ) studies in 13 pa¬ 
tients with nonendemic goitrous cretinism, 8 of whom 
were members of a family group of itinerant tinkers. 
It was postulated that in them there was an intrinsic 
defect in the synthesis of the thyroid hormone. Study 
of the pedigree of the tinker family suggested that this 
defect was determined by the activity of a single 
autosomal recessive gene. Recently the authors had 
the opportunity to investigate 2 additional hypothy¬ 
roid goitrous members of this tinker group. One of the 
2 was a 4-week-old male infant, the other a 24 -year- 
old woman. The results of 1 131 tests on these 2 pa¬ 
tients confirmed that hypothyroidism may occur 
despite an enlarged thyroid gland that is able and 
eager to take up iodine, to link it to protein, and to 
release it into the circulation in an organic form. In 
addition, however, monoiodotyrosine and diiodotyro- 
sine as well as thyroxin were identified in the serum 
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of 1 of the patients and the iodotyrosyl compounds in 
the urine of both. It is postulated that the thyroid 
enlargement and hypothyroidism are due to the loss 
of these hormone precursors from the thyroid gland. 
Their loss is more likely to be due to deficiency of the 
enzyme dehalogenase than to difficulty with the oxida¬ 
tive coupling of two molecules of diiodotyrosine. 
Whatever the enzyme defect in this family, it is gene¬ 
tically determined. 

Permanent Atrial Paralysis. S. Rossi and C. Nasi. 
Minerva med. 47:1038-1042 (Oct. 10) 1956 (In Italian) 
[Turin, Italy]. 

The authors report on a patient with permanent 
atrial paralysis. He was 60 years old and during 4 
years of continuous observation presented a persistent 
cardiocirculatory decompensation. Bradycardia in¬ 
creased markedly during the 4 years.. Roentgen ex¬ 
amination showed, an enlarged heart shadow and 
aortic sclerosis. Electrocardiograms showed a com¬ 
plete lack of function of the atrium and a regular 
nodal rhythm with a slowly decreasing frequency. 
Postmortem histological examination showed that the 
Keith-Flack node was destroyed and that numerous 
small infarcts were located along the atrial walls, the 
ventricles, and the septum; their presence had not 
been detected clinically. The authors believe that the 
paralysis was caused by sclerosis of the aorta and of 
the coronary arteries. 

Treatment of Chronic Tuberculous Empyema with a 
Combination of ACTH and Antibiotics. G. Fusco, 
D. A. Alexanian and M. Tozzi. Gazz. med. ital. 
115:304-311 (Oct.) 1956 (In Italian) [Turin, Italy], 

Thirteen patients with chronic tuberculous empy¬ 
ema were treated with a combination of corticotropin 
and antibiotics. Clinical and radiological examinations 
were made before and after the treatment. The treat¬ 
ment did not cause complications. Increase of body 
weight was steady in all patients; there was no edema. 
Glycemia remained improved in some patients, and 
tlie hemoglobin returned to normal values. The eryth¬ 
rocyte sedimentation rate declined in all patients. 
The total dose and the amount of each drug in the 
combination were individually determined according 
to the patient’s condition. The treatment had no 
marked effect on the quantity or on the quality of the 
fluid secreted. The hormone could not fully exert its 
local antiphlogistic or other beneficial effects because 
empyema was very severe in all patients; tissue dam¬ 
age and bronchopleural fistulas were present. The 
marked effect of the treatment on the general condi¬ 
tion and the improvement in the radiological findings 
made surgical intervention possible in some patients 
who could not have survived the shock of the opera¬ 
tion before the treatment. 

Experiments showed that cortisone and corticotro¬ 
pin (ACTH) may play an important role in the cellu¬ 
lar processes of defense. The fibrosis around the 
lesions is often absent and the nodules are less well 
defined when the tissues of granulation are not so 
developed. These processes, which normally prevent 
• the passage of Koch bacilli, may limit the diffusion of 


antibiotics. The absence of these reactions which re¬ 
sults from hormone treatment allows the diffusion of 
antibiotics, and especially of isoniazid, so that a more 
direct effect on the tuberculous bacilli is obtained. 

Prognosis of Peptic Ulcer in Young Patients. O. 
Romcke and E. Loken. Acta med. scandinav. 155:373- 
375 (No. 5) 1956 (In English) [Stockholm]. 

Earlier investigators had demonstrated that the 
duration of ulcer symptoms prior to medical treatment 
was of decisive influence on the prognosis; when the 
. duration was less than 5 years, 50% of the patients with 
gastric ulcer and 40% of those with duodenal ulcer 
were free of symptoms. This percentage fell to 25% in 
both groups when the duration was longer. Studies on 
the importance of the age of the patient in the prog¬ 
nosis of peptic ulcers had given inconclusive results. A 
survey is described on 211 peptic ulcer patients in the 
15-to-25-years age group, 5 years after medical treat¬ 
ment had begun. It showed that only 28% of those 
with gastric ulcer and 14% of those with duodenal 
ulcer had recovered. These figures are in accordance 
with those stated by Quigstad and Romcke in their 
study of peptic ulcer patients in all age groups. Later 
91 (43.1%) of the 211 patients were subjected to par¬ 
tial gastrectomy. Eighty-four of these 91 patients could 
be traced and questioned; 67 stated that they were 
cured, 8 that their condition was improved but that 
they still had some trouble, 3 that there had been no 
change, and 1 that a secondary vagotomy had been 
successful. In 5 cases the operation had been so recent 
that the evaluation of the result was impossible. 

Familial Occurrence of Disseminated Lupus Ery¬ 
thematosus. S. Glagov and E. Gechman. New England 
J. Med. 255:936-940 (Nov. 15) 1956 [Boston], 

Glagov and Gechman present the histories of a 44- 
year-old woman and her 18-year-old daughter. Both 
patients died, and, although permission for autopsy 
was not granted in the mother, the symptoms and 
course of the disease were sufficiently clear-cut for a 
diagnosis of disseminated lupus erythematosus. The 
mother exhibited weight loss, terminal hyperpyrexia, 
typical cutaneous lesions with butterfly pattern and 
photosensitivity, typical mucous-membrane lesions, 
arthralgias, generalized lymph-node enlargement, 
nausea and vomiting, terminal central-nervous-system 
lesions, positive skin and muscle biopsies, leukopenia, 
some reduction of thrombocytes, anemia, elevated 
serum globulin, and repeated demonstration of L.E. 
cells in the peripheral blood. The clinical course in the 
daughter was equally characteristic, and in addition 
she had ocular and renal findings and her clinical 
course was much more rapid. Of the 5 previously re¬ 
ported cases of familial occurrence of disseminated 
lupus erythematosus, only 3 are sufficiently well docu¬ 
mented to be considered acceptable examples. 

The etiology and pathogenesis of disseminated 
lupus erythematosus remain obscure. Infectious agents 
have been implicated, but no single infectious- agent 
has been satisfactorily or repeatedly; demonstrated, 
although considerable evidence has been accumulated 
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for an allergic hypersensitive mechanism. It has also 
been suggested that systemic lupus erythematosus is 
based on an antigen-antibody reaction, whereas dis¬ 
coid lupus is a cutaneous hypersensitivity reaction to 
an infective focus. Support for an antigen-antibody 
mechanism is found in the report of decreased serum 
complement in 27 patients with disseminated lupus 
erythematosus. The same phenomenon has been dem¬ 
onstrated in children with the disease. An important 
recent observation is that of Bridge and Foley, who 
describe the placental transfer of a serum factor re¬ 
lated to L.E.-cell formation from a patient with dis¬ 
seminated lupus erythematosus to her newborn infant. 
In the cases presented, the mother was in the meno¬ 
pause at the time of onset of her symptoms, and there 
is no evidence that any clinical manifestations were 
present either before or during her pregnancies. The 
daughter, however, gave a history of long-standing 
photosensitivity and the appearance of a “V”-shaped 
rash under stress. If any link is to be established be¬ 
tween the occasionally reported familial occurrence of 
the disease and the demonstrated placental transfer 
of the serum L.E. factor, studies of familial cases will 
have to be more numerous and include long-range 
observation of the offspring. 

Chronic Cholangiolitic Hepatitis. M. C. F. Lindert. 
Am. J. Gastroenterol. 26:547-554 (Nov.) 1956 [New 
York]. 

The intrahepatic disease, which has been designated 
by some (Watson and Hoffbauer in 1946) as cholangio¬ 
litic hepatitis, presents diagnostic and therapeutic dif¬ 
ficulties. There is no general agreement about the 
term. Eppinger described a periacinar or cholangitic 
form of hepatitis; Watson and Hoffbauer suggested 
the designation of cholangiolitic hepatitis; others have 
adhered to the descriptive name of pericholangiolitis. 
Lindert applies the term chronic cholangiolitic hepa¬ 
titis also to those cases in which biliary cirrhosis has 
developed, but be differentiates this type of “primary” 
biliary cirrhosis from those forms of biliary cirrhosis 
in which there is obstruction or inflammation of extra- 
hepatic biliary ductal system. Cholangiolitic hepatitis 
has been known to develop in patients with sporadic 
or epidemic viral hepatitis. Others have suggested a 
hematogenous infectious involvement of the small 
biliary radicles supposedly as a form of descending 
cholangiolitis or cholangitis. Hepatotoxic agents have 
been known to produce a similar picture. Some of 
these hepatotoxins produced an intrahepatic biliary 
obstruction, while others produced jaundice by caus¬ 
ing an increased permeability of the bile capillaries. 
Occasionally a combination of etiological factors may 
be involved, such as consumption of excessive amounts 
of alcohol and the existence of viral infection or other 
hepatotoxic agents. Chronic cholangiolitic hepatitis 
should be suspected in patients with prolonged, mod¬ 
erately severe jaundice. 2 to 4 months in duration, 
with or without severe pruritus. Hepatic enlargement 
with splenomegaly is a consistent finding. The stools 
are light in color (acholic) and the urine dark (bilirubi- 
nuria). Xanthomatosis is not a common feature. Labo¬ 
ratory studies are not diagnostic and may even 
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erroneously indicate an extrahepatic biliary obstruc¬ 
tion. The only conclusive diagnostic measure is sur¬ 
gical exploration, with investigation of the biliary 
ductal system by direct visualization and cholangi¬ 
ography. 

Both physician and patient should realize that the 
disease is serious and protracted. The intrahepatic ob¬ 
struction, per se, particularly when incomplete and 
not accompanied by infection, may be tolerated for a 
long time. The course becomes more rapidly pro¬ 
gressive with increased obstruction, infection, and 
concomitant hepatocellular changes. Therapeutic 
measures should be directed to the liver and to the 
relief of distressing complaints and the general sys¬ 
temic complications. Complete bed rest is not bene¬ 
ficial, but a daily rest period and adequate rest at 
night seem helpful. The usual hepatic diet, high carbo¬ 
hydrate (350-500 gm.), moderate protein (100-120 gm.), 
and moderate fat (50-80 gm.), is generally utilized. 
Dietary supplements, such as lipotropic agent and 
vitamins, are given empirically. Calcium intake, by 
means of food or medication, is indicated in patients 
with steatorrhea or in those who have bone pain and 
osteoporosis or osteomalacia. The intermittent use of 
antibiotics appears to control the process or hasten 
healing. Continuous use of antibiotics may be haz¬ 
ardous. Stimulation of bile flow should be attempted 
by medical and surgical means. The author recom¬ 
mends prolonged drainage by T-tube and repeated 
irrigations of the T-tube and extrahepatic ducts. Simul¬ 
taneous with this there may be instituted a biliary 
flush regimen, using atropine and magnesium sulfate, 
bile salts, or fatty feedings for cholagogue or choler¬ 
etic effect. If anemia develops, iron therapy and vita¬ 
min Bj 2 should be given a trial, but blood transfusions 
should be avoided. Gastrointestinal disturbances may 
be alleviated by bile salts, pancreatic extracts, vita¬ 
mins, and calcium. Low-fat diets and special ointments 
assist in control of the xanthomatosis and psoriasis. 
Mildly antiseptic ointments and meticulous cleanli¬ 
ness control the secondary skin infections. 

Multiple Serum Protein Deficiencies in Congenital and 
Acquired Agammaglobulinemia. D. Gitlin, W. H. 
Hitzig and C. A. Janeway. J. Clin. Invest. 35:1199-1204 
(Nov.) 1956 [New York]. 

The following three forms of agammaglobulinemia 
have been..described: (1) a physiological or transient 
form occurring in infants; (2) a congenital form, inher¬ 
ited as a sex-linked recessive characteristic occurring 
in males; and (3) an acquired form, occurring in both 
sexes, with the onset of infections in adolescence or 
adulthood. The congenital and acquired forms of the 
disease ax-e due to an absence of plasma cells with a 
consequent deficiency of gamma globulin and failure 
of antibody synthesis; the plasma cells appear to be 
the site of antibody synthesis. In the congenital and 
acquired forms of agammaglobulinemia the failure of 
gamma globulin synthesis seems to be permanent. 
Antigenic analysis was carried out on the serums from 
8 children with congenital agammaglobulinemia, from 
3 adults with the acquired disease, and from 6 normal 
children and adults. All of the serums studied were 
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obtained prior to institution of gamma globulin ther¬ 
apy. The results obtained indicate that at least 2 
plasma proteins besides gamma globulin are absent or 
markedly diminished in congenital and acquired 
agammaglobulinemia. These proteins migrate as beta 
globulins and have no apparent antigenic relation to 
gamma globulin. Since the individual components of 
gamma globulin are immunochemically related and 
cross react with antiserums against gamma globulin, 
the data clearly indicate that these two beta globulins 
cannot be considered as fast-moving components of 
gamma globulin. The failure of synthesis of gamma 
globulin in these patients is presumably due to the 
absence of plasma cells; it is interesting to speculate 
whether these beta globulins are also products of the 
plasma cell. However, further study is necessary to 
establish the identity and function of these proteins. 
It would appear, from the intensity of the reaction and 
the position of the precipitation bands in the electro¬ 
phoresis plates, that the concentration of at least one 
of these proteins is not very great even in normal 
plasma. This does not, of course, preclude its possible 
physiological importance. It must be emphasized that 
in agammaglobulinemia additional plasma proteins 
may be absent or deficient. 

It had been demonstrated previously, using rabbit 
and horse antiserums against human gamma globulin 
in the quantitative precipitin reaction, that the failure 
of gamma globulin synthesis in patients with the con¬ 
genital and acquired forms of agammaglobulinemia is 
not always complete. In this group of 11 patients the 
deficiency of gamma globulin was incomplete in 10, 
but in the eleventh patient no precipitation band for 
gamma globulin could be obtained even with the rab¬ 
bit antiserum. The reasons for the apparently greater 
sensitivity of rabbit antiserum than horse antiserum in 
the detection of human gamma globulin lies in the 
precipitation characteristics of the two types of serums, 
the horse antiserum requiring a greater amount of 
gamma globulin for visible precipitation than does the 
rabbit antiserum under similar conditions. 

The Cause of Hypercalcuria in Sarcoid and Its Treat¬ 
ment with Cortisone and Sodium Phytate. P. H. Hen- 
neman, E. F. Depsey, E. L. Carrol and F. Albright. 
J. Clin. Invest. 35:1229-1242 (Nov.) 1956 [New York]. 

The cause of hypercalcemia and liypercalciuria in 
sarcoid is obscure. The authors report 4 complete bal¬ 
ance studies on 3 patients with sarcoid. The studies 
revealed that the absorption of calcium from tire intes¬ 
tine was increased, that there was hypercalcemia and 
hypercalciuria, and that the increased urinary calcium 
excretion was greater than could be accounted for by 
increased absorption alone. These changes strongly 
suggest that the hypercalciuria of sarcoid is due to 
endogenous hypervitaminosis D. If this is so, are these 
patients photosensitive in such a way that their skin 
forms excessive vitamin D on normal actinic exposure? 
Are they unable to inactivate vitamin D? The authors 
found that 2 of the 3 patients experienced recrudes¬ 
cence of hypercalcemia in the summer and that other 
investigators had noted that patients with sarcoid de¬ 


veloped signs of vitamin D intoxication with much 
lower doses than did other persons. Attention is called 
to another action of vitamin D, namely the property 
of increasing intestinal absorption over a wide spec¬ 
trum of substances. Thus, increased absorption of 
nitrogen, sodium, potassium, and magnesium was 
noted in 1 of these studies and in a patient with pseu¬ 
dohypoparathyroidism in whom hypercalcemia was 
produced by excessive doses of dehydrotachysterol, a 
congener of vitamin D. 

Cortisone increased the fecal calcium and decreased 
the urinary calcium excretion of 2 patients. The mode 
of action of cortisone in this disease is not known. 
Sodium phytate also decreased urinary calcium excre¬ 
tion, apparently primarily by increasing fecal calcium 
excretion. Sodium phytate appears to be the treat¬ 
ment of choice of the hypercalciuria of sarcoid, and its 
use is suggested for other instances of increased cal¬ 
cium absorption such as vitamin D poisoning, idio¬ 
pathic hypercalciuria, and idiopathic hypercalcemia 
of infants. 

Studies of the Anemia and Iron Metabolism in Cancer. 
A. Miller, R. B. Chodos, C. P. Emerson and J. F. Ross. 
J. Clin. Invest. 35:1248-1262 (Nov.) 1956 [New York]. 

Anemia in patients with malignant neoplastic dis¬ 
ease is often associated with chronic blood loss and 
occasionally with chronic infection. However, in the 
majority of instances, the anemia cannot be ascribed 
to these causes. It has been interpreted by some inves¬ 
tigators as a reflection of toxic bone marrow depression 
or destruction of the marrow by tumor metastases. It 
has also been suggested that the anemia of cancer may 
occasionally result from a diminution in the life span 
of the red blood cell. An increased rate of red blood 
cell destruction has been noticed in leukemia and 
lymphoma. Hypoferremia in cancer in the absence of 
chronic blood loss has been described by many investi¬ 
gators. To obtain more information about these differ¬ 
ent factors, studies were made on 38 cancer patients. 
Evidence of increased red blood cell destruction based 
on measurements of fecal urobilinogen excretion was 
found in 6 of 13 patients with malignant neoplasms. 
Increased red blood cell destruction was also found in 
7 of 12 patients by red blood cell survival studies. The 
rate of red blood cell production, as measured by 
radioiron and red blood cell survival studies, was nor¬ 
mal or increased in 29 patients in this series but 
usually failed to compensate for the increased hemol¬ 
ysis with anemia resulting. Thus, a “functional inade¬ 
quacy” of erythropoiesis in the face of a red blood cell 
deficit may be considered the fundamental mechanism 
of anemia in neoplastic disease. Anemia was solely at¬ 
tributable to deficient red blood cell production in 9 
patients, 4 of whom were totally or nearly free of mar¬ 
row metastases. Hypoferremia associated with normal 
quantities of storage iron was a common finding in 
patients with cancer, the concentration of serum iron 
becoming progressively lower with dissemination of 
the tumor. Hypoferremia was usually, but not invari¬ 
ably, accompanied by anemia. 
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Prognosis in 80 Cases of Multiple Myeloma. A Vide- 
baek and H. Johansen. Dan. med. bull. 3:174-176 
(Sept.) 1956. (In English) [Copenhagen], 

The increasing frequency with which multiple mye¬ 
loma is being found is due to improved diagnosis and 
growing interest in the disease. Of SO patients with 
established multiple myeloma treated in the Radium 
Center or Medical Department A of the University 
Hospital, Copenhagen, from 1932 to 1955, only 10 
were living after from 1 to 14 years. Half the patients 
under 60 at the onset of multiple myeloma died within 
2M years, while half of those over 60 at the onset died 
within 15 months. The prognosis seems to be about 
the same for patients with diffuse myelomatosis and 
those with multiple myeloma. Of five patients with 
solitary myeloma, 3 are living after 4V4, 4%, and 7 
years, and 2 died after 6 months and 9 years. 

Comparative Studies of Bone Marrow Punctures of 
the Sternum, the Iliac Crest, and the Spinous Process. 
T. Bennike, H. Gormsen and B. Mpller. Acta med. 
scandinav. 155:377-396 (No. 5) 1956 (In English) 
[Stockholm], 

The authors subjected 121 patients (each during 
the same examination) to punctures of the sternum, 
iliac crest, and spinous processes. The aspiration 
yielded sufficient material to allow comparison of mar¬ 
row specimens in 100 of the 121 patients. Differences 
in the marrow specimens from the distinct sites in the 
same person were looked for, but the marrow seemed 
to act as one (en bloc) organ. In only 13 patients were 
slight differences observed in the ceffularity of sections 
from the three bones, but the differences were never 
of diagnostic significance. Thus, definite intraindi¬ 
vidual variations were not demonstrable. Sternal punc¬ 
ture, as a diagnostic method, was superior to the other 
2 procedures with regard to both technical ease and 
the quality of the marrow obtained. When cautiously 
and properly performed by one who is well trained 
and experienced in the method, sternal puncture 
hardly carries any greater risk than puncture of the 
iliac crest or the spinous process. These last 2 sites 
should be preferred for narrow puncture by inex¬ 
perienced personnel who have received no practical 
instruction in the performance of sternal puncture. 

Studies on the Site of Action of the Arylsulfonylureas 
in Man. A. E. Renold, A. I. Winegrad, E. R. Froesch 
and G. W. Thorn. Metabolism 5:757-767 (Nov.) [Part 
*2], 1956 [New York]. 

Metabolic balance studies and comparative intra¬ 
venous tolerance tests with glucose, fructose, and ga¬ 
lactose were carried out before, during, and after 
therapy with the aminobenzene (carbutamide, BZ-55) 
and toluene (tolbutamide, Orinase) derivatives of 
arylsulfonylurea on the metabolic ward of the Peter 
Bent Brigham Hospital. Patients were selected for 
study on the basis of previous demonstration of re¬ 
sponsiveness to the compounds. The authors had the 
opportunity' to test the activity both of the amino¬ 
benzene and of the toluene derivatives in a patient 


with diabetes mellitus who had undergone hypophys- 
ectomy 2 months previously because of rapidly pro¬ 
gressive diabetic retinopathy in the presence of good 
renal function. The completeness of die hypophysec- 
tomy was suggested by the development of hypothy¬ 
roidism, by a markedly delayed response to corti¬ 
cotropin, and by a markedly decreased requirement 
for insulin; moreover, the insulin requirement could 
be restored to pretreatment levels by the administra¬ 
tion of a growth hormone preparation. The patient was 
maintained on a constant diet and on hormonal re¬ 
placement therapy consisting of 18 mg. of cortisone, 
60 mg. of thyroid, and 12 units of NPH (modified 
protamine) insulin, daily. 

The studies concerning the site of the hypoglycemic 
action of the arysulfonylureas indicate that these com¬ 
pounds do not exert their principal action by way of 
the pituitary, the thyroid, or the adrenals. Failure to 
demonstrate significant effects of these compounds on 
the rate of blood glucose removal after a glucose load, 
as well as failure to obtain appropriate changes in 
serum or urine phosphate, in blood lactate and pyru¬ 
vate, or in the urinary excretion of nitrogen suggest 
that an “insulin-like” effect on peripheral glucose uti¬ 
lization is probably not a major component of the 
mode of action of the arylsulfonylureas. Decreased 
conversion of galactose or fructose to glucose during 
arylsulfonylurea action has been interpreted as sug¬ 
gesting decreased hepatic glucose release or synthesis. 
Although no demonstrable hepatic dysfunction results 
from the administration of these compounds, the evi¬ 
dence presented suggests that selective interference 
with hepatic gluconeogenesis might significantly con¬ 
tribute to their hypoglycemic action. 


SURGERY 

The Results of Surgical Treatment of Intracranial 
Aneurysms as Demonstrated by Progress Arteriogra¬ 
phy. L. A, Mount and J. M. Taveras. J. Neurosurg. 
13:618-626 (Nov.) 1956 [Springfield, III.]. 

Fifty-four progress arteriograms were performed in 
51 patients with intracranial aneurysms who had been 
operated on. The angiograms were done postopera- 
tively at an average time of 10 months, the longest being 
7 years and 10 months. Thirty-five of the 51 patients 
had aneurysms of the internal carotid artery, 7 of th e 
middle cerebral, 7 of the anterior communicating, and 
1 each of the anterior cerebral and of the posterior 
cerebral artery. Ligation of the internal carotid artery 
in the neck was performed in 30 patients and ligation 
of the common carotid artery in 11. Thirteen patients 
had intracranial surgical therapy for the aneurysm. 
Some of the patients had more than one surgical pro¬ 
cedure when the first operation was found to be in¬ 
effective, and progress arteriography was done after 
each procedure. 

There were no complications as a result of the 
progress arteriogram, except in 1 patient who had a 
temporary paresis of one upper extremity. The number 
of patients reported on is not sufficient to draw any 
statistical conclusions, but certain inferences can be 
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made. The results of direct intracranial surgical attack 
on the aneurysm, as shown arteriographically, were 
better than those of any form of ligation of the carotid 
arteries. Arteriographically the results of complete and 
permanent ligation of the internal or common carotid 
artery were better than those of partial or temporary 
ligation, and, of the 2, ligation of the internal carotid 
artery proved to be superior. Ligation of the carotid 
arteries in the neck, using a tantalum clip, may not be 
a complete and permanent ligation. 

Intracranial aneurysms were shown arteriograph¬ 
ically in a control group of 16 patients who were not 
operated on and who subsequently had a second ar¬ 
teriogram taken. The time between the first and sec¬ 
ond arteriogram ranged between 2 weeks and 15 
months. The progress arteriograms showed the aneu¬ 
rysm in all patients; it was of the same size in 13, and 
it was larger in 3. 

Benign Tumors of the Foramen Magnum: Surgical 
Considerations. H. W. Dodge Jr., J. G. Love and C. M. 
Gottlieb. J. Neurosurg. 13:603-617 (Nov.) 1956 [Spring- 
field, Ill.]. 

Benign extramedullary tumors, arising at the level 
of the foramen magnum, were observed in 19 women 
and 11 men between the ages of 19 and 69 who were 
admitted to the Mayo Clinic between 1924 and 1956. 
Twenty-six of these tumors were meningiomas and 4 
were neurofibromas. An initial erroneous diagnosis of 
degenerative disease of the nervous system was made 
frequently because of the capricious nature of the un¬ 
folding symptoms of these tumors. Fourteen patients 
gave cervical pain as the initial complaint and 6 gave 
suboccipital headache. Five patients said that one or 
the other of these symptoms had been present at some 
time. A feeling of weakness in an extremity was the 
next common initial complaint. Paresthesia and muscle 
weakness were present at some time in 26 patients. 
Although the severity of the symptoms described by 
the patients usually progressed steadily, transient 
symptomatic improvement occasionally occurred after 
contrast baths or vitamin therapy. Evidence of involve¬ 
ment of the cranial nerves, and particularly of the 11th 
cranial nerve, was observed in 15 patients. Disassocia- 
tion occurred between the three sensory modalities in 
11 patients. All modalities of sensation were disturbed 
on the entire body below the neck in 6 patients. Only 
3 of the 30 patients had entirely normal muscle power. 
Hyperactive reflexes were observed in all but 3 pa¬ 
tients. About half of the patients had horizontal 
nystagmus. Choking of the optic disk was associated 
with the benign lesions in only 3 patients (10%) in 
contrast to the high incidence of such choking in 
patients with mixed tumors. There were few roent¬ 
genologic changes, and the most outstanding roent¬ 
genologic finding was that of enlargment of the 
intervertebral foramen between the 1st and 2nd cervi¬ 
cal vertebrae. Five of the 20 patients who underwent 
spinal puncture had complete blocking of the sub¬ 
arachnoid pathways of the spinal fluid and 6 others 
had partial blocking. The values for protein in the 
spinal fluid ranged from 55 mg. to 2,400 mg. per 100 


cc. The lowest and the highest values were obtained in 
the presence of a neurofibroma. Electroencephalo¬ 
grams proved of little value as a diagnostic aid, but 
electromyographic studies may be a valuable method 
of more precise localization by dermatometric means. 

Twenty-seven patients were operated on and 3 were 
not. There were 2 operative deaths, and 4 patients 
were lost to follow-up. Two patients died within 4 
months after the operation. Four patients who were 
neurologically well died of other causes within 2 to 
19 years after the operation. Twelve are alive and well, 
and 3 are alive but have a neurological deficit. A strik¬ 
ing immediate result was the rapid and often unex¬ 
pected neurological improvement in many patients 
once the benign extramedullary compressive lesion 
had been removed. Respiratory problems were fre¬ 
quent. Preoperative tracheotomy may be essential for 
the maintenance of an adequate airway and for better 
evacuation of secretions both during and after opera¬ 
tion. Occasionally, artificial respiration had to be re¬ 
sorted to shortly after the beginning of the operation, 
and respiratory function was regained only when the 
dura mater over the foramen magnum was opened. 

Clinical suspicion is hardly enough in dealing with 
the diagnostic dilemmas presented by benign extra¬ 
medullary neoplasms affecting the upper cervical por¬ 
tion of the spinal cord and the medulla in the foramen 
magnum. To establish the correct diagnosis, the phy¬ 
sician must be not only possessed with a high index of 
tumor suspicion but also fortified with considerable 
surgical diagnostic endeavor. The end-results justify 
the unusual mental and physical effort required to 
handle these patients successfully and amply reward 
the patient and the surgeon. 

Mitral Valvotomy for Mitral Stenosis: An Analysis of 
104 Cases from this Viewpoint. G. V. Hall and H. M. 
Windsor. M. J. Australia 2:558-567 (Oct. 13) 1956 
[Sydney]. 

Fifty-five of 104 patients with mitral stenosis were 
selected for operation and underwent mitral valvulot¬ 
omy at 3 hospitals in Sidney, Australia. Three of the 
surgical patients were in their fifties, 11 in their for¬ 
ties, 34 were between the ages of 25 and 39, and 7 
were aged less than 25 years, the youngest being 11 
years old. It is preferable to delay the operation until 
the patient is older, but the rapid progress of the dis¬ 
ease and attacks of pulmonary edema prompted early 
surgical intervention in the 7 young patients. Seventy- 
three of the 104 patients were women and 31 were 
men; 26 patients were rejected for surgical treatment 
because of mitral incompetence, and of these 13 were 
men and 13 were women, confirming the fact that the 
incidence of mitral incompetence as the predominant 
lesion is nearly equal in both sexes. Nineteen of 45 
patients with a history of rheumatic fever were in the 
surgical group and 26 were in the medical group. 

The predominant symptom was dyspnea. The pa¬ 
tients were classified with regard to its severity accord¬ 
ing to Wood’s set of grades. Grade 1 patients were 
able to lead normal lives, while grade 2 patients were 
unable to run or hurry and found walking up hill diffi- 
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cult. They were subdivided into grades 2a and 2b, 
according to whether the symptoms were progressive 
or not. Grade 3 patients could walk only a few hun¬ 
dred yards and had paroxysmal dyspnea or frank 
pulmonary edema. Patients totally or almost totally 
incapacitated were placed in grade 4, including all 
those with congestive cardiac failure. Twenty-two of 
the -patients selected for mitral valvulotomy were in 
grade 2b, 29 w’ere in grade 3, and 4 were in grade 4. 
Acute pulmonary edema was considered an urgent in¬ 
dication for valvulotomy. The key to final selection for 
operation lies in the correct interpretation of physical 
signs, and a patient is considered ideal for operation 
who show's signs of low cardiac output, a pulse nearly 
always of low' amplitude, a tapping apex beat (not dis¬ 
placed), and diagnostic heart sounds. Thirty-seven of 
the surgical patients had a palpable diastolic thrill at 
the mitral area. A right ventricular lift just to the left 
of the sternum is of special significance, as it often 
indicates a severe degree of mitral stenosis with pul¬ 
monary hypertension. Well-developed mitral incom¬ 
petence, aortic incompetence, tricuspid incompetence, 
and evidence of recent rheumatism are contraindica¬ 
tions to valvulotomy. A widened P w'ave that was 
slurred, or flat-topped (P-mitrale) was present in 32 of 
the surgical patients and is a valuable sign of predom¬ 
inant mitral stenosis. Left ventricular hypertrophy was 
absent in all patients operated on. If present, it is a 
contraindication to operation. 

Results w'ere excellent in 22 patients, good in 16, 
fair in 3, and poor in 9. None of the patients died. 
Valvulotomy has a definite place in childhood. Valvu¬ 
lotomy should be performed in women with paroxys¬ 
mal dyspnea, pulmonary edema, and hemoptysis early 
in pregnancy, provided that they do not respond to 
rest and administration of digitalis. Full digitalis ther¬ 
apy is considered essential for preoperative treatment 
of patients v'ith mitral stenosis. The postoperative 
treatment, including the management of heart failure, 
arrhythmias, and the postcommissurotomy syndrome, 
is equally important. 

Coarctation of the Aorta and Its Operative Treatment: 
A Study with Pre- and Postoperative Examinations. O. 
Periisalo and J. Hakkila. Ann. chir. et gynaec. Fenniae 
45:207-217 (No. 3) 1956 (In English) [Helsinki], 

Ten male and 5 female patients betw'een the ages 
of 6 and 38 years with coarctation of aorta w'ere oper¬ 
ated on in Helsinki between 1952 and 1955. Three 
patients had a patent ductus arteriosus in addition to 
the coarctation of the aorta. The diagnosis of coarcta¬ 
tion w 7 as established preoperatively in 11 patients, 3 
of w'hom had the so-called infantile type of coarctation 
and 8 the adult type. The average blood pressure 
values before the operation w'ere 192/109 mm. Hg in 
the arms and 116/93 mm. Hg in the legs of the pa¬ 
tients. Resection of the aortic coarctation could be 
performed in 11 patients. An end-to-end anastomosis 
of the aortic ends was performed in 9 patients, and a 
successful anastomosis between the subclavian artery 
and the end of the aorta was performed in 2 . 

Ten of the 11 patients made a successful recovery 
and w'ere follow-ed up for periods ranging from 6 
months to 3 years. The average blood pressure values 


after the operation were 157/82 mm. Hg in the arms 
and 144/80 mm. Hg in tire legs. A comparison of the 
blood pressure values obtained 2 weeks after the oper¬ 
ation and in the later follow-up revealed only very 
slight changes. The cardiac volume was diminished 
somewhat. The clinical results w'ere considered good 
in 8 patients and satisfactory in 2 with far-advanced 
aortic insufficiency. The average age of these patients 
was 17 years, and only 2 were over 20 years of age; 1 
of these 2 , a 22 -year-old woman, had a normal delivery 
3 years after tire operation. The favorable effect of 
surgery on the patient with coarctation of the aorta is 
clearly apparent even in the reported relatively small 
series of patients. Three additional patients with co¬ 
arctation of the aorta were operated on with good 
results since the paper was accepted for publication. 

A Clinical Study of Pulmonary Embolism. G. D. De- 
Laughter Jr. and W. G. Anlyan. Surg. Gynec. & Obst. 
103:695-700 (Dec.) 1956 [Chicago]. 

During the past 6 V 2 years the authors have seen in 
consultation all patients with venous thrombosis and 
pulmonary embolism on tire surgical, gynecologic, and 
obstetric services of'Duke Hospital, Durham, N. C. 
They report clinical observations on 60 patients with 
pulmonary embolism. Three of the emboli were fatal, 
2 of them in the first episode. Thirty (50%) of the pa¬ 
tients had emboli without any physical signs of periph¬ 
eral venous thrombosis; it is assumed that these 
emboli arose from the pelvis. Of the 30 patients who 
had peripheral venous thrombosis (9 in the right, 11 in 
the left and 10 in both lower extremities) 20 had calf 
tenderness and 16 had leg pain, and Homan’s sign was 
present in 12, leg swelling in 9, groin tenderness in S, 
and pretibial vein dilation in 1. The diagnosis of pul¬ 
monary embolism is difficult and largely depends on 
the physician considering its possibility. If the patient 
presents with acute pleuritic pain, dyspnea, hemop¬ 
tysis, and cough, the diagnosis can be made if it is 
brought to mind. Often, however, tire patient does not 
present this clear picture. Most patients initially have 
symptoms referable to the chest, and they are referred 
to as either a pain, a catch, a tight feeling, a fulness, 
an inability to take a deep breath, or a shortness of 
breath. A few' hours later the patient may or may not 
produce blood-streaked sputum. These symptoms may 
be confused easily with myocardial infarction, agina, 
gallbladder disease, indigestion, or pneumonia. Exam¬ 
ination frequently reveals an elevated pulse rate and 
localized rales. Roentgenograms may be helpful, but 
are seldom conclusive. Electrocardiograms have been 
useful in ruling out myocardial infarction. 

As soon as signs or symptoms suggest venous throm¬ 
bosis or pulmonary embolism the patient should be 
treated with anticoagulant drugs, but clotting and pro¬ 
thrombin rime should be ascertained prior to such 
treatment. Five patients had a pulmonary embolus 
while they were receiving anticoagulant therapy. Ob¬ 
servations on these 5 patients caused the authors to 
modify their plan of treatment. They now rely on 
heparin in the early course of thromboembolism rather 
than on the coumarins. They also learned that pulmo- 
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nary embolism after prostatic surgery should be 
treated by inferior vena cava ligation if bleeding re¬ 
curs with heparin therapy. 

Carcinoma in the Medial and Lateral Halves of the 
Breast. E. H. Pierce, J. W. Kirklin, J. R. McDonald 
and R. P. Gage. Surg. Gynec. & Obst. 103:759-764 
(Dec.) 1956 [Chicago]. 

Case histories of 650 patients recorded as having 
been treated surgically for carcinoma of the breast at 
the Mayo Clinic in 1947 and 1948 were reviewed. Four 
hundred sixteen cases in which carcinoma of the 
breast presented itself as a palpable mass for which 
radical mastectomy was done constitute the basis of 
this study. There were 414 female and 2 male patients. 
The average age for the total group was 52.9 years. 
The right breast was involved in 221 patients and the 
left breast in 195. Three hundred sixty-four of the 
lesions proved to be adenocarcinoma, 41 were come- 
docarcinoma, 10 were Paget’s disease, and there was 
a single liposarcoma. In order to localize the tumor 
into the various quadrants of the breast, the gross 
specimens removed at the time of operation and pre¬ 
served in 10% formalin were examined. The upper 
outer quadrant was the most frequently involved site 
(43.3%). The medial half of the breast was the location 
of 30.3% of the carcinomas, 61.5% were located in the 
lateral half of the breast, and the remaining 8.2% were 
central in location. The 5-year survival rate for the 
entire group was 61%; for lesions of the medial half, 
58.7%; for lesions of the lateral half, 62.9%; and for 
the central lesions, 54.5%. Patients who had lesions 
located in the medial half of the breast with axillary 
metastasis had a 5-year survival rate of 45.6%. Without 
axillary metastasis, the 5-year survival rate was 69.6%. 
Patients who had lesions located in the lateral half of 
the breast with axillary metastasis had a 5-year sur¬ 
vival rate of 42.1%. Without axillary metastasis, the 5- 
year survival was 82.3%. There was a 5-year survival 
rate of 58.9% in the group of 234 patients whose lesion 
was not localized to a single quadrant but who never¬ 
theless were treated by radical mastectomy. 

Surgical Treatment of Gastric Carcinoma and Its Re¬ 
sults. A. Kummer. Chirurg 27:481-486 (Nov.) 1956 (In 
German) [Berlin]. 

Kummer states that a palpable tumor is not neces¬ 
sarily inoperable, nor a nonpalpable tumor operable. 
There is no general agreement as to the meaning of 
the term “radical” in operations on the stomach. Some 
use the term as synonymous with total resection or 
gastrectomy, but the author insists that the term rad¬ 
ical should imply complete removal of the tumor and 
of the corresponding lymph nodes. A subtotal resec¬ 
tion may be a radical operation, if the distal or proxi¬ 
mal stump of the stomach is free from tumor tissue, 
but “radical” implies the removal of the paracardial 
and suprapancreatic lymph nodes. It is impossible to 
estimate the extension of the tumor in the wall of the 
stomach. The surgeon may be under the impression 
that he made the resection far into the healthy tissue, 
but microscopic examination of sections may reveal 


that the carcinoma has advanced beyond the resected 
part in the submucous tissue. Neither pylorus nor 
cardia present a barrier against further extension of a 
gastric carcinoma. Transthoracic resection is prefer¬ 
able to the abdominal approach. 

The author analyses the results obtained in 199 
patients with carcinoma of the stomach during the 
last 2 years. The group included 147 men and 52 
women. In all patients in whom a radical operation 
was no longer possible a palliative operation provided 
relief for a variable period and prolonged the life of 
the patient, and it did not increase the surgical mor¬ 
tality. There is a great difference in the primary mor¬ 
tality between total resection and the radical partial 
resection, the relative percentages being 34% and 8%. 
The author prefers the radical partial resection, par¬ 
ticularly in patients with carcinoma in the region of 
the antrum. Total gastric resection is performed only 
when very special indications exist, such as submucous 
spread of the carcinoma in the direction of the cardia 
and extensive metastases in the lymph nodes. Radical 
total resection is justified in carcinoma of the corpus 
and of the cardia of the stomach. Here there is only a 
choice between “everything or nothing.” The compe¬ 
tence of the surgeon is of vital importance in these 
cases, for if the growth is operable in patients with 
carcinoma of the corpus or of the cardia, then total 
resection is the only promising treatment. 

The Reduction of Postnephrectomy Hypertension by 
Renal Homotransplant. E. E. Muirehead, J. A. Stir- 
man, W. Lesch and F. Jones. Surg. Gynec. & Obst. 
103:673-686 (Dec.) 1956 [Chicago]. 

The development of hypertension in nephrecto- 
mized dogs sustained by dialysis led to attempts to 
evaluate the influence of renal homotransplants on 
the hypertension. Sixteen dogs were subjected to bi¬ 
lateral nephrectomy, dialysis, and a subsequent ho¬ 
mogenous renal transplantation. The kidneys were 
removed posteriorly, the first under sodium pentobar¬ 
bital and the second under ether anesthesia 5 to 7 days 
later. The renal transplantation, under ether anes¬ 
thesia, was made by anastomosing the renal artery and 
vein and the proximal segments of the severed carotid 
artery and jugular vein respectively. The time of total 
renal ischemia varied between 20 and 40 minutes. The 
donor kidney was made ready under sodium pento¬ 
barbital anesthesia; upon separation its vasculature 
was flushed out with isotonic sodium chloride solution 
containing heparin. The tips of the renal artery and 
vein of the donor kidney were dipped in 40% formal¬ 
dehyde for 1 minute before suturing. No compatibility 
tests between donor and recipient were made. After 
the arterial anastomosis, periodic spurts of the recip¬ 
ient’s blood were allowed to traverse the donor’s kid¬ 
ney. Within 5 to 20 minutes following completion of 
the anastomosis, urine flowed from the ureteral cath¬ 
eter. The over-all operative time varied between 1.5 
and 2 hours. Following the procedure antibiotics were 
given, and 9 of the 16 dogs were given a blood trans¬ 
fusion. The blood was usually cross matched by means 
of the indirect Coombs test, using canine antiglobulin 
serum. The dietary formulas used consisted of a mix- 
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cult. They were subdivided into grades 2a and 2b, 
according to whether the symptoms were progressive 
or not. Grade 3 patients could walk only a few hun¬ 
dred yards and had paroxysmal dyspnea or frank 
pulmonary edema. Patients totally or almost totally 
incapacitated were placed in grade 4, including all 
those with congestive cardiac failure. Twenty-two of 
the -patients selected for mitral valvulotomy were in 
grade 2b, 29 were in grade 3, and 4 were in grade 4. 
Acute pulmonary edema was considered an urgent in¬ 
dication for valvulotomy. The key to final selection for 
operation lies in the correct interpretation of physical 
signs, and a patient is considered ideal for operation 
who shows signs of low cardiac output, a pulse nearly 
always of low amplitude, a tapping apex beat (not dis¬ 
placed), and diagnostic heart sounds. Thirty-seven of 
the surgical patients had a palpable diastolic thrill at 
the mitral area. A right ventricular lift just to the left 
of the sternum is of special significance, as it often 
indicates a severe degree of mitral stenosis with pul¬ 
monary hypertension. Well-developed mitral incom¬ 
petence, aortic incompetence, tricuspid incompetence, 
and evidence of recent rheumatism are contraindica¬ 
tions to valvulotomy. A widened P wave that was 
slurred, or flat-topped (P-mitrale) was present in 32 of 
the surgical patients and is a valuable sign of predom¬ 
inant mitral stenosis. Left ventricular hypertrophy was 
absent in all patients operated on. If present, it is a 
contraindication to operation. 

Results were excellent in 22 patients, good in 16, 
fair in 3, and poor in 9. None of the patients died. 
Valvulotomy has a definite place in childhood. Valvu¬ 
lotomy should be performed in women with paroxys¬ 
mal dyspnea, pulmonary edema, and hemoptysis early 
in pregnancy, provided that they do not respond to 
rest and administration of digitalis. Full digitalis ther¬ 
apy is considered essential for preoperative treatment 
of patients with mitral stenosis. The postoperative 
treatment, including the management of heart failure, 
arrhythmias, and the postcommissurotomy syndrome, 
is equally important. 

Coarctation of the Aorta and Its Operative Treatment: 
A Study with Pre- and Postoperative Examinations. O. 
Perasalo and J. Hakkila. Ann. chir. et gynaec. Fenniae 
45:207-217 (No. 3) 1956 (In English) [Helsinki], 

Ten male and 5 female patients between the ages 
of 6 and 38 years with coarctation of aorta were oper¬ 
ated on in Helsinki between 1952 and 1955. Three 
patients had a patent ductus arteriosus in addition to 
the coarctation of the aorta. The diagnosis of coarcta¬ 
tion was established preoperatively in 11 patients, 3 
of whom had the so-called infantile type of coarctation 
and S the adult type. The average blood pressure 
values before the operation were 192/109 mm. Hg in 
the arms and 116/93 mm. Hg in the legs of the pa¬ 
tients. Resection of the aortic coarctation could be 
performed in 11 patients. An end-to-end anastomosis 
of the aortic ends was performed in 9 patients, and a 
successful anastomosis between the subclavian artery 
and the end of the aorta was performed in 2. 

Ten of the 11 patients made a successful recovery 
and were followed up for periods ranging from 6 
months to 3 years. The average blood pressure values 


after the operation were 157/82 mm. Hg in the arms 
and 144/80 mm. Hg in the legs. A comparison of the 
blood pressure values obtained 2 weeks after the oper¬ 
ation and in the later follow-up revealed only very 
slight changes. The cardiac volume was diminished 
somewhat. The clinical results were considered good 
in 8 patients and satisfactory in 2 with far-advanced 
aortic insufficiency. The average age of these patients 
was 17 years, and only 2 were over 20 years of age; 1 
of these 2, a 22-year-old woman, had a normal delivery 
3 years after the operation. The favorable effect of 
surgery on the patient with coarctation of the aorta is 
clearly apparent even in the reported relatively small 
series of patients. Three additional patients with co¬ 
arctation of the aorta were operated on with good 
results since the paper was accepted for publication. 

A Clinical Study of Pulmonary Embolism. G. D. De- 
Laughter Jr. and W. G. Anlyan, Surg. Gynec. & Obst. 
103:695-700 (Dec.) 1956 [Chicago]. 

During the past 6% years the authors have seen in 
consultation all patients with venous thrombosis and. 
pulmonary embolism on the surgical, gynecologic, and 
obstetric services of'Duke Hospital, Durham, N. C. 
They report clinical observations on 60 patients with 
pulmonary embolism. Three of the emboli were fatal, 
2 of them in the first episode. Thirty (50%) of the pa¬ 
tients had emboli without any physical signs of periph¬ 
eral venous thrombosis; it is assumed that these 
emboli arose from the pelvis. Of the 30 patients who 
had peripheral venous thrombosis (9 in tire right, 11 in 
the left and 10 in both lower extremities) 20 had calf 
tenderness and 16 had leg pain, and Homan’s sign was 
present in 12, leg swelling in 9, groin tenderness in 8, 
and pretibial vein dilation in 1. The diagnosis of pul¬ 
monary embolism is difficult and largely depends on 
the physician considering its possibility. If the patient 
presents with acute pleuritic pain, dyspnea, hemop¬ 
tysis, and cough, the diagnosis can be made if it is 
brought to mind. Often, however, the patient does not 
present this clear picture. Most patients initially h ave 
symptoms referable to the chest, and they are referred 
to as either a pain, a catch, a tight feeling, a fulness, 
an inability to take a deep breath, or a shortness of 
breath. A few hours later the patient may or may not 
produce blood-streaked sputum. These symptoms may 
be confused easily with myocardial infarction, agina, 
gallbladder disease, indigestion, or pneumonia. Exam¬ 
ination frequently reveals an elevated pulse rate and 
localized rales. Roentgenograms may be helpful, but 
are seldom conclusive. Electrocardiograms have been 
useful in ruling out myocardial infarction. 

As soon as signs or symptoms suggest venous throm¬ 
bosis or pulmonary embolism the patient should be 
treated with anticoagulant drugs, but clotting and pro¬ 
thrombin time should be ascertained prior to such 
treatment. Five patients had a pulmonary embolus 
while they' were receiving anticoagulant therapy. Ob¬ 
servations on these 5 patients caused the authors to 
modify their plan of treatment. They now rely on 
heparin in the early course of thromboembolism rather 
than on the coumarins. They also learned that pulmo- 
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nary embolism after prostatic surgery should be 
treated by inferior vena cava ligation if bleeding re¬ 
curs with heparin therapy. 

Carcinoma in the Medial and Lateral Halves of the 
Breast. E. H. Pierce, J. W. Kirklin, J. R. McDonald 
and R. P. Gage. Surg. Gynec. & Obst. 103:759-764 
(Dec.) 1956 [Chicago]. 

Case histories of 650 patients recorded as having 
been treated surgically for carcinoma of the breast at 
the Mayo Clinic in 1947 and 1948 were reviewed. Four 
hundred sixteen cases in which carcinoma of the 
breast presented itself as a palpable mass for which 
radical mastectomy was done constitute the basis of 
tliis study. There were 414 female and 2 male patients. 
The average age for the total group was 52.9 years. 
The right breast was involved in 221 patients and the 
left breast in 195. Three hundred sixty-four of the 
lesions proved to be adenocarcinoma, 41 were come- 
docarcinoma, 10 were Paget’s disease, and there was 
a single liposarcoma. In order to localize the tumor 
into the various quadrants of the breast, the gross 
specimens removed at the time of operation and pre¬ 
served in 10% formalin were examined. The upper 
outer quadrant was the most frequently involved site 
(43.3%). The medial half of the breast was the location 
of 30.3% of the carcinomas, 61.5% were located in the 
lateral half of the breast, and the remaining 8.2% were 
central in location. The 5-year survival rate for the 
entire group was 61%; for lesions of the medial half, 
58.7%; for lesions of the lateral half, 62.9%; and for 
the central lesions, 54.5%. Patients who had lesions 
located in the medial half of the breast with axillary 
metastasis had a 5-year survival rate of 45.6%. Without 
axillary metastasis, the 5-year survival rate was 69.6%. 
Patients who had lesions located in the lateral half of 
the breast with axillary metastasis had a 5-year sur¬ 
vival rate of 42.1%. Without axillary metastasis, the 5- 
year survival was 82.3%. There was a 5-year survival 
rate of 58.9% in the group of 234 patients whose lesion 
was not localized to a single quadrant but who never¬ 
theless were treated by radical mastectomy. 

Surgical Treatment of Gastric Carcinoma and Its Re¬ 
sults. A. Kummer. Chirurg 27:481-486 (Nov.) 1956 (In 
German) [Berlin], 

Kummer states that a palpable tumor is not neces¬ 
sarily inoperable, nor a nonpalpable tumor operable. 
There is no general agreement as to the meaning of 
the term “radical” in operations on the stomach. Some 
use the term as synonymous with total resection or 
gastrectomy, but the author insists that the term rad¬ 
ical should imply complete removal of the tumor and 
of the corresponding lymph nodes. A subtotal resec¬ 
tion may be a radical operation, if tire distal or proxi¬ 
mal stump of the stomach is free from tumor tissue, 
but “radical” implies the removal of the paracardial 
and suprapancreatic lymph nodes. It is impossible to 
estimate the extension of the tumor in the wall of the 
stomach. The surgeon may be under the impression 
that he made the resection far into the healthy tissue, 
but microscopic examination of sections may reveal 


that the carcinoma has advanced beyond the resected 
part in the submucous tissue. Neither pylorus nor 
cardia present a barrier against further extension of a 
gastric carcinoma. Transthoracic resection is prefer¬ 
able to the abdominal approach. 

The author analyses the results obtained in 199 
patients with carcinoma of the stomach during the 
last 2 years. The group included 147 men and 52 
women. In all patients in whom a radical operation 
was no longer possible a palliative operation provided 
relief for a variable period and prolonged the life of 
the patient, and it did not increase the surgical mor¬ 
tality. There is a great difference in the primary mor¬ 
tality between total resection and the radical partial 
resection, the relative percentages being 34% and 8%. 
The author prefers the radical partial resection, par¬ 
ticularly in patients with carcinoma in the region of 
the antrum. Total gastric resection is performed only 
when very special indications exist, such as submucous 
spread of the carcinoma in the direction of the cardia 
and extensive metastases in the lymph nodes. Radical 
total resection is justified in carcinoma of the corpus 
and of the cardia of the stomach. Here there is only a 
choice between “everything or nothing.” The compe¬ 
tence of the surgeon is of vital importance in these 
cases, for if the growth is operable in patients with 
carcinoma of the corpus or of the cardia, then total 
resection is the only promising treatment. 

The Reduction of Postnephrectomy Hypertension by 
Renal Homotransplant. E. E. Muirehead, J. A. Stir- 
man, W. Lesch and F. Jones. Surg. Gynec. & Obst. 
103:673-686 (Dec.) 1956 [Chicago]. 

The development of hypertension in nephrecto- 
mized dogs sustained by dialysis led to attempts to 
evaluate the influence of renal homotransplants on 
the hypertension. Sixteen dogs were subjected to bi¬ 
lateral nephrectomy, dialysis, and a subsequent ho¬ 
mogenous renal transplantation. The kidneys were 
removed posteriorly, the first under sodium pentobar¬ 
bital and the second under ether anesthesia 5 to 7 days 
later. The renal transplantation, under ether anes¬ 
thesia, was made by anastomosing the renal artery and 
vein and the proximal segments of the severed carotid 
artery and jugular vein respectively. The time of total 
renal ischemia varied between 20 and 40 minutes. The 
donor kidney was made ready under sodium pento¬ 
barbital anesthesia; upon separation its vasculature 
was flushed out with isotonic sodium chloride solution 
containing heparin. The tips of the renal artery and 
vein of the donor kidney were dipped in 40% formal¬ 
dehyde for 1 minute before suturing. No compatibility 
tests between donor and recipient were made. After 
the arterial anastomosis, periodic spurts of the recip¬ 
ient’s blood were allowed to traverse the donor’s kid¬ 
ney. Within 5 to 20 minutes following completion of 
tire anastomosis, urine flowed from the ureteral cath¬ 
eter. The over-all operative time varied between 1.5 
and 2 hours. Following the procedure antibiotics were 
given, and 9 of the 16 dogs were given a blood trans¬ 
fusion. The blood was usually cross matched by means 
of the indirect Coombs test, using canine antiglobulin 
serum. The dietary formulas used consisted of a mix- 
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cult. They were subdivided into grades 2a and 2b, 
according to whether the symptoms were progressive 
or not. Grade 3 patients could walk only a few hun¬ 
dred yards and had paroxysmal dyspnea or frank 
pulmonary edema. Patients totally or almost totally 
incapacitated were placed in grade 4, including all 
those with congestive cardiac failure. Twenty-two of 
the -patients selected for mitral valvulotomy were in 
grade 2b, 29 were in grade 3, and 4 were in grade 4. 
Acute pulmonary edema was considered an urgent in¬ 
dication for valvulotomy. The key to final selection for 
operation lies in the correct interpretation of physical 
signs, and a patient is considered ideal for operation 
who shows signs of low cardiac output, a pulse nearly 
always of low amplitude, a tapping apex beat (not dis¬ 
placed), and diagnostic heart sounds. Thirty-seven of 
the surgical patients had a palpable diastolic thrill at 
the mitral area. A right ventricular lift just to the left 
of the sternum is of special significance, as it often 
indicates a severe degree of mitral stenosis with pul¬ 
monary hypertension. Well-developed mitral incom¬ 
petence, aortic incompetence, tricuspid incompetence, 
and evidence of recent rheumatism are contraindica¬ 
tions to valvulotomy. A widened P wave that was 
slurred, or flat-topped (P-mitrale) was present in 32 of 
the surgical patients and is a valuable sign of predom¬ 
inant mitral stenosis. Left ventricular hypertrophy was 
absent in all patients operated on. If present, it is a 
contraindication to operation. 

Results were excellent in 22 patients, good in 16, 
fair in 3, and poor in 9. None of the patients died. 
Valvulotomy has a definite place in childhood. Valvu¬ 
lotomy should be performed in women with paroxys¬ 
mal dyspnea, pulmonary edema, and hemoptysis early 
in pregnancy, provided that they do not respond to 
rest and administration of digitalis. Full digitalis ther¬ 
apy is considered essential for preoperative treatment 
of patients with mitral stenosis. The postoperative 
treatment, including the management of heart failure, 
arrhythmias, and the postcommissurotomy syndrome, 
is equally important. 

Coarctation of the Aorta and Its Operative Treatment: 
A Study with Pre- and Postoperative Examinations. O. 
Perasalo and J. Hakkila. Ann. chir. et gynaec. Fenniae 
45:207-217 (No. 3) 1956 (In English) [Helsinki], 

Ten male and 5 female patients between the ages 
of 6 and 38 years with coarctation of aorta were oper¬ 
ated on in Helsinki between 1952 and 1955. Three 
patients had a patent ductus arteriosus in addition to 
the coarctation of the aorta. The diagnosis of coarcta¬ 
tion was established preoperatively in 11 patients, 3 
of whom had the so-called infantile type of coarctation 
and S the adult type. The average blood pressure 
values before the operation were 192/109 mm. Hg in 
the arms and 116/93 mm. Hg in the legs of the pa¬ 
tients. Resection of the aortic coarctation could be 
performed in 11 patients. An end-to-end anastomosis 
of the aortic ends was performed in 9 patients, and a 
successful anastomosis between the subclavian artery 
and the end of the aorta was performed in 2. 

Ten of the 11 patients made a successful recovery 
and were followed up for periods ranging from 6 
months to 3 vears. The average blood pressure values 


after the operation were 157/82 mm. Hg in tire arms 
and 144/80 mm. Hg in the legs. A comparison of the 
blood pressure values obtained 2 weeks after tire oper¬ 
ation and in the later follow-up revealed only very 
slight changes. The cardiac volume was diminished 
somewhat. The clinical results were considered good 
in 8 patients and satisfactory in 2 with far-advanced 
aortic insufficiency. The average age of these patients 
was 17 years, and only 2 were over 20 years of age; 1 
of these 2, a 22-year-old woman, had a normal delivery 
3 years after the operation. The favorable effect of 
surgery on the patient with coarctation of the aorta is 
clearly apparent even in the reported relatively small 
series of patients. Three additional patients with co¬ 
arctation of the aorta were operated on with good 
results since the paper was accepted for publication. 

A Clinical Study of Pulmonary Embolism. G. D. De- 
Laughter Jr. and W. G. Anlyan. Surg. Gynec. & Obst. 
103:695-700 (Dec.) 1956 [Chicago]. 

During the past 6V2 years the authors have seen in 
consultation all patients with venous thrombosis and _ 
pulmonary embolism on the surgical, gynecologic, an d 
obstetric services of "Duke Hospital, Durham, N. C. 
They report clinical observations on 60 patients with 
pulmonary embolism. Three of the emboli were fatal, 
2 of them in the first episode. Thirty (50%) of the pa¬ 
tients had emboli without any physical signs of periph¬ 
eral venous thrombosis; it is assumed that these 
emboli arose from the pelvis. Of the 30 patients who 
had peripheral venous thrombosis (9 in the right, II in 
the left and 10 in both lower extremities) 20 had calf 
tenderness and 16 had leg pain, and Homan’s sign was' 
present in 12, leg swelling in 9, groin tenderness in 8, 
and pretibial vein dilation in 1. The diagnosis of pul¬ 
monary embolism is difficult and largely depends on 
the physician considering its possibility. If the patient 
presents with acute pleuritic pain, dyspnea, hemop¬ 
tysis, and cough, the diagnosis can be made if it is 
brought to mind. Often, however, the patient does not 
present this clear picture. Most patients initially have 
symptoms referable to the chest, and they are referred 
to as either a pain, a catch, a tight feeling, a fulness, 
an inability to take a deep breath, or a shortness of 
breath. A few hours later the patient may or may not 
produce blood-streaked sputum. These symptoms may 
be confused easily with myocardial infarction, agma, 
gallbladder disease, indigestion, or pneumonia. Exam¬ 
ination frequently reveals an elevated pulse rate and 
localized rales. Roentgenograms may be helpful, but 
are seldom conclusive. Electrocardiograms have been 
useful in ruling out myocardial infarction. 

As soon as signs or symptoms suggest venous throm¬ 
bosis or pulmonary embolism the patient should be 
treated with anticoagulant drugs, but clotting and pro¬ 
thrombin time should be ascertained prior to sue 1 
treatment. Five patients had a pulmonary embolus 
while they were receiving anticoagulant therapy. Ob¬ 
servations on these 5 patients caused the authors to 
modify their plan of treatment. They now rely on 
heparin in the early course of thromboembolism rather 
than on the coumarins. They also learned that pulmo- 
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nary embolism after prostatic surgery should be 
treated by inferior vena cava ligation if bleeding re¬ 
curs with heparin therapy. 

Carcinoma in the Medial and Lateral Halves of the 
Breast. E. H. Pierce, J. W. Kirklin, J. R. McDonald 
and R. P. Gage. Surg. Gynec. & Obst. 103:759-764 
(Dec.) 1956 [Chicago]. 

Case histories of 650 patients recorded as having 
been treated surgically for carcinoma of the breast at 
the Mayo Clinic in 1947 and 1948 were reviewed. Four 
hundred sixteen cases in which carcinoma of the 
breast presented itself as a palpable mass for which 
radical mastectomy was done constitute the basis of 
this study. There were 414 female and 2 male patients. 
The average age for the total group was 52.9 years. 
The right breast was involved in 221 patients and the 
left breast in 195. Three hundred sixty-four of the 
lesions proved to be adenocarcinoma, 41 were come- 
docarcinoma, 10 were Paget’s disease, and there was 
a single liposarcoma. In order to localize the tumor 
into the various quadrants of the breast, the gross 
specimens removed at the time of operation and pre¬ 
served in 10% formalin were examined. The upper 
outer quadrant was the most frequently involved site 
(43.3%). The medial half of the breast was the location 
of 30.3% of the carcinomas, 61.5% were located in the 
lateral half of the breast, and the remaining 8.2% were 
central in location. The 5-year survival rate for the 
entire group was 61%; for lesions of the medial half, 
58.7%; for lesions of the lateral half, 62.9%; and for 
tire central lesions, 54.5%. Patients who had lesions 
located in the medial half of the breast with axillary 
metastasis had a 5-year survival rate of 45.6%. Without 
axillary metastasis, the 5-year survival rate was 69.6%. 
Patients who had lesions located in the lateral half of 
the breast with axillary metastasis had a 5-year sur¬ 
vival rate of 42.1%. Without axillary metastasis, the 5- 
year survival was 82.3%. There was a 5-year survival 
rate of 58.9% in the group of 234 patients whose lesion 
was not localized to a single quadrant but who never¬ 
theless were treated by radical mastectomy. 

Surgical Treatment of Gastric Carcinoma and Its Re¬ 
sults. A. Kummer. Chirurg 27:481-486 (Nov.) 1956 (In 
German) [Berlin], 

Kummer states that a palpable tumor is not neces¬ 
sarily inoperable, nor a nonpalpable tumor operable. 
There is no general agreement as to the meaning of 
the term “radical” in operations on the stomach. Some 
use the term as synonymous with total resection or 
gastrectomy, but the author insists that the term rad¬ 
ical should imply complete removal of the tumor and 
of the corresponding lymph nodes. A subtotal resec¬ 
tion may be a radical operation, if the distal or proxi¬ 
mal stump of the stomach is free from tumor tissue, 
but “radical” implies the removal of the paracardial 
and suprapancreatic lymph nodes. It is impossible to 
estimate the extension of the tumor in die wall of the 
stomach. The surgeon may be under the impression 
that he made the resection far into the healthy tissue, 
but microscopic examination of sections may reveal 


that the carcinoma has advanced beyond the resected 
part in the submucous tissue. Neither pylorus nor 
cardia present a barrier against further extension of a 
gastric carcinoma. Transthoracic resection is prefer¬ 
able to the abdominal approach. 

The author analyses the results obtained in 199 
patients with carcinoma of the stomach during die 
last 2 years. The group included 147 men and 52 
women. In all patients in whom a radical operation 
was no longer possible a palliative operation provided 
relief for a variable period and prolonged die life of 
the patient, and it did not increase the surgical mor¬ 
tality. There is a great difference in the primary mor¬ 
tality between total resection and the radical pardal 
resection, the relative percentages being 34% and 8%. 
The autiior prefers the radical partial resection, par¬ 
ticularly in patients with carcinoma in the region of 
the antrum. Total gastric resection is performed only 
when very special indications exist, such as sub mucous 
spread of the carcinoma in the direction of the cardia 
and extensive metastases in the lymph nodes. Radical 
total resection is justified in carcinoma of the corpus 
and of the cardia of the stomach. Here there is only a 
choice between “everything or nothing.” The compe¬ 
tence of the surgeon is of vital importance in tiiese 
cases, for if the growth is operable in patients with 
carcinoma of the corpus or of die cardia, then total 
resection is the only promising treatment. 

The Reduction of Postnephrectomy Hypertension by 
Renal Homotransplant. E. E. Muirehead, J. A. Stir- 
man, W. Lesch and F. Jones. Surg. Gynec. &: Obst. 
103:673-686 (Dec.) 1956 [Chicago]. 

The development of hypertension in nephrecto- 
mized dogs sustained by dialysis led to attempts to 
evaluate the influence of renal homotransplants on 
the hypertension. Sixteen dogs were subjected to bi¬ 
lateral nephrectomy, dialysis, and a subsequent ho¬ 
mogenous renal transplantation. The kidneys were 
removed posteriorly, the first under sodium pentobar¬ 
bital and the second under ether anesthesia 5 to 7 days 
later. The renal transplantation, under ether anes¬ 
thesia, was made by anastomosing the renal artery and 
vein and the proximal segments of the severed carotid 
artery and jugular vein respectively. The time of total 
renal ischemia varied between 20 and 40 minutes. The 
donor kidney was made ready under sodium pento¬ 
barbital anesthesia; upon separation its vasculature 
was flushed out with isotonic sodium chloride solution 
containing heparin. The tips of the renal artery and 
vein of the donor kidney were dipped in 40% formal¬ 
dehyde for 1 minute before suturing. No compatibility 
tests between donor and recipient were made. After 
the arterial anastomosis, periodic spurts of the recip¬ 
ient’s blood were allowed to traverse the donor’s kid¬ 
ney. Within 5 to 20 minutes following completion of 
the anastomosis, urine flowed from the ureteral cath¬ 
eter. The over-all operative time varied between 1.5 
and 2 hours. Following the procedure antibiotics were 
given, and 9 of the 16 dogs were given a blood trans¬ 
fusion. The blood was usually cross matched by means 
of the indirect Coombs test, using canine antiglobulin 
serum. The dietary formulas used consisted of a mix- 
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jre of dialyzed peanut oil, pure dextrose, electrolyte- 
•ee casein, and a vitamin supplement. Three different 
iets were used with varying amounts of fat, carbo- 
/drate, and protein. Data obtained on the urine flow, 
e blood and urine urea concentrations, the specific 
avity of the urine, the blood pressure, tire weight, 
d the length of survival of the dogs are listed. Con¬ 
ti experiments included two different procedures of 
totransplantation and control sham operations. 

The postnephrectomy hypertension of dogs was 
nificantly lowered for a period of 4 to 5 days follow- 
the application of a homogenous renal transplant, 
• the reduction of the postnephrectomy hyperten- 
r apparently did not result from the loss of water 
! sodium from the animal. A preliminary sodium 
1 was not necessary for the reduction of the blood 
;sure following the renal homotransplantation. Ob- 
'ations on autogenous renal transplants as well as 
ain studies on the homotransplants indicated evi- 
ce of renal injury mediated by the transplanting 
cedure. This injury was reflected by an excretory 
al insufficiency, which, however, did not prevent 
ameliorative influence of the renal homotransplant 
the hypertension following nephrectomy. The renal 
notransplant apparently was able to overcome the 
jravating influence of dietary protein on the hyper- 
sion following nephrectomy. The transplanting 
sration per se was not responsible for the reduction 
the hypertension, as indicated by failure of a sham 
eration to lower the blood pressure. The impression 
is gained that the renal homotransplant protected 
e vascular system against the injurious effects of 
jphrectomy. Renal homotransplants may be useful 
j elucidating which of the renal functions ameliorates 
ae postnephrectomy hypertension. It appears that 
his function is nonexcretory. 


NEUROLOGY & PSYCHIATRY 

Heine-Medin’s Disease: Considerations. R. H. Bolasell. 
Semana med. 63:697-709 (Oct. 4) 1956 (In Spanish) 
[Buenos Aires]. 

Observations were made on many patients with se¬ 
quels of poliomyelitis. Poliomyelitis is a septic neuritis 
that causes an acute inflammation of the sympathetic 
lymph nodes, near the poliomyelitic foci in the spinal 
cord. The sympathetic disorder is the cause of 
ischemia in the involved segment of the spinal cord 
and the involved limb or limbs. The longer the dura¬ 
tion of ischemia, the more irreversible the sequels. 
These can be prevented or modified by sympathetic 
ganglion blocking. The author found that in the course 
of poliomyelitis or its sequels oscillometry and sphyg- 
monometry show diminished circulation in the in¬ 
volved limb, which slowly improved, up to complete 
or almost complete normalization by sympathetic 
ganglion blocking. The treatment is given in combina¬ 
tion 0 with surgery, when necessary. The sympathetic 
ganglion blocking, when used during the acute period 
of poliomyelitis, controls pain, prevents or favorably 
modifies muscular contracture, and favors rapid mus¬ 
cular recuperation. In chronic sequels in the legs, im¬ 


provement of muscle function and of muscular electric 
excitability were secured from the treatment, provided 
lack of muscular excitability had lasted less than 9 
years. The limbs regained normal temperature, short¬ 
ening of the leg did not progress, and in some cases 
the leg grew 1 cm. (in comparison with previous short¬ 
ening) during one year of treatment with novocaine 
sympathetic blocking every 2 weeks, after which the 
leg continued to grow at the same rate as tire nonin- 
volved leg. 

Intraspinal Injections of Hydrocortisone. T. Lucherini 
and E. Cecchi. Minerva med. 47:1013-1020 (Oct. 10) 
1956 (In Italian) [Turin, Italy], 

Intraspinal injections of hydrocortisone were given 
to 82 patients with radiculitis, spinal pain, or neural¬ 
gia. Moderate headache followed 28.65% of the injec¬ 
tions; it was checked, however, in the course of 24 
hours. Severe headache associated with vertigo fol¬ 
lowed in 9 cases; it was checked with caffeine or 
intravenous injections of distilled water. Fever, menin¬ 
geal irritations, and inflammation in the spinal cord 
were not present. The ketosteroids were found un¬ 
changed in the urine of 8 patients who had received 
up to 350 mg. of the drug. Regression of all symptoms 
followed in 78.18% of 55 patients who suffered sciatic 
pains in the lumbar region; the injection had little 
effect in 5.45% of the patients and no effect in 16.36%. 
The effect of the treatment was still present after 3 
months in 20% of the patients. 

Arousing Effect of Megimide and Amiphenazole in 
Allypropymal Poisoning. J. Pedersen. Lancet 2:965- 
(Nov. 10) 1956 [London]. 

Allypropymal (allyl-isopropylbarbituric acid) is 
widely used in Denmark as a hypnotic. More than half 
of all patients with poisoning by hypnotics that are 
admitted to hospital are due to allypropymal. It 
seemed that patients with this form of barbituric acid 
poisoning who were treated with megimide and ami¬ 
phenazole did not regain consciousness ealier, in rela¬ 
tion to the blood-level of barbituric acid, than patients 
who were not so treated and that these drugs did not 
hasten elimination of barbituric acid. To elucidate 
these points, 22 patients with allypropymal poisoning 
treated with these drugs (megimide alone in 9 and 
megimide plus amiphenazole in 13) were compared 
with 75 patients with allypropymal poisoning not so 
treated. Apart from the administration of megimide 
and amiphenazole, treatment was the same in the 2 
groups. Deep coma and absent reflexes constituted 
the main indications for treatment with megimide and 
amiphenazole, which were administered by intrave¬ 
nous infusion. In almost all cases the immediate rous¬ 
ing effect was good; usually within 20 to 30 minutes 
the patients reacted to strong stimuli, and the reflexes 
reappeared and in many cases became hyperactive; 
but in most cases the patient lapsed into coma after 
the first infusion and a further infusion had to be 
given. The largest dose of megimide was 3,500 mg. and 
of megimide and amiphenazole together 7,000 mg- 
and 1,500 mg. Comparison with the 74 control patients 
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not treated with megimide and amiphenazole showed 
that these two substances did not curtail the period of 
unconsciousness or restore consciousness at higher 
blood levels of barbituric acid. 

Effect of Megimide and Amiphenazole on Respiratory 
Paresis. C. Clemmesen. Lancet 2:966-967 (Nov. 10) 
1956 [London]. 

Seventy patients with serious barbituric acid poison¬ 
ing were treated with megimide (/3, /J-methylethyl- 
glutarimide) or with amiphenazole (2, 4-diamino-5- 
phenylthiazole) in a Copenhagen hospital between 
September, 1955, and April, 1956. The drugs were ad¬ 
ministered in an intravenous drip, comprising 100 ml. 
of isotonic sodium chloride solution containing 500 
mg. of megimide, to which was added 10 ml. contain¬ 
ing 150 mg. of amiphenazole. The drip was adminis¬ 
tered together with the usual treatment at a rate of 
about 100 ml. in 30 minutes until 300 ml. megimide 
and 30 mg. amiphenazole had been administered; but 
it was interrupted when distinct reflexes were elicited, 
or in the event of muscular twitching, vomiting, or 
incipient convulsions. If, at the end of a few hours, 
the reflex activity was again diminished or remained 
diminished, infusion of the drugs was resumed. Total 
respiratory paralysis was hitherto regarded as an ex¬ 
tremely serious complication of barbituric acid poison¬ 
ing because analeptics were often ineffective and as a 
rule death ensued. Of 19 deaths from barbituric acid 
poisoning treated in the author’s department in 1951, 

5 followed total respiratory paralysis. The 70 patients 
with severe barbituric acid poisoning reviewed here 
included 7 with respiratory paralysis. Each of these 7 
responded to brief treatment with megimide and ami¬ 
phenazole. These 2 drugs are valuable adjuvants in 
the treatment of acute barbituric acid poisoning, if 
only for their effect on respiratory paralysis. 

Delirious Psychosis and Convulsions Due to Megi¬ 
mide. J. Kjaer-Larsen: Lancet 2:967-970 (Nov. 10) 1956 
[London). 

Psychosis developed in 15 of the first 50 patients 
with acute barbituric acid poisoning who were treated 
with megimide, and convulsions developed immedi¬ 
ately after megimide administration in 16 of the 50 
patients. Thirty-two of the patients received amiphen¬ 
azole in addition to megimide. Psychosis appeared in 

6 of the 18 patientes treated with megimide alone and 
in 9 of the 32 who also received amiphenazole. The 
psychoses did not differ between these 2 groups, and 
amiphenazole did not seem to contribute to their 
appearance. Visual hallucinations dominated the de¬ 
lirious psychosis. The frequency of psychosis was 
greatest after large doses of megimide; .and in these 
cases the latent period between wakening and the 
onset of psychosis was briefest. Psychosis appeared in 
9 of 12 patients who were barbiturate addicts. The 
6 nonaddicts who became psychotic had been taking 
barbiturates in therapeutic doses; they had remained 
unconscious for a long time after administration of 
megimide. Convulsions occurred during treatment 
with megimide in half the barbiturate addicts and in 


half the patients who developed psychoses but in only 
a quarter of the nonaddicted patients who did not 
develop psychoses. The psychoses are apparently 
exogenous reactions provoked by megimide in bar¬ 
bituric-acid habitues. They resemble spontaneous 
withdrawal psychoses. 

The Treatment of Myotonia. L. A. Liversedge and M. 
J. D. Newman. Brain 79:395-413 (Sept.) 1956 [Lon¬ 
don], 

Ten patients with dystrophia myotonica and one 
patient with myotonia congenita were treated with the 
following substances: cortisone, corticotropin desoxy- 
corticosterone acetate, and procaine amide. A quanti¬ 
tative method was devised for measuring the power 
of the grip and the duration of the myotonia in the 
flexor digitorum sublimis. After some recordings had 
been made with concentric needle electrodes and on 
oscilloscopic electromyograph, it was discovered that 
the routine electroencephalographic apparatus could 
easily be adapted to provide an excellent myograph 
with use of surface electrodes. Cortisone and cortico¬ 
tropin reduced significantly the duration of myotonia 
in 8 out of 9 patients treated. In 3 of these cases the 
myotonia was virtually abolished. The muscle power 
was not affected. Desoxycorticosterone acetate and 
procaine amide in the dosage used were without 
demonstrable effect on either power or myotonia. 
Quinine appeared to be less effective than cortisone or 
corticotropin. Treatment with cortisone is indicated 
only in those cases in which myotonia is the predomi¬ 
nant symptom. The effect may help to elucidate the 
mechanism of myotonia and other problems of muscle 
contraction. 

PEDIATRICS 

The Relationship of Paranatal Experience to Oxygen 
Saturation in Newborn Infants. M. M. Pennoyer, F. K. 
Graham, A. F. Hartmann and others. J. Pediat. 49:685- 
69S (Dec.) 1956 [St. Louis]. 

The authors studied the effect of obstetric variables 
on oxygen saturation at birth and during the first hour 
of extrauterine life in 323 essentially unselected infants 
delivered vaginally. Two hundred seventy-six children 
were born in the St. Louis Maternity Hospital and 47 
•were born in the Homer G. Phillips Hospital for Ne¬ 
groes. The cases of 244 infants were uncomplicated; 
they had a negative prenatal history and low forceps 
or spontaneous delivery. Twenty-five infants had fetal 
complications including difficulties of labor, but the 
delivery itself was normal. Fifty-four infants had ab¬ 
normal or operative deliveries whether or not prenatal 
complications were also present. Four samples of 
blood were taken from each infant, 1 from the cord 
at birth and the 3 subsequent specimens from the 
heated heel at 10, 30, and 60 minutes after birth. 

The mean oxygen saturation of cord blood was 61% 
in the 244 infants whose cases were uncomplicated. 
Individual values varied widely between values as 
low as 10 to 19% in a few infants and 90% or more 5- 
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ore of dialyzed peanut oil, pure dextrose, electrolyte- 
•ee casein, and a vitamin supplement. Three different 
iets were used with varying amounts of fat, carbo- 
/drate, and protein. Data obtained on the urine flow, 
e blood and urine urea concentrations, the specific 
avity of the urine, the blood pressure, the weight, 
d the length of survival of the dogs are listed. Con- 
>1 experiments included two different procedures of 
totransplantation and control sham operations. 

Fhe postnephrectomy hypertension of dogs was 
nificantly lowered for a period of 4 to 5 days follow- 
the application of a homogenous renal transplant, 
• the reduction of the postnephrectomy hyperten- 
i apparently did not result from the loss of water 
1 sodium from the animal. A preliminary sodium 
1 was not necessary for the reduction of the blood 
ssure following the renal homotransplantation. Ob¬ 
lations on autogenous renal transplants as well as 
ain studies on the homotransplants indicated evi- 
ce of renal injury mediated by the transplanting 
cedure. This injury was reflected by an excretory 
rl insufficiency, which, however, did not prevent 
ameliorative influence of the renal homotransplant 
the hypertension following nephrectomy. The renal 
notransplant apparently was able to overcome the 
jravating influence of dietary protein on the hyper- 
sion following nephrectomy. The transplanting 
sration per se was not responsible for the reduction 
the hypertension, as indicated by failure of a sham 
eration to lower the blood pressure. The impression 
is gained that the renal homotransplant protected 
e vascular system against the injurious effects of 
Splirectomy. Renal homotransplants may be useful 
i elucidating which of the renal functions ameliorates 
:ie postnephrectomy hypertension. It appears that 
his function is nonexcretory. 


NEUROLOGY & PSYCHIATRY 

Heine-Medin’s Disease: Considerations. R. H. Bolasell. 
Semana med. 63: 697-709 (Oct. 4) 1956 (In Spanish) 
[Buenos Aires]. 

Observations were made on many patients with se¬ 
quels of poliomyelitis. Poliomyelitis is a septic neuritis 
that causes an acute inflammation of the sympathetic 
lymph nodes, near the poliomyelitic foci in the spinal 
cord. The sympathetic disorder is the cause of 
ischemia in the involved segment of the spinal cord 
and the involved limb or limbs. The longer the dura¬ 
tion of ischemia, the more irreversible the sequels. 
These can be prevented or modified by sympathetic 
ganglion blocking. The author found that in the course 
of poliomyelitis or its sequels oscillometry and sphyg- 
monometry show diminished circulation in the in¬ 
volved limb, which slowly improved, up to complete 
or almost complete normalization by sympathetic 
ganglion blocking. The treatment is given in combina¬ 
tion with surgery', when necessary. The sympathetic 
ganglion blocking, when used during the acute period 
of poliomyelitis, controls pain, prevents or favorably 
modifies muscular contracture, and favors rapid mus¬ 
cular recuperation. In chronic sequels in the legs, im¬ 


provement of muscle function and of muscular electric 
excitability were secured from the treatment, provided 
lack of muscular excitability had lasted less than 9 
years. The limbs regained normal temperature, short¬ 
ening of the leg did not progress, and in some cases 
the leg grew 1 cm. (in comparison with previous short¬ 
ening) during one year of treatment with novocaine 
sympathetic blocking every 2 weeks, after which the 
leg continued to grow at the same rate as the nonin- 
volved leg. 

Intraspinal Injections of Hydrocortisone. T. Lucherini 
and E. Cecchi. Minerva med. 47:1013-1020 (Oct. 10) 
1956 (In Italian) [Turin, Italy], 

Intraspinal injections of hydrocortisone were given 
to 82 patients with radiculitis, spinal pain, or neural¬ 
gia. Moderate headache followed 28.65% of the injec¬ 
tions; it was checked, however, in the course of 24 
hours. Severe headache associated with vertigo fol¬ 
lowed in 9 cases; it was checked with caffeine or 
intravenous injections of distilled water. Fever, menin¬ 
geal irritations, and inflammation in the spinal cord 
were not present. The ketosteroids were found un¬ 
changed in the urine of 8 patients who had received 
up to 350 mg. of the drug. Regression of all symptoms 
followed in 78.18% of 55 patients who suffered sciatic 
pains in the lumbar region; the injection had little 
effect in 5.45% of the patients and no effect in 16.36%. 
The effect of the treatment was still present after 3 
months in 20% of the patients. 

Arousing Effect of Megimide and Amiphenazole in 
Allvpropymal Poisoning. J. Pedersen. Lancet 2:965- 
(Nov. 10) 1956 [London]. 

Allypropymal (allyl-isopropylbarbituric acid) is 
widely used in Denmark as a hypnotic. More than half 
of all patients with poisoning by hypnotics that are 
admitted to hospital are due to allypropymal. It 
seemed that patients with this form of barbituric acid 
poisoning who were treated with megimide and ami¬ 
phenazole did not regain consciousness ealier, in rela¬ 
tion to the blood-level of barbituric acid, than patients 
who were not so treated and that these drugs did not 
hasten elimination of barbituric acid. To elucidate 
these points, 22 patients with allypropymal poisoning 
treated with these drugs (megimide alone in 9 and 
megimide plus amiphenazole in 13) were compared 
with 75 patients with allypropymal poisoning not so 
treated. Apart from the administration of megimide 
and amiphenazole, treatment was the same in the 2 
groups. Deep coma and absent reflexes constituted 
the main indications for treatment with megimide and 
amiphenazole, which were administered by intrave¬ 
nous infusion. In almost all cases the immediate rous¬ 
ing effect was good; usually within 20 to 30 minutes 
the patients reacted to strong stimuli, and the reflexes 
reappeared and in many cases became hyperactive; 
but in most cases the patient lapsed into coma after 
the first infusion and a further infusion had to he 
given. The largest dose of megimide was 3,500 mg. and 
of megimide and amiphenazole together 7,000 mg- 
and 1,500 mg. Comparison with the 74 control patients 



Vol. 1G3, No, 5 


MEDICAL LITERATURE ABSTRACTS 


399 


not treated with megimide and amiphenazole showed 
that these two substances did not curtail die period of 
unconsciousness or restore consciousness at higher 
blood levels of barbituric acid. 

Effect of Megimide and Amiphenazole on Respiratoiy 
Paresis. C. Clemmesen. Lancet 2:966-967 (Nov. 10) 
1956 [London]. 

Seventy patients with serious barbituric acid poison¬ 
ing were treated with megimide (/3, /3-methyl ethyl - 
glutarimide) or with amiphenazole (2, 4-diamino-5- 
phenylthiazole) in a Copenhagen hospital between 
September, 1955, and April, 1956. The drugs were ad¬ 
ministered in an intravenous drip, comprising 100 ml. 
of isotonic sodium chloride solution containing 500 
mg. of megimide, to which was added 10 ml. contain¬ 
ing 150 mg. of amiphenazole. The drip was adminis¬ 
tered together with the usual treatment at a rate of 
about 100 ml. in 30 minutes until 300 ml. megimide 
and 30 mg. amiphenazole had been administered; but 
it was interrupted when distinct reflexes were elicited, 
or in the event of muscular twitching, vomiting, or 
incipient convulsions. If, at the end of a few hours, 
tire reflex activity was again diminished or remained 
diminished, infusion of the drugs was resumed. Total 
respiratory paralysis was hitherto regarded as an ex¬ 
tremely serious complication of barbituric acid poison¬ 
ing because analeptics were often ineffective and as a 
rule death ensued. Of 19 deaths from barbituric acid 
poisoning treated in the author’s department in 1951, 

5 followed total respiratory paralysis. The 70 patients 
with severe barbituric acid poisoning reviewed here 
included 7 with respiratory paralysis. Each of these 7 
responded to brief treatment with megimide and ami¬ 
phenazole. These 2 drugs are valuable adjuvants in 
the treatment of acute barbituric acid poisoning, if 
only for their effect on respiratory paralysis. 

Delirious Psychosis and Convulsions Due to Megi¬ 
mide. J. Kjaer-Larsen; Lancet 2:967-970 (Nov. 10) 1956 
[London]. 

Psychosis developed in 15 of the first 50 patients 
with acute barbituric acid poisoning who were treated 
with megimide, and convulsions developed immedi¬ 
ately after megimide administration in 16 of the 50 
patients. Thirty-two of the patients received amiphen¬ 
azole in addition to megimide. Psychosis appeared in 

6 of the 18 patientes treated with megimide alone and 
in 9 of the 32 who also received amiphenazole. The 
psychoses did not differ between these 2 groups, and 
amiphenazole did not seem to contribute to their 
appearance. Visual hallucinations dominated the de¬ 
lirious psychosis. The frequency of psychosis was 
greatest after large doses of megimide; .and in these 
cases the latent period between wakening and the 
onset of psychosis was briefest. Psychosis appeared in 
9 of 12 patients who were barbiturate addicts. The 
6 nonaddicts who became psychotic had been taking 
barbiturates in therapeutic doses; they had remained 
unconscious for a long time after administration of 
megimide. Convulsions occurred during treatment 
with megimide in half the barbiturate addicts and in 


half the patients who developed psychoses but in only 
a quarter of the nonaddicted patients who did not 
develop psychoses. The psychoses are apparently 
exogenous reactions provoked by megimide in bar¬ 
bituric-acid habitues. They resemble spontaneous 
withdrawal psychoses. 

The Treatment of Myotonia. L. A. Liversedge and M. 
J. D. Newman. Brain 79:395-413 (Sept.) 1956 [Lon¬ 
don]. 

Ten patients with dystrophia myotonica and one 
patient with myotonia congenita were treated with the 
following substances: cortisone, corticotropin desoxy- 
corticosterone acetate, and procaine amide. A quanti¬ 
tative method was devised for measuring the power 
of the grip and the duration of the myotonia in the 
flexor digitorum sublimis. After some recordings had 
been made with concentric needle electrodes and on 
oscilloscopic electromyograph, it was discovered that 
the routine electroencephalographic apparatus could 
easily be adapted to provide an excellent myograph 
with use of surface electrodes. Cortisone and cortico¬ 
tropin reduced significantly the duration of myotonia 
in 8 out of 9 patients treated. In 3 of these cases the 
myotonia was virtually abolished. The muscle power 
was not affected. Desoxycorticosterone acetate and 
procaine amide in the dosage used were without 
demonstrable effect on either power or myotonia. 
Quinine appeared to be less effective than cortisone or 
corticotropin. Treatment with cortisone is indicated 
only in those cases in which myotonia is the predomi¬ 
nant symptom. The effect may help to elucidate the 
mechanism of myotonia and other problems of muscle 
contraction. 

PEDIATRICS 

The Relationship of Paranatal Experience to Oxygen 
Saturation in Newborn Infants. M. M. Pennoyer, F. K. 
Graham, A. F. Hartmann and others. J. Pediat. 49:685- 
698 (Dec.) 1956 [St. Louis], 

The authors studied the effect of obstetric variables 
on oxygen saturation at birth and during the first hour 
of extrauterine life in 323 essentially unselected infants 
delivered vaginally. Two hundred seventy-six children 
were born in the St. Louis Maternity Hospital and 47 
•were born in the Homer G. Phillips Hospital for Ne¬ 
groes. The cases of 244 infants were uncomplicated; 
they had a negative prenatal history and low forceps 
or spontaneous delivery. Twenty-five infants had fetal 
complications including difficulties of labor, but the 
delivery itself was normal. Fifty-four infants had ab¬ 
normal or operative deliveries whether or not prenatal 
complications were also present. Four samples of 
blood were taken from each infant, 1 from the cord 
at birth and the 3 subsequent specimens from the 
heated heel at 10, 30, and 60 minutes after birth. 

The mean oxygen saturation of cord blood was 61% 
in the 244 infants whose cases were uncomplicated. 
Individual values varied widely between values as 
low as 10 to 19% in a few infants and 90% or more in 
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7 infants (3%) who were already normally oxygenated. 
Low cord values did not preclude subsequent normal 
oxygenation. The mean values for the infants whose 
cases were uncomplicated were 81, 90, and 94%, re¬ 
spectively, at 10, 30, and 60 minutes. The percentage 
of infants who achieved the normal neonatal level of 
oxygen saturation increased rapidly from 31% at 10 
minutes to 79% at 1 hour. Sixty-eight of the 244 infants 
were delivered with the aid of regional anesthesia 
(pudendal block only) or without anesthesia, 35 with 
the aid of continuous caudal anesthesia, and 141 with 
the aid of inhalation anesthesia; the 68 infants showed 
oxygen saturation levels in the cord and in the 10- 
minute samples superior to those in the two other 
groups. These differences were significant at the 0.01 
probability level. Cord oxygen levels obtained in those 
of the 244 infants who were delivered with the aid of 
light analgesia were superior to cord oxygen levels 
obtained in infants who were delivered with the aid 
of moderate analgesia. The difference, however, did 
not reach statistical significance. 

The cord or subsequent blood oxygen saturation 
levels did not reflect the prenatal complications that 
had occurred alone in the group of 25 infants; the 
mean cord value for these infants was 61%, i.e., the 
same as that of the uncomplicated group. The mean 
cord value dropped to 54% (a significant difference) 
in the 54 infants with abnormal or operative de¬ 
liveries with or without prenatal abnormalities. When 
the criterion of normal oxygenation by 1 hour was 
used, 21% of the uncomplicated group failed to 
achieve this level, whereas 29% of the prenatally-com- 
plicated group and 37% of the group with complicated 
deliveries remained below the normal 90% level at one 
hour. When the criterion of satisfactory clinical con¬ 
dition at birth was employed, 4% of the uncomplicated 
group required oxygen resuscitation and only 10% 
were in otherwise unsatisfactory condition at birth, a 
total of 14%. Fifty-six per cent of the prenatally-com- 
plicated group and 39% of the delivery-complicated 
group were thus affected. 

Twenty-five infants requiring oxygen resuscitation 
were not included in the previous oxygen analyses 
except for the cord specimen. Even with the adminis¬ 
tration of oxygen, they showed inferior oxygenation 
throughout the first hour, and 11 (43%) were still below 
the normal 90% level at the end of the hour. 

Celiac Disease: J. H. Ebbs. Canad. M. A. J. 75:8S5-893 
(Dec. 1) 1956 [Toronto], 

Ebbs reviews the present status of knowledge on 
celiac disease, which is a chronic disturbance of nutri¬ 
tion resulting in poor absorption of fats and other 
nutrients. The feces vary from constipation to diarrhea. 
The large abdomen gives the child the well-known 
clinical appearance. Roentgenography of the intestine 
shows segmentation of the barium column, probably 
caused by an excessive secretion of mucus. Growth 
may be retarded, and hippocratic fingers may be seen 
in children until the severe form of celiac disease, but 
tliis sign disappears when the disease is cured. The 
dentition is often delayed, but the teeth usually re¬ 
main quite good and free from canes. The onset is 


sudden in about half the cases, coinciding with an 
infection such as dysentery or nasopharyngitis; in the 
other 50% it is insidious. Occasionally, food allergy 
has been reported to be associated with the onset. The 
sugar tolerance curve is low if the sugar is adminis¬ 
tered by mouth, normal if given intravenously. The 
feces contain an average of 10 gm. of fat daily, where¬ 
as the stool of a normal child contains 4 or 5 gm. A 
study of the families of children with celiac disease 
showed that there is a family tendency. The discovery 
that the gluten of cereal, particularly wheat, is dele¬ 
terious in some cases has provided one of the greatest 
advances in the management of this condition. The 
possible role of food allergy has been tested. While 
clinical trial would appear to support this as an etio¬ 
logical factor, skin tests with protein do not appear to 
be of value. Clinical experience with gluten-free diets, 
control of infection, the use of special starch recipes, 
and in severe and resistant cases the judicious use of 
cortisone, indicates that significant advances have been 
made in the management of celiac disease. 

Polyostotic Fibrous Dysplasia (with Precocious Pu¬ 
berty and Pigmentation). M. G. Peterman. J. Pediaf. 
49:719-727 (Dec.) 1956 [St. Louis]. 

Peterman reports a case of isosexual precocious 
puberty in a 7-year-old girl who has been followed 
and studied for 6’A years. The patient fulfilled the 
typical requirements for polyostotic fibrous dysplasia 
as elaborated by Albright. The onset of the disease 
with breast enlargement occurred at 1 month of age, 
the earliest onset of any of the known cases reported. 
The bloody vaginal discharge began at 5 months of 
age. At the same time pigmented spots were noted on 
the back of the right chest, the right shoulder, and on 
the right arm and forearm. There was a pigmented 
areola around the nipples, a slight hypertrophy of both 
breasts, and a slight development of fine pubic hair. 
The estrogen determination was normal. The irregular 
menstruation continued until the date of publication 
of the author’s report. Cystic ovaries were found on 
abdominal exploration at the age of 14 months and 
again at the age of 7 years. Luteal and follicular 
cysts were removed. The vaginal smear showed lutein- 
ization. Roentgenograms of the wrists showed a bone- 
age of 13 years. Roentgenograms of the humeri 
showed irregular trabecular pattern in the middle 
portion. The base of the skull showed an increased 
bone density. There was precocious development of 
the ossification centers. 

Cervical Lymphadenitis in Children Caused by Chrom- 
ogenic Mycobacteria. F. H. Prissick and A. M. Masson. 
Canad. M. A. j. 75:798-803 (Nov. 15) 1956 [Toronto]. 

Ten strains of chromogenic acid-fast and alcohol- 
fast rods were obtained in pure culture from pus 
aspirated from suppurating facial, submaxillary, or 
cervical lymph nodes in children between the ages of 
V-fz and 7 years in whom the clinical aspect suggested 
a tuberculous infection. All had closed lesions. Lymph 
nodes that were excised were declared to be histolog¬ 
ically compatible with tuberculosis, although some 
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differences were noted. The clinical course in these 
10 patients was benign, and healing occurred slowly 
without sinus formation. Two similar strains were iso¬ 
lated from empyema in 2 adult male patients and 2 
additional strains were isolated from a bronchial 
aspiration fluid and from tissue of a tuberculous knee 
joint in children. These 4 strains could not be cor¬ 
related with the clinical picture of the patients from 
whom they were obtained, and tests for their patho¬ 
genicity were not conclusive. 

All 14 strains consisted of strongly acid and alcohol- 
fast, nonbranching rods, and produced markedly pig¬ 
mented colonies, their color passing from bright yellow 
to deep orange. All grew best on mediums used for 
isolation of Mycobacterium tuberculosis, although 
good growth was also obtained on a wide variety of 
other mediums; 11 of the 14 strains utilized paraffin 
as a sole source of carbon. The strains isolated from 
the 10 children with subacute lymph node infections 
differed in pathogenic behavior from Myco. tuber¬ 
culosis in not causing progressive disease and by their 
lack of tendency to produce ulcerative lesions in pa¬ 
tients and in experimental animals. Allergic responses 
were obtained in guinea pigs and hens inoculated 
with tuberculin-like extracts of the strains, but the 
response of all inoculated animals to human or avian 
tuberculin was poor or absent. These findings suggest 
that the 10 strains belong to a different species of 
Mycobacterium and must be considered as the actual 
cause of the lymphadenitis in the children from which 
they were isolated. The name Mycobacterium scro- 
fulaceum has been proposed. 


DERMATOLOGY 

Problems of the Skin Associated with Aging. M. Wais- 
man. J. Florida M. A. 43:452-463 (Nov.) 1956 [Jack¬ 
sonville]. 

The characteristics of the aging skin are reviewed. 
A variety of pigmented and hypertrophic lesions are 
prominent among the skin changes associated with 
aging. Most of them are benign, some have poten¬ 
tialities for changing into malignant growths, and 
others are malignant from the start. Recognition of 
their distinctive features will avert either unnecessary 
surgery or unwise neglect. Cerebral damage may at 
times initiate bizarre and -puzzling cutaneous mani¬ 
festations. The concept of autosensitization, whereby 
products of tissue destruction elaborated in a localized 
inflammatory lesion ignite an explosive allergic reac¬ 
tion of the skin, is suggested by the author as an ex¬ 
planation for persistent and eczematoid eruptions in 
aging persons. This phenomenon is usually provoked 
by overtreatment with topical medication. Nutritional 
inadequacy is synonymous with the faulty diet of 
many aged persons, but vitamin deficiencies are 
dermatological rarities. Dermatoses are often falla¬ 
ciously interpreted as products of avitaminosis. Der¬ 
matitis of the corners of the mouth is a common 
abnormality of elderly people. Often incorrectly at¬ 
tributed to “vitamin deficiency,” the eruption actually 
represents an infection that depends upon anatomic 


changes in the region of the labial commissures, such 
as exaggerated laxity and infolding of the tissues. 
Predisposing causes are loss of teeth, diminished 
elasticity of the skin, and abnormalities of occlusion. 

The frequent occurrence of pruritus in the senile 
skin derives from the anatomic and biochemical 
changes of aging. Itching can often be attributed to 
the effect of excessive dryness, which is an accompani¬ 
ment of the wasting of epidermal structures and which 
results in diminished oiliness and in dehydration of 
the surface. Contact with woolen garments compounds 
the irritation, as the fibrils of wool prick the skin. To 
this may be added the irritative action of soap and 
detergent retained in laundered clothing and bed 
linen as a result of insufficient rinsing. When an elder¬ 
ly patient complains of generalized itching and shows 
no objective changes to account for his discomfort, 
diseases of the liver and kidneys, diabetes, lymphomas, 
neoplasms, cerebral arteriosclerosis, psychiatric dis¬ 
orders, and the untoward effect of drugs must be con¬ 
sidered. Providing relief for the victim of generalized 
itching, when the primary disease is incurable, is a 
difficult problem. In cases of pruritus of hepatic 
origin, methyltestosterone has been recommended; or 
ergotamine tartrate may be given subcutaneously, 
provided signs of peripheral vascular spasm are 
watched for. When pruritus accompanies a systemic 
or neoplastic disease, procaine given intravenously 
may provide temporary relief, or procaine amide 
(Pronestyl) hydrochloride may serve as well by mouth, 
intravenous injections of calcium or strontium bro¬ 
mide are at times effective. Aspirin, Fowler’s solution, 
antihistamines, or chlorpromazine may help. Clinical 
features and treatment of common vulvar lesions— 
kraurosis, leukoplakia, and neurodermatitis—are out¬ 
lined. Oral leukoplakia is frequent and has a pro¬ 
pensity for cancerous transformation. Attention is 
called to the problem of varicose veins among the 
aged and to the ease with which an autosensitization 
eruption may emanate from a focus of stasis derma¬ 
titis. Ischemic changes caused by obliterative arterial 
disease prompt an exhortation for careful attention to 
hygiene of the feet. 

Diabetes and Psoriasis. S. H. Gibson and H. O. Perry. 
A. M. A. Arch. Dermat. 74:487-488 (Nov.) 1956 
[Chicago]. 

The authors studied the histories of 29 consecutive 
patients admitted to the Mayo Clinic for treatment of 
psoriasis. Careful note was made as to whether psori¬ 
asis or diabetes occurred in grandparents, parents, 
uncles, aunts, brothers, sisters, and children. Weights 
were recorded on admission, and these were com¬ 
pared with the patient’s average or ideal weights. 
Twenty-seven patients admitted for the treatment of 
dermatoses other than psoriasis served as controls. 
The studies revealed that there is no appreciably 
greater incidence of diabetes in families of patients 
with psoriasis than prevails in families of patients with 
other dermatoses. Patients with psoriasis are no more, 
and perhaps less, prone to be overweight than pa¬ 
tients with other dermatoses. A genetic analysis of 
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these patients is not indicated, inasmuch as there ap¬ 
pears to be no appreciably greater incidence of dia¬ 
betes in families of psoriatics than prevails in families 
of die controls. Only slightly more than half of the 
patients with psoriasis could give definite information 
as to whether either psoriasis or diabetes has occurred 
in more than three generations of their families. The 
authors see no reason to presume that psoriasis and 
diabetes are related. 


THERAPEUTICS 

Dextran Sulphate: Use as an Anticoagulant, and Action 
in Lowering Serum Cholesterol. H. Cohen and G. R. 
Tudhope. Brit. M. J. 2:1023-1026 (Nov. 3) 1956 [Lon¬ 
don]. 

A single intravenous injection of 7,500 units of dex¬ 
tran sulfate was given to each of 6 volunteers, and the 
clotting time was measured during the following 8 
hours. The clotting time was prolonged to more than 
twice the initial level for from 4 to 6 hours. Repeated 
intravenous injections of dextran sulfate were given to 

11 patients: 7 with acute myocardial infarction, 3 with 
persistent anginal pain after a previous myocardial 
infarction, and 1 with thrombosis of the inferior vena 
cava. The dose of dextran sulfate was kept constant at 
5,000 units, and the frequency of the dose was varied 
in accordance with the clotting time, which was meas¬ 
ured at intervals during each day. The clotting time 
could be maintained at more than twice the normal 
by 3 S-hourly injections of the drug, with a total dose of 
15,000 units in the first 24 hours, by 2 injections every 

12 hours (10,000 units daily) for the next 4 to 10 days, 
and thereafter by 1 daily injection of 5,000 units. 

There was at first a profound drop in the serum 
cholesterol level during treatment with dextran sulfate. 
This reduction in the serum cholesterol level persisted 
only with a daily dose of from 10,000 to 15,000 units 
of dextran sulfate. The serum cholesterol rose to its 
original level when the dosage was reduced from 10,- 
000 to 5,000 units daily. A mild degree of alopecia 
was observed in 3 patients, occurring after 14 to 21 
days of continuous treatment. Two additional patients 
had diarrhea with the passage of blood in the stools 
after 14 days of treatment. 

Dextran sulfate is an effective anticoagulant for clin¬ 
ical use and provides a possible alternative to the 
usual combination of heparin with an anticoagulant 
given orally. Toxic effects may occur, particularly if 
the dose is not carefully controlled. 

Chlorpromazine Therapy Complicated by Agranulo¬ 
cytosis and Jaundice. R. P. Jeub and L. J. Michienzi. 
Minnesota Med. 39:740-741 (Nov.) 1956 [St. Paul], 

Chlorpromazine was used to control withdrawal 
symptoms from drug habituation in a 47-year-old man. 
He became jaundiced and developed agranulocytosis. 
While jaundice and agranulocytosis have been ob¬ 
served separately after treatment with chlorpromazine, 
the authors believe that this is the first time that they 
occurred concomitandy in the same patient without 
fatality. In diis patient both complications disappeared 


without sequelae 25 days after cessation of chlorpro¬ 
mazine therapy. It is emphasized that, when jaundice 
develops in a patient receiving chlorpromazine, not 
only should the drug be withdrawn but the hemogram 
should be examined because of the possibility of 
agranulocytosis, die latter requiring both withdrawal 
of the chlorpromazine and administration of anti¬ 
biotics. 

PATHOLOGY 

Pathogenesis of Cardiac Rupture Due to Myocardial 
Infarction: A Study of 26 Cases. J. H. Lunseth and 
M. Ruwaldt. Dis. Chest 30:499-507 (Nov.) 1956 [Chi¬ 
cago]. 

Twenty-six instances of myocardial infarction with 
cardiac rupture in 16 male and 10 female patients were 
observed among 6,791 autopsies performed at the 
Milwaukee County Hospital between 1942 and 1955. 
Nine hundred seventy of the 6,791 deaths had resulted 
from myocardial infarction. The average age of the 
patients at the time of death was 70.7 years. None of 
the patients had a history of previous myocardial in¬ 
farction. 

Microscopic findings showed that the age of the 
infarct at the time of rupture was less than 2 weeks 
in all, less than 1 week in 19, and less than 3 days in 10. 
Causative factors such as hypertension, overexertion, 
fatty infiltration, and granulocytic exudation were not 
found to be of particular significance in this group. 
Penetration of the myocardial wall by a dissecting 
hematoma was considered an important factor in 
cardiac rupture of a myocardial infarct. Such a hemo- 
toma was found in 17 patients, and in 13 of these the 
blood penetrated the wall by infiltration in the loose 
interstitial tissue between intact myocardial fibers. In 
4, the hematoma penetrated mainly through necrotic 
myocardial fibers. Tire source of the infiltrating hema¬ 
toma could not be definitely determined. The finding 
of the largest collections of interstitial blood in the 
middle and outer thirds of the wall in 6 patients sug¬ 
gested that in these the hemorrhage began in the wall. 
The mechanism of cardiac rupture appears to be simi¬ 
lar to that of a dissecting aneurysm of tire aorta. Both 
conditions result in loss of support and alterations of 
the wall of small vessels, leading to hemorrhage and 
the formation of a dissecting mass of blood, propelled 
by the systemic blood pressure. Dissecting hemorrhage 
is one of the few considered causative factors that is 
rarely found in myocardial infarction without rupture. 

Differential Characteristics in Vitro and in Vivo of 
Several Substrains of BCG: IV, Immunizing Effective¬ 
ness. R. J. Dubos and C. H. Pierce. Am. Rev. Tuberc. 
74:699-717 (Nov.) 1956 [New York], 

Tire antituberculous immunity elicited by BCG vac¬ 
cination is the outcome of the antigenic response to 
bacillary material having 2 different origins, namely, 
the bacilli present in the vaccine preparation v and the 
bacilli that multiply in vivo after injection. The relative 
importance of these 2 components of the immune re¬ 
sponse depends on the conditions of the test. Experi¬ 
ments carried out with various substrains of BCG in 
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animals have shown that if the dose of vaccine injected 
is very large, as is often the case in animal experimen¬ 
tation, it can provide outright and intense antigenic 
stimulus and elicit immunity even though the vacci¬ 
nating bacilli do not have a chance to multiply in vivo. 
This is the case if the bacilli have been killed before 
the injection or if the animals receive isoniazid therapy 
during the course of vaccination. Under these circum¬ 
stances, tire immune response appears to be independ¬ 
ent of the inherent characteristics of the BCG sub¬ 
strain used in the preparation of the vaccine. 

The results are very different when the amount of 
vaccine injected is smaller—of the order (per body 
weight) of that used in human vaccination. With the 
doses of vaccine usually employed under practical 
circumstances, isoniazid chemoprophylaxis interferes 
with die development of immunity by inhibiting bac¬ 
terial multiplication and hence preventing the accu¬ 
mulation in vivo of an amount of antigenic material 
sufficient for an adequate protective response. With 
small doses of vaccine, marked differences can be rec¬ 
ognized in the immunizing effectiveness of die various 
substrains of BCG. The more efficiently die BCG 
organisms multiply in vivo, die more rapidly they 
elicit immunity in the vaccinated albino mice. The 
longer they persist in the tissues, die more lasting is 
the immunity to which they give rise. It can be pre¬ 
sumed that the BCG substrains that are best able to 
multiply and survive in experimental animals are also 
the ones that are most prone to cause adenopadiies or 
other abnormal manifestations. The choice of BCG 
substrain for human vaccination involves therefore a 
compromise between invasiveness (with related im¬ 
munogenic effectiveness) of the vaccine and the risk 
of accidents diat might result from its use in man. 

RADIOLOGY 

Correlation of Pain and the Roentgenographic Find¬ 
ings of Spondylosis of the Cervical and Lumbar Spine. 
A. E. Hussar and E. J. Guller. Am. J. M. Sc. 232:518- 
527 (Nov.) 1956 [Philadelphia], 

Five hundred men between the ages of 18 and 65 
years, employed with the Veterans Administration 
hospital of Montrose, N. Y., submitted on a voluntary 
basis to a clinical and roentgenographic examination. 
Thirty-eight of the 500 men complained of cervical 
pain and 84 showed roentgenographic signs of spon- 
dylotic changes such as bony spurs of the vertebral 
bodies, narrowing of disk spaces, narrowing of inter¬ 
vertebral foramens of die cervical and lumbar spine, 
and abnormalities of the apophysial joints. As a rule, 
pain was not associated with diese roentgenographic 
changes. While the incidence of positive roentgeno¬ 
graphic findings increased widi age, body weight, and 
physical work, die incidence of pain did not. No corre¬ 
lation could be found between die severity of the 
roentgenographic findings and die incidence and se¬ 
verity of pain. 

It is conceivable that pain may be produced by the 
encroachment of a bone spur, protruded disk, or nar¬ 
rowed foramen on a by-passing nerve trunk, thus 
producing the symptoms of radicular compression. 


This occurrence, however, is probably more an excep¬ 
tional than a natural sequel of spondylosis. None of 
die 23 men whose roentgenograms showed bony spurs 
within the cervical intervetebral foramens had radicu¬ 
lar symptoms, and only 2 complained of pain, localized 
at the back of the neck. None of the 17 men with 
narrowed disk space in the lumbar spine had radicular 
symptoms. Ten of the 13 men who complained of pain 
radiating into the lower extremities had negative 
roentgenographic findings, and die roentgenograms of 
only 3 showed spurs of the vertebral bodies. The 
roentgenograms of none of these 13 men showed nar¬ 
rowed disk spaces or narrowed intervertebral fora¬ 
mens. Routine roentgenograms are of doubtful value 
in the diagnosis of encroachment on the nerves by 
spondylotic changes. The common practice of labeling 
a patient with the diagnosis of “degenerative joint 
disease” (or “osteoardiritis,” “hypertrophic arthritis”) 
of the spine because of roentgenographic findings of 
spondylotic changes should be abandoned. 

The Primary Treatment of Adenocarcinoma of the 
Rectum by High Voltage Roentgen Rays (1,000 K. V.). 
I. G. Williams and H. Horwitz. Am. J. Roentgenol. 
76:919-928 (Nov.) 1956 [Springfield, Ill.]. 

Fifty-six women and 133 men of the average age of 
60 years with adenocarcinoma of the rectum were 
treated primarily by roentgen rays at the St. Bartholo¬ 
mew’s Hospital in London between 1937 and 1954. 
The 189 patients were classified into 4 groups accord¬ 
ing to the extent of the disease; 8 were in group 1, 
with lesions confined to the rectal mucosa but not 
penetrating the rectal wall; 26 were in group 2, with 
lesions involving the whole thickness of the rectal wall 
but not extending beyond these limits; 128 were in 
group 3, with lesions spread beyond the rectum to 
neighboring structures and/or involving regional 
lymph nodes in the pelvis; and 27 were in group 4, 
with carcinoma of the rectum and distant metastases. 
Thus 155 (82%) of the 189 patients were inoperable, 
and in the remaining 34 (18%) operative treatment 
was contraindicated for one reason or another. Radical 
treatment was almost always given, and a dose of 
6,000 r to the whole of the tumor-bearing volume in 
6 to 8 weeks was aimed at, although not always 
achieved. All patients were treated with roentgen rays 
generated at 1,000 kv. (half-value layer 9.3 mm. cop¬ 
per). With a 5 or 6 field crossfire technique using an 
anterior and posterior port with corresponding antero¬ 
lateral and posterolateral ports, each of the order of 
16 by 10 cm., it was possible to deliver a depth dose 
to the whole of the true pelvis of the order of from 
120 to 140% of the skin field dose. Since roentgen rays 
generated in the 1,000-kv. range show no marked 
differential absorption in bone, a homogeneous heavy 
irradiation of all the pelvic tissues is thus achieved. 

The greatest measure of success was achieved when 
bleeding was the presenting symptom, and in 121 
(90%) of 135 patients bleeding was either completely 
arrested or relieved. Wien discharge of mucus was 
predominant, 77 ( 67%) of 116 patients obtained some 
measure of relief. For pain and tenesmus the percent¬ 
ages in whom relief was obtained lay between these 2 
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figures. Relief of symptoms paralleled clinical regres¬ 
sion of the tumor mass. Colostomy was performed on 
112 patients (59%), and 77 patients (41%) did not 
require colostomy. In 50% of the patients treatment 
had to be interrupted and modified because of radia¬ 
tion reaction, which comprised irritations of the blad¬ 
der and intestine in most patients and to a lesser 
degree general malaise, nausea, and vomiting. These 
setbacks were generally simple to deal with and did 
not represent a serious hazard to the patient. More 
serious late complications consisted of rectovaginal 
fistula in 12 patients (6%), chronic irradiation necrosis 
in 9 (5%), and fibrosis with resulting stenosis of the 
rectum in 32 (17%). Fifty-five (33%) of the 165 
patients treated between 1937 and 1949 survived 2 
years, 23 (14%) survived 3 years, and 9 (5%) survived 
5 years. Of the 9 patients who were alive at the end 
of the 5-year follow-up, 6 died at varying periods of 
from 5 to 10 years and 3 were alive at the end of 1954, 
having survived for 11, 12, and 16 years respectively. 
All these were patients classified into group 3. These 
data suggest that complete or partial relief from symp¬ 
toms caused by primary growth may reasonably be 
expected from the irradiation treatment. There is a 
good chance of avoiding a colostomy, and a small but 
definite chance of "cure.” The possibility of develop¬ 
ment of serious radiation effects has to be faced if 
worthwhile results are to be obtained in a large pro¬ 
portion of patients treated. The better therapeutic 
effect in adenocarcinoma of the rectum of the shorter 
wave-length roentgen rays compared with roentgen 
rays generated in the conventional medium voltage 
range is due to the increase in depth dose obtained and 
a greater facility with this technique for homogeneous 
irradiation of the pelvis. The result should therefore 
be equalled or bettered by the larger supervoltage 
units now in use and by large telecurie units. 

Late Lesions in Man Caused by Colloidal Thorium 
Dioxide (Thorotrast): A New Case of Sarcoma of the 
Liver 22 Years After the Injection. J. de Silva Horta. 
A. M. A. Arch. Path. 62:403-418 (Nov.) 1956 [Chicago]. 

It is widely recognized that thorotrast (colloidal 
thorium dioxide) may cause late morbid states such 
as Thorotrast granuloma, panmyelopathies, liver 
cirrhosis, and neoplasm. The case presented was that 
of a 46-year-old man who in October, 1954, complained 
of a dull, intermittent pain in the right hypochon- 
drium, radiating to the lumbar region on the same side 
and to the epigastric region. Tire pain was not related 
to the ingestion of food but became sharper with 
respirator}' movements. When he was seen at the 
hospital, 15 days after tire onset of the symptoms, the 
abdomen was protruding, but there was no ascites. 
Abdominal examination revealed an elastic, painless 
mass that seemed to be in continuity with the liver. 
A plain x-ray of the abdomen revealed an opacity of 
the spleen and liver, suggesting that the patient had 
been injected with Thorotrast. The injection had been 
administered 22 years earlier. Three days before the 
patient’s death, which occurred 20 days after the onset 
of the symptoms, the abdomen suddenly increased in 
volume, die pain became more severe, and the general 


condition became progressively worse. On the day of 
death the patient was transferred to the surgical de¬ 
partment, but died before surgical intervention was 
possible. Autopsy revealed Thorotrast in spleen, liver, 
and in some of the lymph nodes of the liver hilus; 
angioblastic sarcoma of die left lobe of the liver; small 
tumor nodules in die right lobe; rupture of the tumor, 
with die formation of a subcapsular hematoma; 
hemoperitoneum; and anemia. 

PHYSIOLOGY 

A Comparison of the Composition of Sweat Induced 
by Dry Heat and by Wet Heat. E. F. St. John Lybum. 
J. Physiol. 134:207-215 (Oct.) 1956 [London], 

Sweat contains most of the constituents found in 
the urine. The sweat glands may on some occasions 
play an important role as an excretory organ. Sweating 
has been used to relieve azotemia, although severe 
uremia was found unsuitable for such treatment. An 
apparatus is described whereby sweating under con¬ 
ditions of wet heat can be induced for considerable 
periods of time widiout rise in body temperature. The 
composition of sweat induced by dry heat and by wet 
heat has been compared with that of normal plasma 
in a large number of subjects. The inorganic con¬ 
stituents of sweat under both sets of conditions are less 
concentrated than in the plasma, with the exception of 
potassium. The organic constituents, with the excep¬ 
tion of glucose and uric acid, are more concentrated. 
In a smaller number of subjects, direct comparison was 
made of the composition of blood and of wet-heat 
sweat: the results were essentially similar to those ob¬ 
tained by comparison with normal plasma. The main 
inorganic constituents of dry-heat sweat are from 3 to 
3.5 times more concentrated than in wet-heat sweat, 
reflecting the partial evaporation from the secreted 
sweat under the former conditions and dilution with 
condensed steam under the latter. The remaining 
inorganic and all the organic constituents of dry-heat 
sweat are considerably less concentrated in relation to 
those of wet-heat sweat, indicating more active excre¬ 
tion under the latter conditions. The average blood 
clearance of urea by the sweat glands over a period 
of 20 minutes under wet-heat conditions equals that of 
1 kidney. 

The main difference induced in the body by the 2 
sets of conditions is that of body-core temperature. 
During exposure to wet heat there is actually a fall 
due to the artificial cooling of head, neck, and inspired 
air, whereas during exposure to dry heat the body 
temperature rises in spite of partial evaporation of the 
sweat. Thus the stimulus to sweating in the latter case 
is, to some extent, from the temperature regulating 
center, whereas in wet heat the stimulus is entirely 
local, from tire skin exposed to tire heat. The mecha¬ 
nism whereby tire difference is brought about is still 
obscure. From the practical point of view the fact that 
excretion of organic substances is more efficient when 
sweating is induced by wet heat is important, and in 
the authors experience many patients on the verge 
of renal failure can be and have been restored to rela¬ 
tive health by periodic sweating of this nature. 
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Anesthesia for Surgery of the Heart. By Kenneth K. Keown, 
M.D., F.A.C.A., Associate Professor of Anesthesiology, Hahne¬ 
mann Medical College and Hospital, Philadelphia, Publication 
number 304, American Lecture Series, monograph in Banner- 
stone Division of American Lectures in Anesthesiology. Edited 
by John Adriani, M.D., Director, Department of Anesthesia, 
Charity Hospital, New Orleans. Cloth. $3.75. Pp. 109, with illus¬ 
trations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
\V., Toronto 2B, Canada, 1956. 

This timely book describes the pioneer experience 
of the author and his associates in providing anes¬ 
thesia for operations on and in the heart. Anesthesia 
of this particular type is an important subject, since 
there is still a great lack of information generally on 
the best technique or techniques to use. The author 
has included data on catheterization concerning not 
only the normal heart but also the heart affected by 
such lesions as tetralogy of Fallot, pulmonary stenosis, 
''' and mitral stenosis. Some attention also is given to the 
mortality rates that accompany the various cardiac 
defects. The effects of posture on blood pressures are 
set forth, the management of anesthesia is described, 
and the precision necessary for good results is em¬ 
phasized. It is no longer enough for the anesthesiolo¬ 
gist to be familiar with the names of certain cardiac 
anomalies; he must thoroughly understand them. Ap¬ 
propriately, the importance of the electrocardiogram 
in the recognition of the various conditions that can 
develop is well explained. 

There is a chapter on complications and another on 
postanesthetic management. Chapters are devoted to 
the tetralogy of Fallot, pulmonary stenosis, patent 
ductus arteriosus, coarctation of the aorta, atrial septal 
defects, mitral stenosis, aortic stenosis, mitral insuffi- 
ciency, and aortic insufficiency. The author writes that 
anesthesia for intracardiac operations has passed the 
stage of trial and development, and he lists 10 criteria 
by which an ideal anesthetic agent can be recognized. 
The book contains an excellent bibliography, but it 
has no index. Perhaps a volume of 102 pages of text 
does not need one. The work is printed on good paper, 
in type that is easily read. It should be of value to all 
concerned with providing anesthesia for intracardiac 
operations. The need for such a book is shown in the 
fact that some men today are traveling halfway around 
the world to visit the few centers in which this par¬ 
ticular kind of anesthesia can be seen and studied. 

Five Hundred over Sixty: A Community Survey on Aging. By 
Bernard Kutner, David Fanshel, Alice M. Togo and Thomas S. 
Langner. Cloth. $4. Pp. 345. Russell Sage Foundation, 505 Park 
y Ave., New York 22,1956. 

This book is a comprehensive report of an extensive 
investigation of 500 elderly persons living in an urban 
community. The group making this survey believed 
that the best way to find the answers was to ask older 
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organization unless specifically so stated. 


people personally and individually what their prob¬ 
lems were. The study sought to answer three ques¬ 
tions: 1. What social and cultural factors facilitate 
adjustment to aging? 2. What kinds of people success¬ 
fully adjust themselves to aging? 3. What forms should 
be taken by programs designed to serve the needs of 
the aged? There are sections on patterns of adjust¬ 
ment that are concerned with marriage, employment, 
morale, and such important factors as motivation and 
isolation, with reference to the everyday life of these 
persons. A section is devoted to health, with investi¬ 
gation into the problem of the prevailing community 
health services and bow well they were utilized by 
this group. Of particular interest are the observations 
in regard to the influence of income on the use of such 
facilities. Illness was found to be more common as one 
descended the economic ladder. The last chapter 
presents a critical analysis of the services available 
for the aged in the area surveyed. 

The authors concluded that there is a real need for 
the community to adapt itself to the many factors in¬ 
vestigated that may influence the use of the various 
services. Most people will go to a center even if it is 
called an “age center,” and 39% would go to “a geri¬ 
atrics center.” Sixty-nine per cent of these persons 
lived at home, 94% in noninstitutional households. 
The need for providing care in the home is empha¬ 
sized, and it is suggested that summer camps for chil¬ 
dren might be used for older people in the seasons 
when children are not in residence. There is a need 
for adult education with reference to the problems of 
aging. Repeatedly, it is emphasized that this is not a 
homogeneous population and that of necessity great 
care should be taken in providing for the needs of the 
older age group so that specialized services can be 
established for those who needed them the most. This 
volume should be of great interest to physicians, social 
workers, and welfare workers who are concerned with 
the problems of the aged and their possible solution. 

Urology and Industry. By Leonard Paul Wershub, M.D., 
F.A.C.S., F.I.C.S., Associate Professor of Urology, New York 
Medical College, Metropolitan Medical Center, New York. Cloth. 
$5. Pp. 151. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, Canada, 1956. 

Prevention of industrial injuries was first recom¬ 
mended by Ramazzini in 1700. Payroll deduction to 
finance benefits after accidents and death was first 
introduced in Germany in 1884. Legislation regulating 
working conditions had a slow beginning. In the 
United States at the beginning of the 20th century 
there was little social legislation and no compensation 
for occupational disability and there were no laws 
governing employer’s liability and safe working condi¬ 
tions. Industrial medicine today represents the pro¬ 
grams of the medical supervision, preventive medicine, 
and public health in industry. The fact that in- 
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dustrial workers and their families make up one-half 
of the nation’s population indicates the importance of 
tlie industrial physician. Workmen’s compensation 
laws include compensation for loss of earnings and 
free medical services and state that “there must he a 
causal relation between the injury and the employ¬ 
ment.” An industrial injury, however, need not occur 
at the place of work. The causal relationship between 
complaint and the accident must be medically estab¬ 
lished and evaluated. The average person is prone to 
blame any disorder on an accident. There is an excel¬ 
lent discussion on the difficulties encountered in es¬ 
tablishing the causal relation of cancer, tuberculosis, 
and functional disorders or aggravation of them to 
alleged previous accidents and injuries. Helpful sug¬ 
gestions are made for establishing the authenticity 
and time interval of the sequelae of an accident. 

The book contains 100 case reports, with comments 
on accidents and injuries to the human body and the 
genitourinary organs. The case reports are short and 
well presented. They are classified as injuries or late 
sequelae of injuries to the kidney, ureter, bladder, 
prostate, and scrotum. The knotty problem of injury 
and aggravation of disease is carefully evaluated. 
Many physicians and surgeons have little contact with 
industrial medicine. The industrial physician, general 
surgeon, urologist, and attorney can use this volume 
as a reference to help establish more clearly the causal 
relation of injuries and accidents or their aggravation 
as occurring in industry. 

Clinical Pathology: Application and Interpretation. By Benja¬ 
min B. Wells, M.D., Pli.D., Director of Clinical Investigations, 
Lynn Clinic, Detroit. Second edition. Cloth. 58.50. Pp. 488, with 
25 illustrations. W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, England, 1956. 

This second edition was written, according to the 
author’s statement in the preface, for medical students 
and physicians as a guide in the application and in¬ 
terpretation of laboratory studies. Dr. Wells accom¬ 
plishes this objective very well. The first chapter 
describes the indications for laboratory procedures 
and their interpretation in infectious diseases. The 
next five chapters deal with the application and in¬ 
terpretation of laboratory procedures in diseases of 
the gastrointestinal system, respiratory system, cardio¬ 
vascular system, kidney and urinary tract, and the 
blood. The next chapter deals with these procedures 
in metabolic and endocrine disorders, and there are 
chapters on clinical laboratory' studies in surgery and 
in obstetrics. The last chapter describes the technique 
of some of the more commonly used laboratory pro¬ 
cedures, and it includes a complete table of normal 
values. This book is not a laboratory manual, however, 
and little attention is paid to technique, especially in 
clinical chemistry', bacteriology, and serology. The 
text is easy to read because each section of each chap¬ 
ter has a heading in bold type and each of these sec¬ 
tions has subheads. There are few illustrations, but 
their absence does not detract from the book, which 
is helpful as a reference in discussing the indications 
for laboratory procedures and their interpretation with 
members of tlie medical staff, the house staff, medical 
students, and medical technologists. It should, there¬ 
fore, be of interest to all physicians. 


J.A.M.A., February 1957 

I Neurology of the Ocular Muscles. By David G. Cogan, M.D. 
Professor of Ophthalmology, Harvard Medical School, Boston! 
Second edition. Cloth. $8.50. Pp. 296, with 86 illustrations. 
Charles C Thomas, Publisher, 301-327 E, Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W. 
Toronto, 2B, Canada, 1956. 

The present edition of this unusual hook contains so 
many important changes and additions to the text 
that it is in effect a new work. The description of re¬ 
cent advances in the recognition of anatomic and func¬ 
tional localization in the cerebellum bring to the read¬ 
er a ready' reference to the current accomplishments of 
investigators in the field of neuroanatomy. The clinical 
application of knowledge of the centers of the nervous 
system in diagnosis of disturbances of ocular motility 
that comes at the end of each chapter is an unusual 
feature. The author draws on his clinical experience 
for illustrative cases. In 10 chapters he covers the sub¬ 
ject from gross anatomy to nystagmus and the external 
and internal ocular nervous mechanisms and discusses 
each section from the standpoint of clinical symptoms. 
The subject matter is presented in capsule form that is 
most useful for beginners in ophthalmology, clinical 
neurology, and general medicine. 

r* r 

I Principles of Clinical Electrocardiography. By Mervin J. Gold- 
man, M.D., Assistant Chief of Medical Service and Cardiologist, 
Oakland Veterans Administration Hospital, Oakland. Boards. 
$4.50. Pp. 310, with illustrations. Lange Medical Publications, 
P. O. Box 1215, Los Altos, Calif., 1956. 

The method of presentation, the numerous clear 
diagrams and illustrations, and tlie avoidance of con¬ 
troversial material in this book indicate that tlie 
author has had wide experience in teaching electro¬ 
cardiography. In general, the book follows the con¬ 
ventional pattern of an elementary textbook on elec¬ 
trocardiography, except that emphasis has been placed 
on the unipolar leads. The author has perhaps gone 
too far in presenting only one point of view through¬ 
out the book. For instance, many' would question his 
statement that “basically there is no difference be¬ 
tween atrial tachycardia and atrial flutter.” References 
are meager (only four books and six articles). This is 
a good elementary textbook on electrocardiography 
for medical students, interns, and residents. 

Clues in the Diagnosis and Treatment of Heart Disease. By 
Paul D. White, M.D. Publication number 295, American Lecture 
Series, monograph in Bannerstone Division of American Lectures 
in Circulation. Edited by Irvine H. Page, M.D., and A. C. Cor¬ 
coran, M.D. Second edition. Cloth. $5.50. Pp. 190, with 40 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1956. 

Tlie first edition of this book met with such an en¬ 
thusiastic reception that a new edition incorporating 
additional clues was inevitable. Although suggestions 
of a number of friends have been added, the author 
has not altered the original arrangement. In successive 
chapters clues from a carefully taken history, physical 
examination, roentgenology, electrocardiography, and 
therapy are discussed. The text is easy to read and 
supplemented by a few yvell-chosen illustrations. This 
book could be read xvith profit by all physicians. 
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POLIOMYELITIS AT 56 YEARS OF AGE 

To the Editor;—A 56-year-old man experienced a 
severe headache one evening. The next morning he 
went to work, hut that afternoon he had a headache; 
neck, hack, and hip pains; and a sore throat associ¬ 
ated with chills and a slight nasal discharge. The 
next morning he had the same symptoms and a tem¬ 
perature of 102 F (39 C). When he walked he was 
found to limp. The next morning he was found to 
have complete paralysis of the lower extremities, and 
he had heen unable to void since the afternoon be¬ 
fore. A diagnosis of poliomyelitis was made, hut the 
history showed that, since 1954, the blood pressure 
had ranged from 160/110 to 125/94 to 230/150 mm. 
Hg. On admission of the patient to the hospital, a 
lumbar puncture was performed, yielding a thin, 
cloudy fluid, containing 95 mg. of protein per 100 cc. 
and 233 white blood cells, of which 137 were poly¬ 
morphonuclear cells and 86 were lymphocytes. No 
abnormalities of the cranial nerves could be elicited 
except for a horizontal nystagmus. The muscles of 
the neck and upper extremities showed normal motor 
power, but there was a complete weakness of both 
lower extremities. The abdominal skin reflexes were 
active, but deep tendon reflexes of the legs were 
completely absent. No Babinski sign could be elic¬ 
ited. There was a complete loss of bladder control, 
necessitating the insertion of an indwelling catheter. 
The lower sigmoid showed some inhibition in func¬ 
tion. There was no evidence of any sensory changes. 
A second lumbar puncture on the seventh day 
yielded clear, colorless fluid containing 47 mg. of 
protein per 100 cc. with a faint trace of globulin. 
There were 15 cells per cubic centimeter, with 117 
mg. of sugar and 726 mg. of chlorides per 100 cc. 
A blood cell count showed 17,000 white blood cells 
with 68% neutrophils. Under conservative manage¬ 
ment, the fever abated several days later and the 
patient gradually regained control of bladder and 
bowel function. No abnormalities in touch, pain, 
and temperature sensation could be demonstrated 
at any time. Please give an opinion concerning the 
differential diagnosis in this case. Has poliomyelitis 
been reported in people in this age group? 

George M. Knowles, M.D., Hackensack, N. J. 

Answer.— Almost all of the acute symptomatology 
presented in this patient is completely reconcilable 
with the diagnosis of acute poliomyelitis. Preexisting 
hypertension does not appear to relate to the history 
of acute central nervous system infection. The flu-like 
onset, with the rapid development of lower extremity 
weakness and the accompanying inability to void is 
quite characteristic of poliomyelitis. The spinal fluid 
studies further correlate with this diagnosis. The mod- 

The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


erate increase in the spinal fluid protein level may or 
may not accompany early poliomyelitis. There was 
apparently complete absence of sensory loss and there 
was no evidence of encephalitic involvement. The sub¬ 
sequent course was further in accord with the usual 
progress of poliomyelitis, with rapid improvement in 
bladder function, improvement in bowel function, and 
persistence of the motor impairment, which rapidly 
reached it height. The diagnosis of acute poliomyelitis 
is well sustained. 

In older patients one thinks of cerebrovascular acci¬ 
dents accompanying the hypertension, but the acute 
course, with spinal fluid pleocytosis and localization of 
weakness in the lower part of the spinal cord, fairly 
well excludes this possibility. Infectious neuronitis 
does not provoke such a cellular response in the spinal 
fluid and is usually accompanied by sensory loss. Por- 
phyrinemia is accompanied by less fever and by much 
less cellular response in the spinal fluid. The acute 
infectious encephalitides localize much less sharply 
to the lower part of the spinal cord. Postdiphtheritic 
and other toxic myelopathies provoke much less cel¬ 
lular response in the spinal fluid. Such diseases as 
mumps, lymphocytic choriomeningitis, and leptospiro¬ 
sis commonly produce much less muscular paralysis. 
The acute febrile process, with lower extremity weak¬ 
ness and transient bladder paresis, are best accounted 
for by poliomyelitis. Poliomyelitis in the older person 
has not been extensively reported but is certainly not 
unknown. A death from acute poliomyelitis with char¬ 
acteristic histological changes in the spinal cord in a 
patient of 55 years has been observed by this con¬ 
sultant. 

MUSIC PROGRAM IN NOISY PLANT 
To the Editor:—A functional work-music program 
was installed in one department of a plant. Within 
six months, it was so successful that the installation 
has been extended to other departments, where the 
noise volume ranged from 90 to 107 db. There has 
been great relief from fatigue, nervous tension, and 
boredom resulting from a monotonous type of oper¬ 
ation coupled with the extremely irritating noise. As 
a result, there has been a marked improvement in 
employee attitudes, with a reduction in absenteeism 
and turnover. Have others reported a similar result? 

M.D., Wisconsin. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— There is no firm evidence that continued 
noise causes fatigue, nervous tension, and extreme irri¬ 
tation except during the first few days or weeks of em¬ 
ployment. It has been quite successfully shown that 
exposure to continuous excessive noise, that is, the 
type found in ordinary noisy industry, is not nerve- 
wracking or fatiguing after a suitable period of adap¬ 
tation. Many studies have been made on this problem, 
and for every study supporting the idea that excessive 
noise causes a great many psychological disturbances 
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other studies can be found that deny this. It is not 
clear exactly what method has been used to reduce 
the signal noise ratio enough to make the music enjoy¬ 
able. However, if the music is loud enough to be heard 
above the noise, which is apparently in the neighbor¬ 
hood of 100-105 db., the possibility that the music it¬ 
self might produce a hearing loss should be consid¬ 
ered. 

Further information on this question can be ob¬ 
tained from a monograph by Kryter, “Effects of Noise 
on Man,” Journal of Speech and Hearing Disorders, 
Monograph Supplement I, September, 1950, and a 
volume prepared by Rosenblith and Stevens called 
“A Handbook of Acoustic Noise Control: II. Noise and 
Man,” WADC Technical Report 52-204, Wright-Pat- 
terson Air Force Base, Ohio, December, 1952. 

Answer.—' Theoretically, it is possible that the intro¬ 
duction of additional sound energy into a noisy area 
could, under certain circumstances, lower the decibel 
level beyond that of the highest component. This is a 
measurable phenomenon, and such measurements 
should be carried out in the described situation. If, 
in fact, the decibel level is reduced appreciably, the 
matter becomes significant. Otherwise, if the decibel 
peak remains at 107 or conceivably higher, it then be¬ 
comes appropriate to inquire if the workers would not 
be better served by measures conducive to reduction 
of the sound level. While workers exposed to known 
injurious levels of noise, such as 90 to 107 db., might 
better adjust themselves to that exposure in the pres¬ 
ence of satisfying music, it is not known that tire appa¬ 
ratus of tire ear would be any less damaged thereby. 
While it may be gratifying that the installation of 
music at work has proved acceptable to workers, it 
still might be salutary to procure a series of audio- 
grains, properly made, in order to be informed as to 
possible damage produced by the noise. 

VITILIGO ASSOCIATED WITH PREGNANCY 
To the Editor:—A white woman developed vitiligo at 
puberty; the condition remained stable until she 
was 25 years of age, when she became pregnant. 
During her pregnancy the depigmented areas in¬ 
creased in size and number. After delivery the 
increased involvement ivas sustained. What expla¬ 
nation can be given for the increased involvement 
during pregnancy, and l chat is the recommended 
treatment? 

G. Bertling Smith, M.D., Columbus, Ga. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— I nasmuch as the cause of vitiligo is un¬ 
known, only an incomplete speculative answer can be 
offered for this query. It is a fact that hvperpigmenta- 
tion often precedes tire development of vitiligo and 
that pigmentogenic stimuli of any kind may provoke 
spread of the disorder. It has been observed that 
vitiligo sometimes tends to appear and progress under 
some endocrine constellations that generally stimu¬ 
late melanogenesis, such as adrenal cortical hypo- 
function (Addison’s disease) and hyperthyroidism. 
During pregnancy melanogenesis is stimulated by in¬ 
creased production of pituitary melanocyte stimulating 


hormone as well as by estrogens. These endocrine fac¬ 
tors that ordinarily stimulate melanin formation in 
pregnancy might secondarily also trigger the unknown 
mechanism by which vitiligo is produced. Because 
vitiligo is essentially a cosmetic problem, the use of 
potentially toxic drugs such as the psoralens, especially 
during pregnancy, is not warranted. Avoidance of ex¬ 
posure to sunlight as well as the use of cosmetic 
masking agents will serve to make the lesions less 
conspicuous. 

Answer.— The cause of vitiligo is unknown; there is 
no explanation for its vagaries. Pregnancy is more apt 
to be associated with hyperpigmentation of tire skin, 
rather than depigmentation. It could be that in this 
patient there is hyperpigmentation of normal skin, 
which, by its contrast, makes it appear that. the 
vitiligo is increasing. Sometimes, but not always, the 
administration, of Oxsoralen.along, with ultraviolet 
rays •will benefit vitiligo for as, long as the treatment is 
continued. , 


“CLEAN” AND “DIRTY” SURGICAL 
OPERATIONS 

To the Editor:— Are gastrectomy, colon resection with 
open anastomosis, and complex hysterectomy where 
the vagina is opened considered “clean” or “dirty” 
operations? Would it be proper technique to use the 
same room immediately after completion of any of 
these operations for a clean operation such as a vari¬ 
cose vein ligation and resection, and, if not, what 
should be done to the room to make it usable? 

M.D., New York. 

Answer.— Gastrectomy is considered a clean opera¬ 
tion. Colon resection or resection of any part of the 
gastrointestinal tract is considered clean. Any instru¬ 
ments contaminated by contents of the gastrointestinal 
tract are placed in a special basin for contaminated 
instruments and are not mixed on the instrument table. 
Contaminated instruments are carried out of the oper¬ 
ating room to the work room, where they are cleaned, 
sterilized, and returned to place with the regular in¬ 
strument set. Complex hysterectomy where the vagina 
is opened is considered clean. Contaminated instru¬ 
ments are isolated as mentioned above. 

It is proper technique to use the same room immedi¬ 
ately after completion of the above type of operations 
for any type of surgery. Most hospitals try to put their 
cleanest operations such as for varicose veins at the 
beginning of the schedule. Dirty cases are considered 
those in which pus or infectious organisms are en¬ 
countered, e. g., active gonorrhea, ruptured appendix, 
osteomyelitis, empyema, tuberculosis, pathogenic fun¬ 
gus, infectious hepatitis, amebiasis, and abscesses. The 
standard technique for management of dirty cases is 
based on Walter’s text, “Aseptic Treatment of Wounds, 
New York, the Macmillan Company, 1948. A special 
cart should be available during contaminated opera¬ 
tions. All instruments and linens are placed in recepta¬ 
cles on the cart. Cleaning supplies and special steriliz¬ 
ing solutions should be available on the cart to wash 
down all furniture, apparatus, floors, and walls where 
any possible contamination might have occurred, such 
as around suction outlets and sponge racks. If 
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operating room is not air-conditioned, some hospitals 
allow the room to stand open over night. The depart¬ 
ment of anesthesiology usually manages their own 
equipment by washing down their apparatus with 
sterilizing solutions and soaking airway laryngoscopes, 
endotracheal tubes, and all contaminated suction tubes 
in appropriate antiseptic solutions. 

RECURRENT PAINFUL APHTHAE 
To the Editor:—A 26-year-old woman, asthmatic 
since childhood, has been suffering from multiple 
ulcerations of the tongue and mouth for the past 
two years. These occur most frequently in the 
trough between gingival and buccal walls. On the 
tongue they are small white patches 3 to 4 mm. in 
diameter and in the gingivobiiccal areas a quarter 
to a half inch in length and half as wide. These 
latter patches are truly denuded of epithelium and 
the pain causes interference with nutrition. The 
appearance of these lesions is cyclic in character, 
with almost total disappearance during the first 
few days after the menses. She has been treated 
with silver nitrate and phenol, repeated smallpox 
vaccinations, and injections of 10 units of insulin 
two or three times daily. A hemoglobin level of 60% 
made me think that iron would cure the condition, 
but the result is disappointing. Acidulin before 
meals, a bland diet, troches of tyrotliricin and 
bacitracin, and estrogenic hormones have been 
equally disappointing. Please suggest other possible 
causes and treatment. 

Mitchell E. Langner, M.D., West Covina, Calif. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— The etiology of recurrent and painful 
iphthae is unknown. It is of special interest that, 
although the herpes virus could not be demonstrated 
by several groups of investigators, good therapeutic 
results have been reported following repeated small¬ 
pox vaccinations. In some patients with this condition, 
it has been found that various foods may cause this 
condition. Elimination diet may, at times, be useful in 
detecting the causative factor. Injections of snake 
venom and immunization with herpine vaccine have 
been of value in some patients, while diluted Fowler’s 
solution as a mouth wash and histamine desensitiza¬ 
tion have given good results in others with this condi¬ 
tion. 

Answer.— In a study of the brief summary of this 
patient, one immediately thinks of a nutritional disease. 
It would be interesting to know if the patient had 
received any antimicrobiological drugs prior to the 
onset of the illness, because Candida and other buccal 
infections are often seen following administration of 
these drugs. Since there is such widespread use of 
various adrenocortical steroids, it is important to con¬ 
sider this information. Such phenomena are not 
described in ovarian failure, and one would not expect 
benefit from female sex steroids. A single treatment 
with silver nitrate and phenol as recorded should not 
be harmful, but repeated use certainly might cause 
irritation. Many similar lesions are associated with 
deficiency states, and it would seem that the chances 


for cure would lie in that direction. Therapeutic doses 
of nicotinic acid, riboflavin, and large doses of vita¬ 
min A should be tried. Local treatment with diluted 
hydrogen peroxide and very mild alkaline mouth 
washes would be the method of choice. The possibility' 
that the patient is consciously or unconsciously doing 
something to keep the area irritated must be borne in 
mind. 

EFFECT OF THYROID 
ON PROTEIN-BOUND IODINE 
To the Editor:— Can the thyroid of a 26-year-old 
clinically euthyroid man, who has been taking doses 
of 3 grains (0.2 gm.) of Proloid for over 20 years, 
become depressed by the medication to such a de¬ 
gree that his protein-bound iodine determination 
now is less than 1 meg. per 100 ml. of blood or 
should the reason for this finding be searched for 
elsewhere? His basal metabolic rate is -7. 

M.D., California. 

Answer.— The information given is inadequate for 
an evaluation of the significance of the laboratory data. 
The administration of thyroid substances, such as Pro¬ 
loid, inhibits normal thyroid function. It does not, 
however, result in a lowering of the serum protein- 
bound iodine. It is known that mercury (e. g., the 
prior administration of mercury salts) may interfere 
with the determination of protein-bound iodine. Since 
this interference is usually only for 24 to 48 hours after 
the use of the mercurial agent, one would suggest 
repeating the protein-bound iodine determination. The 
possibility' is also present that this patient who had 
been taking Proloid for 20 years had omitted the medi¬ 
cation some time before the tests were done. Under 
such circumstances, the inhibition of thy'roid produc¬ 
tion of hormone by the Proloid might explain the 
normal basal metabolic rate in the presence of a low 
protein-bound iodine determination. The inhibition of 
thyroid production of hormone is usually associated 
with a fall in the basal metabolic rate to myxedemic 
levels in the course of one to two months after the 
cessation of thyroid medication, with a slow return to 
norma] as thyroid function resumes. Since this patient 
has been taking Proloid from the age of 6, the possi¬ 
bility is present of a pathological thy'roid state with an 
inability to recover function. 

DENSE SHADOW OF SPLEEN ON X-RAY 
To the Editor:— An x-ray of the lower thoracic and 
lumbar spine of a middle-aged woman showed the 
spleen as a very dense shadow of normal contour 
and size. What is the significance of this finding? 

M.D., New York. 

Answer.— It is first necessary to recognize that rou¬ 
tine x-ray pictures of the chest and abdomen charac¬ 
teristically show a wide variation in the visibility or 
density of the “soft” organic shadows, due to technical 
factors of exposure and due to quantitative differences 
in intervening fatty and soft tissues from patient to 
patient. It is important to exclude the previous diag¬ 
nostic use of Thorotrast. Thorotrast is always more-or- 
less permanently deposited in both liver and spleen, 
and for many years afterward these organs are out- 
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lined by very dense shadows on the x-ray film. The 
fact that tne spleen in this instance was of "normal 
contour and size” eliminates from suspicion most of 
the primary as well as secondary diseases that may 
involve this organ. There is no known specific pathol¬ 
ogy tli at would so diffusely delineate a normal-sized 
spleen. To be doubly certain, a careful complete 
peripheral blood study and, if necessary, a bone mar¬ 
row aspiration and cell study should be made, since 
the spleen is closely related functionally to the blood 
and blood-forming organs. Should there be any en¬ 
larged lymph nodes, biopsy of one could be done, 
since the spleen also is a lymphatic organ. If results 
of the foregoing studies are all negative, the x-ray 
findings must be of no current clinical significance. 

EXPOSURE TO RADIATION DURING 
FLUOROSCOPY 

To the Editor.—A radiologist who complains of fa¬ 
tigue shows no abnormality on physical examination, 
chest x-ray, electrocardiogram, urinalysis, and blood 
cell count. He performs fluoroscopic examination of 
about seven patients each day, five for gastrointesti¬ 
nal series and two for barium enemas, but is not 
present when his technicians take films, nor does he 
perform other radiological procedures. Assuming 
that he uses all precautions, is the amount of ex¬ 
posure to radiation excessive? M.D., New Jersey. 

Answer.— With an output of 8 or 9 r per minute 
during fluoroscopy, the amount of radiation received 
should be well below the safety point. During usual 
fluoroscopic examinations of the gastrointestinal tract, 
the radiologist will receive only a very small amount 
of radiation, especially if he wears leaded gloves, a 
leaded apron, and keeps the fluoroscopic field small. 
The radiologist should subscribe for a badge system 
and wear the badge during all fluoroscopic examina¬ 
tions. This will measure the amount of radiation he 
receives. If he is getting less than 0.3 r per week, or 300 
mr, this is within the limits of safety. If he is using 
proper precautions and protection, he is receiving less 
than 50 mr per week. Therefore, radiation is not ex¬ 
cessive and probably not responsible for his complaint 
of fatigue. 

RUBELLA AND PREGNANCY 
To the Editor:— In The Journal, Sept. 22,1956, page 
436, is a query concerning rubella in a patient three 
months pregnant. The considtant advises that 
“Gamma globulin should be given to the patient, 
because it will do her no harm and it may be help¬ 
ful to the fetus.” Please cite the evidence support¬ 
ing this statement. Spencer F. Brown, M.D. 

' 68 Ring's End Rd. 

Darien, Conn. 

The above comment was referred to the consultant 
who answered the original inquiry, and the consultant 
made the following comment: 

There is no unity of opinion concerning the value 
of gamma globulin in the prevention of rubella. Krug- 
man and Ward (J. Pediat. 44:489, 1954) say gamma 
globulin is not consistently effective as a prophy¬ 
lactic against rubella. Also, there is some evidence 


that gamma globulin may modify the disease so that 
it may occur without rash. The other study of Ander¬ 
son and McLorinan (M. J. Australia 1:182, 1953) was 
suggestive of protection. Ward and Parker (M. j. 
Australia 1:81, 1956) conclude that a dose of 30 ml 
of convalescent serum is effective in protecting preg¬ 
nant women exposed, to rubella infections. The pa¬ 
tient mentioned in the query had rubella, hence, 
administration of gamma globulin could be used in 
her case only for possible preventive effect of damage 
to the baby. If it is conceded that administration of 
gamma globulin can have a beneficial effect and 
causes no bad results, ivliy not give it in the hope that 
it will prevent injury to the fetus in utero? 

FIBROADENOMA OF THE BREAST 
To the Editor:— A 17-year-olcl unmarried woman has 
an enlarged, moderately tender, nodular right breast. 
This began as a tender swelling just behind the nip-, 
pie one month prior to examination. At examination 
the areola was twice the size of the normal left 
areola and. the right breast was one and a half times 
the size of the left. There was no history of trauma, 
nipple bleeding, or discharge. Menstrual periods 
were normal, and no axillary or supraclavicular 
nodes were palpable. Biopsy showed fibroadenoma 
with no evidence of malignant cells. She tvas given 
testosterone propionate for three weeks. One week 
after this, no evidence of regression or progression 
was found. Should this patient have a simple vms- 
tectomy? Are male hormones effective in the treat¬ 
ment of this disorderP What is the effect of preg¬ 
nancy and the menopause on these lesions? 

Robert L. Thomas Jr., M.D., T u she gee, Ala. 

Answer.— This patient should not have a simple 
mastectomy. Androgen therapy is of no value for this 
neoplastic disease. A small percentage of fibroadeno¬ 
mas develop into cystosarcoma phyllodes, frank fibro¬ 
sarcoma, or adenocarcinoma. They should be excised 
completely and the breast reconstructed. Pregnancy 
usually but not always stimulates further enlargement 
of fibroadenomas; the menopause has no effect. 

ANAPHYLACTIC REACTION AFTER 
INJECTION OF VITAMIN K 
To the Editor:—7s there any record of anaphylactic 
shock after intramuscular injection of vitamin K 
(Synkamin)? A patient, aged 44, who had no other 
medication than the above-mentioned injection, 
went into shock about six minutes after the injection 
of 1 mg. of vitamin K. No pidse or blood pressure 
was obtained and there was marked pallor, dia¬ 
phoresis, complaint of severe pain in arms and legs 
and in the epigastric region, and difficulty in breath¬ 
ing but no astlimatic sounds in the chest. She made 
a rapid recovery after administration of Adrenalin 
chloride solution 1:1,000 and, later, caffeine and 
sodium benzoate. 

Harry E. Barker, M.D., Ventura, Calif- 

Answer.— There is no record of anaphylactic shock 
after the intramuscular injection of vitamin K or the 
use of similar preparations. This probably represents 
a rare reaction, such as may follow the intramuscular 
injection of many substances. 
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<r Washington News » 


Revised Socialized Medicine Bill Introduced • • 
President Cites Increases in Catastrophic Coverage • • 
Posters in Post Offices Denounce Hoxseij Treatment • • 
PHS Expanding Its Traineeships in Public Health • • 

NATIONAL HEALTH BILL 

Shorn of some of its earlier features, which have 
been enacted piecemeal in recent years, a 1957 version 
of the Murray-Wagner-Dingell national health insur¬ 
ance program has been introduced in Congress. Sena¬ 
tor Murray (D., Mont.), one of the original sponsors, 
unfolded his plan late in January, and several days 
later Representative Dingell (D., Mich.), son of the 
late Congressman Dingell who co-sponsored similar 
bills, proposed a bill identical to Senator Murray’s, 

The first such bill was introduced 14 years ago. In 
the intervening years, medical research and medical 
technology have recorded “miraculous advances,” Sen¬ 
ator Murray told the Senate, “and most of these ad¬ 
vances have been stimulated or assisted through pro¬ 
grams established by congressional action. But on the 
economic side, improvement in providing care has 
not kept pace,” he said, and in his view, it will be 
many years before voluntary insurance will provide 
comprehensive protection against all “significant health 
risks.” 

The Montana Democrat noted six subjects covered 
in earlier bills that he was leaving out because they or 
equivalent proposals have been written into law. They 
are federal aid for (1) education of health personnel, 
(2) medical research, (3) expansion of the hospital 
survey and construction grant program, (4) rural and 
other shortage areas, (5) state and local health work, 
and (6) research in child life and increased grants for 
maternal and child health and crippled children’s serv¬ 
ices. 

The Murray-Dingell proposal would establish a con¬ 
tributory system of health insurance covering the 
working population similar to old age and survivors 
insurance but not a part of social security. Workers 
would be charged 111% of earnings or up to $90 a 
year, and employers would match these payments. 
Care for workers and their families would include pre¬ 
ventive and diagnostic examinations, laboratory and 
x-ray services, curative treatment in hospital or home, 
hospitalization up to 60 days a year, dental services, 
the more costly prescribed medicines, home nursing, 
special appliances, and eyeglasses. 

Money from workers and employers would be col¬ 
lected by the social security machinery but set aside 
in the Treasury under a “Personal Health Services 
Account.” The government would be authorized to ask 
lor additional funds from Congress (not over 1% of 
covered payrolls) to help bolster'the account. The 
over-all program might cost between 8 and 10 billion 
dollars, annually, exclusive of federal spending for 
public assistance medical payments. Comments Sena¬ 
tor Murray: “The national health insurance bill would 
not change the practice of medicine. . . .” 


From the Washington Office of the American Medical Asso¬ 
ciation. 


This is the same program the medical profession op¬ 
posed successfully when it was pushed under the Tru¬ 
man administration. Describing this “national health 
insurance” as socialized medicine, the A. M. A. led 
the fight against it. As an alternative, the profession 
pressed for the expansion of voluntary health insur¬ 
ance. This or similar bills have been introduced in 
most recent congresses, but they have made no prog¬ 
ress. 

(For details on growth of voluntary hospital-medi¬ 
cal insurance, see article below.) 

The number of health measures introduced shows 
no sign of letting up, even though the major medical 
bills sought by the administration have still not been 
introduced. They are expected to follow the Presi¬ 
dent’s health message. 

Perennial favorite of certain members is the bill by 
Representative Celler (D., N. Y.) for 60 days of free 
hospitalization for persons covered under social se¬ 
curity who have reached age 65. Included are nursing, 
laboratory fees, ambulance service, drugs, and operat¬ 
ing room expenses. The bill excludes persons with 
tuberculosis or mental illness and those needing only 
domiciliary or nursing care. 

Under a bill by Representative Byrnes (R., Wis.), 
intrastate commerce in barbiturates and ampheta¬ 
mines would come under federal control, on the theory 
that their regulation is essential to the effective control 
of the drugs in interstate commerce. The bill also 
would require record keeping by manufacturers and 
pharmacists but would exempt physicians from such 
requirements. 

Representative Bennett (D., Fla.) has reintroduced 
his bill authorizing the heads of the three armed serv¬ 
ices to establish medical scholarships; the recipient 
would be under obligation for added service above 
his basic draft obligation. 


THE PRESIDENT REFERS TO HEALTH 

As part of his economic message to Congress, Presi¬ 
dent Eisenhower cites a hundredfold increase in major 
medical expense coverage between the start of 1952 
and the end of 1956. 

His figures, taken from reports of the Health Insur¬ 
ance Council, show that about 100,000 persons had 
major medical (or catastrophic) insurance coverage 
five years ago, but that now the total is approximately 
10 million. 

For other categories of health insurance over the 
same period, the increased coverage noted by the 
President was: hospital policies, 85,300,000 to 112 mil¬ 
lion; surgical expense, 64,900,000 to 96 million; and 
regular medical expense, 27,700,000 to 63 million. 


HOXSEY CANCER REMEDY 

The U. S. Food and Drug Administration is moving 
in a new direction in its relentless campaign to prevent 
the sale of Hoxsey “cancer cure” medicine. The FDA 
is mailing out two-color posters, with the words “Pub¬ 
lic Beware!” centered in red at tire to , f v- 'splayed 
in 46,000 post offices and sub’ 'Ut *^ le 
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‘L.ANOXIN’ 

brand 



formerly known as Digoxin ‘B. W. & Co . 5 ® 


for prompt 
digitalization 


psiasm 

sttgpfpa 


and dependable 


maintenance 


Dear Doctor: 

The new name for Digoxin 
*B. W. & Co. * is ’LANOXIN’. This 
change will now make it easier for 
everyone to distinguish digoxin 
from digitoxin. 

Now, simply write. .. 

to provide the safety and predict¬ 
ability afforded by the uniform 
potency, uniform absorption, brief 
latent period and optimum rate 
of elimination of this crystalline 
glycoside. 

A. pure, stable, crystalline 
glycoside isolated from Digitalis 
lanata . . . 

(cont'd) / 


BURROUGHS WHICOME & CO. (U.S.R.) IRC, Tnckahoe, Hew Yorft 
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According to the FDA, the unprecedented action 
was taken because court action against die Hoxsey 
treatment cannot be completed for some time. Word¬ 
ing in tlie notice is a rewrite of a formal public warn¬ 
ing, also virtually unprecedented, that was inserted in 
the Federal Register last April. 

In issuing the poster, FDA Deputy Commissioner . 
John L. Harvey declared: “While the notice issued j 
last April was very effective, we realize that hundreds 
of new cases of cancer are being discovered every day. 
The Hoxsey treatment is being vigorously promoted, 
and there are many persons who have not heard about 
our previous warning. 

“Our continuing goal is to foster public understand¬ 
ing of the need to seek competent treatment for serious 
diseases, such as cancer, and to avoid worthless medi¬ 
cines. We appreciate very much the cooperation of 
the Post Office Department in this effort.” 

Under the “Public Beware!” heading, the poster car¬ 
ries the subheading, “Warning against the Hoxsey 
Cancer Treatment.” 

The poster first states: “Sufferers from cancer, their 
families, physicians, and all concerned with the care 
of cancer patients are hereby advised and warned that 
the Hoxsey treatment for internal cancer has been 
found worthless by two Federal courts. N 

“The Hoxsey treatment costs $400, plus $60 in addi¬ 
tional fees—expenditures which will yield nothing of 
value in the care of cancer. It consists essentially of 
simple drugs which are worthless for treating cancer. 

“The Food and Drug Administration conducted a 
thorough investigation of the Hoxsey treatment and 
the cases which were claimed to be cured. Not a single 
verified cure of internal cancer by this treatment has 
been found.” 

Then, in red lettering enclosed in a box, the poster 
concludes: 

“Those afflicted with cancer are warned not to be 
misled by the false promise that the Hoxsey cancer 
treatment will cure or alleviate their condition. Cancer 
can be cured only through surgery or radiation. Death 
from cancer is inevitable when cancer patients fail to 
obtain proper medical treatment because of the lure 
of a painless cure ‘without the use of surgery, x-ray, 
or radium’ as claimed by Hoxsey.” 


PHS TRAINEESHIPS 

The Public Health Service’s program of traineeships 
for professional health personnel is being continued 
and possibly expanded for the next academic year. 
The program was launched last fall under the Health 
Amendments Act of 1956, and Congress appropriated 
1 miilon dollars for training in public health. The 
administration is asking twice the amount for the next 
fiscal year. 

Accordingly, PHS officials now are circularizing 
schools, institutions, and organizations. Traineeships 
are available for physicians, dentists, engineers, nurses, 
sanitarians, and others whose professional skills are 
needed in public health work. The PHS makes these 
points: 1. Only graduate or postprofessional training 
is provided and no basic professional preparation- 
2. Preference is given to qualified individuals who 
have had no more than two years’ experience in public 
health, who have had less than one year , of graduate 
public health training, and who are under 35 y ear *£ 
age. 3. Annual amounts range from $2,400 to $ 4 , 800 , 
plus allowances for dependents. 
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For information, contact the Bureau of State Serv¬ 
ices, PHS, Washington 25, D. C. Nursing grants go 
directly to the schools. 

Traineeships are awarded with the assistance of an 
11-man advisory committee to the surgeon general. To 
date over 300 traineeships have been awarded and 262 
persons are attending institutions with the funds pro¬ 
vided. The national advisory group is made up of the 
following persons: 

Dr. Franklyn B. Amos, New York department of 
health; Dr. Philip E. Blackerby Jr., division of den¬ 
tistry, W. L. Kellogg Foundation, Battle Creek, Mich.; 
Robert M. Brown, Maryland department of health; 
Dr. Rolf Eliassen, Massachusetts Institute of Technol- 
ogy; Miss Roberta E. Foote, Kansas board of health; 
Miss Ruth Freeman, Johns Hopkins University; Dr. 
Hugh Hussey, member of Board of Trustees, American 
Medical Association, and director of the department of 
medicine, Georgetown University Medical Center; 
S. S. Lifson, National Tuberculosis Association; Dr. 
Malcolm H. Merrill, California department of health; 
Miss Marian I. Murphy, University of Minnesota; and 
Dr. W. L. Treuting, School of Medicine, Tulane Uni¬ 
versity. 


ARMED FORCES UNIFICATION 

Another step has been taken in the unification of 
the armed forces. This time it concerns the design of 
new or existing medical equipment for the three medi¬ 
cal services. Most of the work in this field has been 
carried on at the Medical Equipment Development 
Laboratory at Fort Totten, N. Y. Since 1946 this has 
been a joint operation, with responsibility for its di¬ 
rection rotating among the three services. 

Starting the first of this year, the Army surgeon gen¬ 
eral assumed full responsibility on a permanent basis 
for all the services. Using equipment transferred from 
the Army’s Carlisle Barracks, the laboratory originally 
was set up under the joint Army-Navy Procurement 
Office. In 1949 the Air Force Medical Service joined 
in the operation, and the office was renamed the 
Armed Services Medical Procurement Agency; the de¬ 
velopment laboratory then was designated a branch 
of that agency. 

The laboratory has developed such things as tire 
shock-proof, multi-voltage portable electrocardiograph 
machine, and an improved blood shipping container 
that weighs and costs less than others and eliminates 
use of tin, steel, and rubber. 


MISCELLANY 

The Internal Revenue Service has ruled that pay¬ 
ments by an employer to employees for the purpose of 
purchasing health insurance must be regarded as 
wages and therefore subject to federal employment 
taxes. In passing on the case at issue, the IRS says: 
“The fact that the union assumes the responsibility for 
the disposition of such payments .. . and the purchase 
of the . . . insurance is immaterial.” . . . The U. S. 
Chamber of Commerce will again this year nominate 
delegates to the International Labor Organization. The 
Chamber announced that the new decision does not 
alter its doubts about ILO’s usefulness. . . . The Na¬ 
tional Academy of Sciences-National Research Council 
has appointed Clem O. Miller, Ph.D., as executive 
secretary of the council’s division of chemistry and 
chemical technology. 


(cont'd) 

•LANOXIN' continues to offer the 
same advantages — only the name 
has been changed. 

The full effects of each dose 
develop quickly to permit rapid 
appraisal of the need for additional 
drug. Moreover, the limits of the 
patient's therapeutic range, which 
may be reduced in the seriously 
ill, may be approached with relative 
safety because toxicity, if it 
develops, soon abates. For true 
balance and uniformity of 
therapeutic effect, prescribe 
'LANOXIN' brand Digoxin. 

Sincerely, 

rfS.faj. (ft (j7. 

TABLETS: 0.25 mg. (white) and 
0.5 mg. (green) 

ELIXIR PEDIATRIC: 0.05 mg. in each cc. 

AMPULS: 0.5 mg. in 2 cc. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary* 

1957 Annual Meeting, New York, June 3-7. 

1957 Clinical Meeting, Philadelphia, Dec. 3-6. 

1958 Annual Meeting, San Francisco, June 23-27. 

1958 Clinical Meeting, Minneapolis, Dec. 2-5. 

1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

Annual Co-vcress on Medical Education and Licensure, Palmer 
House, Chicago, Feb. 10-12. Dr. Edward L. Turner, 535 North Dear¬ 
born St., Chicago 10, Secretary. 

National Conference on Rural Health, Brown Hotel, Louisville, Ky., 
March 7-9. Mrs. Arlinc Hibbard, 535 N. Dearborn St„ Chicago 10, 
Secretary. 

American Academy of General Practice, St. Louis, March 25-28. 
Mr. Mac F. Cabal, Volker Blvd. at Brookside, Kansas City 12, Mo., 
Executive Secretary'. 

American Academy of Occupational Medicine, Shoreham Hotel, Wash¬ 
ington, D. C., Feb. 13-15. Dr. Leonard J. Goldwater, 600 W. 168th St., 
New York 32, Secretary. 

American Academy of Pediatrics, Sheraton-Park Hotel, Washington, 
D. C„ April 1-3. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, 
Ill., Executive Secretary. 

American College of Allergists, Palmer House, Chicago, March 20-22, 
Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., Secretary. 
American Congress on Obstetrics and Gynecology, Chicago, March 
25-29. Mr. Howard I. Wells Jr., 116 S. Michigan Ave., Chicago 3, 
Executive Secretary. 

American Orthopsychiatric Association, Hotel Sherman, Chicago, 
March 7-9. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Secretary. 

American Otorhinologic Society for Plastic Surgery, Hotel Jung, 
New Orleans, Feb. 17-23. Dr. Louis J. Feit, 66 Park Avenue, New York 
16, Secretary. 

American Protestant Hospital Association, Palmer House, Chicago, 
Feb. 27-March X. Mr. Albert G. Hahn, Protestant Deaconess Hospital, 
Evansville, Ind., Executive Secretary. 

Atlanta Graduate Medical Assembly, Atlanta, Ga., Feb. 18-20. Mrs. 
Stewart R. Roberts, 15 Peachtree Place N.W., Atlanta 9, Ga., Executive 
Secretary’. 

Central Surgical Association, Drake Hotel, Chicago, Feb. 21-23. Dr. 

Charles D. Branch, 102 North St., Peoria, Ill., Secretary. 

Chicago Medical Society Annual Clinical Conference, Palmer 
House, Chicago, March 5-8. Dr. George C. Turner, 86 E. Randolph St., 
Chicago 1» Secretary. 

Dallas Southern Clinical Society, Dallas, Texas, March 18-20. Miss 
Helga Boyd, Room 433, Medical Arts Bldg., Dallas 1, Texas, Executive 
Secretary. 

Eastern Conference of Radiologists, Waldorf-Astoria Hotel, New York, 
March 7-9. Dr. Sidney Rubenfeld, Bellevue Hospital Center, New York 
16, Chairman. 

Intermountain Pediatric Society, Hotel Riviera, Las Vegas, Nev,, 
March 1S-19. Dr. Merritt Egan, 2000 South Ninth East St., Salt Lake 
City, Secretary. 

Michigan Clinical Institute, Sheraton-Cadillac Hotel, Detroit, March 
13-15. Dr. L. Femald Foster, 606 Townsend St., Lansing 15, Secretary. 
Mid-Central States Orthopaedic Society, Broadmoor Hotel, Colorado 
Springs, Colo., March 29-30. Dr. H. O. Marsh, 3244 E. Douglas St., 
Wichita, Kans., Secretary. 

Missouri State Mf.dical Association, Muehlebach Hotel, Kansas City, 
Mo., March 31-April 3. Dr. E. Royse Bohrer, 634 N. Grand Blvd., St. 
Louis 3, Secretary. 

New Orleans Graduate Medical Assembly, Municipal Auditorium, 
New Orleans, March 11-14. Dr. Maurice E. St, Martin, Room 103, 1430 
Tulane Ave., New Orleans 12, Secretary. 

New York Medical Society of the State of, Sesquicentennial Con¬ 
vention, ’Hotel Statler, New York City, Feb. 18-21. Dr. Walter P. 
Anderton, 386 Fourth Ave., New York City 16, Secretary. 

North Pacific Society of Internal Medicine. Tacoma, Wash., March 
23. Dr. Clarence C. Pearson, 1118 Ninth Ave., Seattle 1, Secretary. 


Regional Meetings: 

American College of Cardiology: 

New York, Waldorf-Astoria Hotel, Feb. 16. Dr. Philip Reichert, 
Empire State Bldg., New York 1, Secretary. 

American Collece of Gastroenterology: 

Central: Grand Rapids, Mich., Hotel Pantlmd, March 17. Mr. Daniel 
Weiss 33 \V. 60th St., New York 23, Executive Secretary. 
American College of Obstetricians and Gynecologists; 

District V, NeIberiand-Hilton Hotel, Cincinnati, March 2. Dr. Arthur 
G King 199 William Howard Taft Road, Cincinnati 19, Chairman, 
District IX: Milwaukee, Hotel Schroeder, March 7-9. Dr. William V. 
Luetke 1023 Regent St„ Madison, Wis., Chairman. 

*’££££*££'wato c. Meninger, 317 West 6th 
23. Carl V. Moore. 800 S. KingAighway 
Hotel. March 2. Dr. Etaoad M. Walsh. 
foufh^cJo’rS”totaBXa. Feb. 23-24. Harry E. Henderson. 

S^nTcharles M. Caravati, 807 W. 
FnmJdS St., Richmond 20. Governor. 


American College of Surgeons: 

Canada, Toronto, Royal York Hotel, March 25-27. Dr. Stuart D. Gor¬ 
don, 170 St. George St., Toronto, Can., Chairman. 

D. C., Washington, Sheraton-Park Hotel, March 18-20, Dr. \Y. Ross 
Morris, 1801 Eye St. N.W., Washington, D. C., Chairman. 
Washington, Seattle, Olympic Hotel, Feb. 28-March 2. Dr. Henry N. 
Harkins, University of Washington School of Medicine, Seattle 5, 
Chairman. 

United States Section, International College of Surgeons: 
Mid-Atlantic, White Sulphur Springs, W. Va., Greenbrier Hotel, Feb. 
10-13. Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va., Chairman. 

Southeastern Surgical Congress, Vinoy Park Hotel, St. Petersburg, Fla., 
April 1-4. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S, E., Atlanta 3, 
Ga., Secretary. 

States* Medical Postgraduate Association, Palmer House, Chicago. 
Feb. 10. Miss Charlotte W. Troutwine, 30 Fenway, Boston 15, Mass., 
Secretary. 

Western Society of Electro-Encephalography, La Playa Hotel, 
Carmel, Calif., Feb. 28-March 1. Dr. Sylvester N. Berens, 902 Boren 
Ave., Seattle 4, Secretary. 

FOREIGN AND INTERNATIONAL 

Assembly of Association of French Speaking Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congr4s Fran- 
cais de Medecine, Prof. G. Boudin, Paris, France. 

Canadian Medical Association, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

College of General Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St, 
Toronto 5, Ont., Canada, Executive Director. 

Congress of French Chapter, International College of Surgeons, Reims, 
France, May 31-June 1, 1957. Dr. Darget, 17 rue Casteja, Bordeaux 
(Gironde) France, Secretary General. 

Congress of French Society of Ophthalmology, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

Congress of International Anesthesia Research Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957, For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

Congress of International Association for Study of the Bronchi, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F« 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

Congress of International Society for Cell Biology, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

Congress of International Society of Orthopedic Surgery and 
Traumatology, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Mootoyer, Brussels, Belgium. 

Congress of International Society of Surgery, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L, Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

French Congress of Otolaryngology, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Paris, 
France. 

Health Congress of Royal Society for the Promotion of Health, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, S.W.l, England, Secretary* 

Inter-American Congress of Pan American Medical Association, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y.» U. S. A., Executive Director. 

Inter-American Medical Convention, Hotel El Panama, Panama City, 
Republic of Panama, April 3-5, 1957. Dr. William T. Bailey, Medical 
Association of the Isthmian Canal Zone, Box Balboa Heights, 

Canal Zone, Chairman, Publicity Committee. 

Interim Congress of Pan American Association of Ophthalmology, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U. S. A., President. 

International Academy of Proctology, The Plaza Hotel, New York, 
N.Y., U. S.A., April 29-May 2, 1957. Dr. Alfred J. Cantor, 43-55 
Kissena Blvd., Flushing, N. Y., Secretary. 

International Conference on Audiology, Chase Hotel, St. Louis, Mo., 
U. S. A., May 13-16, 1957. For information address: Dr. S. Richard 
Silverman, Central Institute for the Deaf, 818 South Kangshighway, 
St. Louis, Mo., U. S. A. 

International Conference on the Influence of Living and Working 
Conditions on Health, Cannes, France, Sept. 27-29, 1957. For Infor¬ 
mation address: Secretariat, World Congress of Doctors, Vienna 1, 
Wollzeile 29/3, Austria. 

International Congress on the Biology of the Hair Follicle and 
the Growth of Hair, Royal Society of Medicine, London, England, 
Aug. 7-9, 1957. Dr. G. H. Bourne, London Hospital Medical College, 
Whitechapel, London E.l, England, Hon. Secretary. 

International Congress of Clinical Pathology. Brussels, Belgium, 
July 15-20, 1957, Prof. M. Welsch, Service de Bacterfologie et de 
Parasitologie, Universite de Liege, 32 Blvd., de la Constitution, Liege, 
Belgium, Secretary General. 

International Congress of Dermatology, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, HudWimken, 
Stockholm 60, Sweden, Secretary General. 

International Concress of Electroencephalography and Clinical 
Neurophysiology, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S, A. 

International Congress op European Society of Haematology, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
darosvej 11, Copenhagen, Denmark, Secretary General. 

(Continued on page 28) 
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PROCTOSIGMOIDOSCOPY-INCIDENCE OF POLYPS IN 50,000 EXAMINATIONS 

Caesar Portes, M.D. 
and 

James D. Majarakis, M.D., Chicago 


The interrelationship between benign rectal polyps 
and cancer of the colon and rectum has often been re¬ 
ported. Carcinoma of the colon is the third most fre¬ 
quent malignant tumor in women. Carcinoma of the 
genital organs is first, and cancer of the breast is sec¬ 
ond. In men, too, carcinoma of the colon is the third 
most frequent site of malignancy, carcinoma of the 
stomach and lungs being the first and second in order 
of frequency. 

Approximately 75% of the cases of carcinoma of the 
large intestine are in the sigmoid and rectum. 1 More 
than half of such tumors are palpable with the finger. 
Benign mucosal polyps of the rectum and colon occur 
in both sexes, are slightly more common in males than 
in females, and appear at all ages, with increasing in¬ 
cidence in the advancing years beyond 35. 

Etiology 

Benign mucosal polyps are true tumors and are 
usually considered as premalignant lesions. They are 
the result of an inherent defect in cellular growth and 
not the result of an inflammatory process. It is recog¬ 
nized that a high percentage of malignant lesions 
of the colon and rectum originate in preexisting benign 
mucosal polyps; therefore, when such premalignant 
lesions are discovered, they should be removed sur¬ 
gically as soon as" possible after diagnosis. 

Proctosigmoidoscopy 

In order that premalignant polyps may be discov¬ 
ered early, proctosigmoidoscopy should be an essen¬ 
tial step in every general physical examination. It 
should be performed routinely and periodically for pa¬ 
tients over 45 years of age, even when rectal symptoms 
are not evident to the patient and have not been re¬ 
ported to the physician. 

Precautions.— The examination itself may be accom¬ 
plished without danger, provided the following ordi¬ 
nary precautions are taken during proctosigmoid¬ 
oscopy: (1) routine digital examination of the rectum 


• Proctosigmoidoscopy was accomplished in 50,000 
cases with but a single instance of perforation by 
observing these precautions: digital examination of 
the rectum before inserting the instrument, blind 
insertion of the instrument only as far as the finger 
has explored, infrequent use of air inflation, special 
care in passing diseased segments, and care not 
to push the instrument forcibly against the intestinal 
wall until the lumen ahead has been identified. 
All subjects were asymptomatic and between the 
ages of 20 and 76. Polyps were found in 3,952 
cases. Of these, 328 were malignant. In addition, 
19 cases of moderately advanced rectal cancer 
were also found. Digital examination and procto¬ 
sigmoidoscopy are effective in early detection of 
cancer. The early removal of rectal polyps will pre¬ 
vent many carcinomas of the colon. 


before passing the sigmoidoscope, (2) blind insertion 
of the instrument only as far as the finger has explored, 
(3) infrequent use of air inflation, (4) restraint in forcible 
passing of a stricture or an inflamed or ulcerated area 
that resists the easy passage of the instrument, and (5) 
care not to push the instrument forcibly against the 
intestine wall until the lumen ahead has been identified. 

Position.— The ordinary examining table is adequate, 
although proctoscopic tables may be more comfortable. 
The patient should be placed in the knee—left 
shoulder position, with the head turned to one side and 
the cheek resting on a small pillow. The feet and ankles 
are extended beyond the end of the table, and the 
knees are placed wide apart. The thighs should be at 
right angles to the examining table. 

Procedure at Cancer Prevention Center of Chicago. 
-The Cancer Prevention Center of Chicago provides 
for the public an adequate complete physical and lab¬ 
oratory examination for the detection of early cancer. 
Patients are not treated at the center. All patients are 
referred directly to their private physicians Tor further 


From the Cancer Prevention Center of Chicago. 

Read before the eighth Annual Teaching Seminar of the International Academy of Proctology, Chicago, April 23-26, 1956, 
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diagnostic or therapeutic procedures. All of the medi¬ 
cal examiners are qualified or eligible members of the 
medical, gynecologic, or surgical boards. Patients seen 
at the center must not be under any form of therapy 
by their private physicians at the time of examinaion, 
because the examination is performed on presumably 
normal healthy asymptomatic persons. 2 A proctoscopic 
examination is one aspect of the routine examination. 
All positive findings, especially of rectal polyps, noted 
by the initial proctoscopist are confirmed by a senior 
board member of the clinic staff. 

Stool analyses for occult blood are made routinely 
for all patients after a five-day meat-free diet. When 
occult blood is observed in the stool and no positive 
findings are noted on proctosigmoidoscopy, the patient 
is advised to see his private physician with the recom¬ 
mendation that complete gastrointestinal roentgeno¬ 
grams be obtained. Special proctoscopy tables are 
employed for convenience and comfoit. Air inflation 
during examination is not permitted. 

During the 12 years since the establishment of the 
Center in 1943, 50,000 proctosigmoidoscopy examina¬ 
tions have been performed. Only one case of perfora¬ 
tion of the sigmoid has been observed: five years ago 
such a diagnosis was made at the time of procto¬ 
sigmoidoscopy. The patient was hospitalized immedi¬ 
ately. At surgery a 2-cm. tear in the sigmoid area was 
sutured. The patient had an uneventful hospital course. 

Incidence 

Rectal Polyps in Routine Proctosigmoidoscopy.— 
Report incidences of rectal polyps vary from 2.8 to 
15%. Wilson and co-workers 2 of the Yates Memorial 
Clinic of Detroit reported in 1955 on 20,847 examina¬ 
tions in which they found 604 polyps, or an incidence 
of 2.8%. Swinton 4 in 1954, reporting from the Lahey 
Clinic on a series of 8,000 routine proctosigmoidoscopic 
examinations, gave a total of 400 patients with polyps, 
or an incidence of 5%. Smith’ of Colorado in a series 
of 1,000 consecutive proctosigmoidoscopic examina¬ 
tions reported 62 patients (6,2%) with polyps. We 
found 3,952 polyps (3,624 benign and 328 malignant) 
among 50,000 patients between the ages of 20 and 76 
who were apparently healthy and asymptomatic but 
who underwent proctosigmoidoscopy at the Cancer 
Prevention Center of Chicago over a 12-year period. 
This represents an incidence of 7.9%. Young 0 of Wash¬ 
ington, D. C., reported routine examination of the 
proctosigmoid region in 500 asymptomatic patients and 
found 44 polyps, or an incidence of 8.8%. Runyean 7 in 
1951 reported 274 adenomas, or an incidence of 122, 
among 2,226 patients having routine proctosigmoido¬ 
scopy. Fansler 8 reported from the Cancer Clinic of the 
University' of Minnesota in 1953 that, of 256 patients 
examined, 3S polyps were found, or an incidence of 

15%. 

Rectal Cancer in Routine Proctosigmoidscopy.-ln 
tire course of routine physical examination of appar¬ 
ently healthy, asymptomatic persons at the Cancer 
prevention Center of Chicago many carcinomas are 
disclosed, the importance of routine proctosigmoid¬ 


oscopy is underscored. Among 50,000 patients seen over 
the 12-year period (1943-1955), 328 carcinomas in 
polyps in such asymptomatic persons were discovered, 
an incidence of 0.65%. In addition, 19 cases of moder¬ 
ately advanced rectal cancer, or 0.035%, were found. 
Other reports show a slightly higher incidence of rec¬ 
tal cancer in apparently healthy asymptomatic persons 
discovered in the course of routine proctosigmoid¬ 
oscopy, Young 6 found five carcinomas in 500 routine 
examinations, an incidence of 1%. Fansler 8 of the Can¬ 
cer Clinic of the University of Minnesota found four 
cancers in 256, an incidence of 1.56%. 

Polyps of Colon at Autopsy.— The incidence of polyps 
of the colon found at routine autopsies varies. This 
variable is seen to have a range of 4.19 to 21.4%. 
Stewart 0 reported the incidence of poly'ps in tire colon 
in all ages at 4.19% in 1,815 consecutive autopsies. 
Other reports have demonstrated wider variances, 
probably accountable to the diligent scrutiny of tire 
pathologist and to the inclusion of autopsies of the 
younger age groups. 

Susnran 10 reported a 6% incidence of poly'ps in tire 
colon in 1,100 consecutive autopsies. Felsen" in 955 
autopsies, excluding the newborn dead, reported an 
over-all incidence of 9.6% with polyps in the colon. 
C. W. Mayo 12 in a series of 100 autopsies, following 
postoperative death in nonmalignant diseases, gave an 
incidence of 16 with polyps in the colon. Feyrter 13 in a 
series of 1,800 consecutive autopsies in Germany re¬ 
ported a 21.4% incidence of poly'ps in the colon. 

Polyps with Associated Carcinoma of Colon.— When 
carcinoma of tire colon has been revealed, the asso¬ 
ciation of polyps is often demonstrated. Stewart 0 re¬ 
viewed 79 cases of carcinoma of the colon; in 26.6% 
of the specimens there were associated polyps. Mayo 13 
reviewed 334 cases of carcinoma of the colon and 
found that 34.1% had associated poly'ps. Coller' 4 re¬ 
ported 53 cases of carcinoma of the colon with a 41.5% 
incidence of polyps. Susman 10 reviewed 34 cases of car¬ 
cinoma of the colon with a 44.1% incidence of polyps. 
In 33 cases of carcinoma of the rectum and sigmoid, 
Dukes’ 5 found 76% to be associated with polyps. 

Summary and Conclusions 

The incidence of polyps at autopsy varies from 4.19 
to 21.4%. The incidence of polyps with associated car¬ 
cinoma of the colon is reported to vary- from 26.6 to 
76%. Tire incidence of rectal polyps, found at routine 
proctosigmoidoscopy in asymptomatic patients who 
were apparently normal and healthy, as reported from 
various cancer detection clinics, varies from 2.8 to 15%. 
In 50,000 proctosigmoidoscopic examinations at the 
Cancer Prevention Center of Chicago, we found polyps 
in 7.9% and cancer in polyps in 0.65% of cases. In addi¬ 
tion, 19 cases of moderately advanced rectal cancer, or 
0.035%, were disclosed. The early detection and remov¬ 
al of rectal polyps will prevent the development of 
many carcinomas of the colon. Digital examination and 
proctosigmoidoscopy should be routine in all general 
physical examinations because they are effective in 
such early cancer detection. 

25 E. Washington St. (Dr. Fortes). 
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PRIMARY MALIGNANT NEOPLASMS OF THE DUODENUM 

DISCUSSION BASED ON SEVENTEEN CASES, WITH EMPHASIS ON RADIOLOGIC DIAGNOSIS 

Seymour Ochsner, M.D. 

and 

Martin S. Kleckner Jr., M.D., New Orleans 


A clinical diagnosis of tumors involving the duode¬ 
num depends primarily upon the efforts of the radiolo¬ 
gist. That these efforts are worthwhile is evidenced by 
the increasing number of reports indicating that rec¬ 
ognized lesions are often resectable.' Resectability re¬ 
quires a relatively early diagnosis. A roentgenologic 
examination of the upper gastrointestinal tract is the 
only way at present by which this diagnosis may be 
readily achieved. This necessitates not only a pains¬ 
taking examination but, as Dunhill ,c phrased it, “a 
radiologist alert to the less common lesions of the 
alimentary tract.” We have become more alert to these 
lesions because of recent experience with a patient in 
whom we almost missed the diagnosis. This aroused 
our interest and prompted us to study the cases en¬ 
countered at the Ochsner Clinic and at Charity Hos¬ 
pital in New Orleans. The 17 cases encountered at 
these two institutions between 1936 and 1955 form 
the basis for this report. Most of the patients were in 
the sixth or seventh decade of life. The youngest pa¬ 
tient was 42 years of age and the oldest 80 years. 

Incidence 

A comprehensive review by Eger 2 in 1932 indicated 
that the incidence of duodenal carcinoma in autopsy 
studies was 0.033%. Kleinerman and co-workers, 3 bring¬ 
ing the figures up to date in 1948, reported almost the 
same incidence (0.035%). Most primary malignant 


From the Department of Radiology and Section on Gastro¬ 
enterology, Ochsner Clinic, the Department of Medicine, Tulane 
University of Louisiana School of Medicine, and Charity Hospital. 

Read before the Section on Radiology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 12, 


* Only radiologic diagnosis can provide early 
enough recognition of tumors involving the duo¬ 
denum to allow resection of the lesion. While the 
radiologist must be particularly alert to the less 
common lesions of the alimentary tract, he must be 
equally aware of the factors that could obscure the 
lesions during the examination. Of 17 duodenal 
lesions seen at the Ochsner Clinic, 14 were diag¬ 
nosed as adenocarcinomas and 3 as sarcomas. After 
such a lesion is suspected, either because of specific 
clinical manifestations, depending on the location 
of the tumor in the duodenum, or because of x-ray 
findings, both clinical findings and radiologic find¬ 
ings should be able to complement each other. The 
treatment of choice is surgical excision. 


duodenal neoplasms are carcinomas. Of the sarcomas, 
leiomyosarcomas and lymphoblastomas are considered 
the most frequent. That these tumors are rare is indi¬ 
cated by the study of Weinstein and Roberts, 4 who 
found only 27 cases of leiomyosarcoma reported in the 
literature up to 1953. 

Eger’s report 2 indicated that only 3% of all cases of 
intestinal cancer involve the small intestine, and of 
these about 45% are in the duodenum. Subsequent 
studies have thus confirmed the statement of Jefferson 5 
that “inch for inch the duodenum is more likely to 
undergo cancerous change than the jejunum or ileum.” 

Pathological Features 

Primary tumors of the duodenum are most frequently 
adenocarcinomas. Fourteen of our 17 cases were this 
type. In Mayo’s Jb 108 surgical cases, 87% were adeno¬ 
carcinomas. Poer 6 grouped these adenocarcinomas into 
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tliree general types: (1) annular, scirrhous tumors with 
overproduction of fibrous tissue and tendency to con¬ 
striction and obstruction, (2) bulky polypoid intra¬ 
luminal tumors prone to ulceration, hemorrhage, and 
partial obstruction, and (3) colloid carcinomas with 
mucoid degeneration. Metastatic involvement of lymph 
nodes is not necessarily a late feature in the course of 
these lesions. 2 Hoffman and Packreported 6 of IS 
patients had nodal metastases; and Ebert and co-work¬ 
ers 7 reported that 66% of 15 patients with malignant 
tumors had metastases. 

A less common type of duodenal neoplasm is the 
leiomyosarcoma. There were two cases of this type in 
our series and 10.8% in Mayo’s."' Originating in 
smooth muscle, leiomyosarcomas of the duodenum 
tend to remain localized and to grow either intralumi- 
nally or extraluminally. Central necrosis in the tumor 
may be followed by ulceration of the mucosal surface, 
by bleeding, or by development of fistulas. 

Other rarer forms of duodenal neoplasms are mela¬ 
notic epitheliomas, Ewing’s sarcomas (hemangioendo¬ 
theliomas), and reticulum cell sarcomas. There was 
only one each of the first two types in Mayo’s 108 cases, 
and one of our 17 cases was a reticulum cell sarcoma. 

Clinical Features 

As Mateer and Hartman a suggested, we have found 
it convenient to categorize these tumors into three 
groups: suprapapillary, peripapillary, and infrapapil- 
lary types. This permits better correlation of clinical 
and radiologic information. Moreover, a particular sym- 
tom complex characterizes each duodenal region. Thus, 
suprapapillary tumors produce symptoms principally of 
pyloric obstruction; peripapillary, those of obstructive 
jaundice; and infrapapillary, evidence of gastrointesti¬ 
nal hemorrhage. 

Suprapapillary Region .—Six women and two men of 
the 17 patients in our series had primary malignant 
growths in the suprapapillary region. Four of these 
eight patients had symptoms of pyloric obstruction. 
Hematemesis, melena, and anemia were present in two 
patients, indicating an ulcerative duodenal neoplasm. 
One patient had symptoms of both obstruction and 
ulceration. Intractable epigastric pain extending pos¬ 
teriorly characterized the last case. 

Peripapillary Region .—Tumors in this region are 
often labeled ampullary carcinoma or carcinoma of 
the ampulla of Vater. In our series there were six 
cases, equally distributed as to sex. All patients had 
similar symptoms of extrahepatic obstructive jaundice. 
None had manifestations of pyloric obstruction. Two 
patients had evidence of an ulcerating tumor. One 
patient had both obstructive jaundice and severe pan¬ 
creatic pain. In all but one case tire jaundice was 
associated with dull, intermittent abdominal pain in¬ 
tensified by eating. A palpable gallbladder was found 
in two cases. 

Infrapapillary Rcgion.-Two of the tliree patients in 
this category were women. All three patients had ul¬ 
cerating lesions manifested by gastrointestinal hemor¬ 
rhage. All complained initially of weakness and melena 
and°eventually of abdominal pain. 


Radiologic Features 

The most important phase in the clinical investiga¬ 
tion of a patient with -a duodenal neoplasm is the 
roentgenologic study. Careful examination by an ex¬ 
perienced examiner cannot be too strongly emphasized. 
Even the most expert study may fail to reveal evidence 
of the earliest changes, for they must be sufficiently 
gross to be demonstrable roentgenologically. One of 
the reasons that reexaminations are valuable is that, 
as the lesion increases in size, it becomes more ap¬ 
parent. At times even advanced tumors may elude 
diagnosis. The reasons for this are many. 

Factors that obscure or confuse the roentgenologic 
diagnosis of duodenal lesions may be considered in 
two groups, those that are temporary and those that 
are permanent in any particular patient. Some obscur¬ 
ing factors are temporary and may be corrected: 1. 
Inadequate preparation of the patient: Recently in¬ 
gested, or abnormally retained, food may obscure a 
lesion that is present or may falsely suggest the pres¬ 
ence of one. Barium in the colon may likewise obscure 
a portion of the duodenal loop. 2. Uncooperative, un¬ 
comprehending, or ill patients often cannot be thor¬ 
oughly examined. A second examination with an 
interpreter or after the patient is feeling better may 
be necessary. 8. Localized muscular spasm of a duo¬ 
denal segment may mimic stenosis from organic dis¬ 
ease. A later examination, with or without the use of 
antispasmodics and sedation, may yield more accurate 
information. 4. Inadequate visualization from poor fill¬ 
ing by the contrast medium may result from temporary 
pylorospasm, loop irritability, or segmental spasm. 5. 
Poor fluoroscopic or radiographic technique (inade¬ 
quate facilities, examination or examiner) may confuse 
the issue. 6. Diversion of examiner’s attention by other 
disease (as hiatal hernia, gastric lesion, bulb deformity) 
or by preoccupation with extraneous or personal mat¬ 
ters must be prevented. 

Other obscuring factors are inherent and constant 
in any particular patient: 1. Technical difficulties 
(obesity, incapacitated patient, lesions producing ob¬ 
struction or vomiting) may preclude a thorough exam¬ 
ination. 2. Persistent muscular spasm of a duodenal 
segment may mimic stenosis from organic disease. 3. 
Obscuring normal structures (overhanging stomach, 
redundant duodenal loop, superimposed jejunal loops) 
may conceal the lesion. 4. The morphologic character 
of a tumor (flat, infiltrating, or superficially ulcerating) 
may make it unfavorable for definition by fluoroscopic 
and roentgenographic methods. 5. Location of the 
lesion may be such that it is relatively inaccessible to 
palpation and compression spot filming (as high and 
posterior duodenal bulb and loop). 6. Developmental 
anomalies (redundant portion of duodenum, congeni¬ 
tal band, pancreatic anomaly) may alter the usual 
relationships. 7. Associated disease (deformity from 
prior ulceration, duodenal diverticulum, perforating „ 
lesion, adherent gallbladder with or without stones, 
pancreatic disease, pressure of superior mesenteric 
vessels) may obscure or confuse the diagnosis. 8. Post¬ 
operative changes (postsurgical deformity or adhesions, 
pyloroplasty, gastroenterostomy) may confuse the ex¬ 
aminer. 
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Despite these possible handicaps, roentgenologic ex¬ 
amination is the only method, with the exception of 
surgical exploration, by which a diagnosis is likely to 
be made. The morphologic nature of the tumor and 
its location in the duodenum determine the roentgeno¬ 
logic findings.” 



Fig. 1.-Roentgenogram showing round radiolucent filling de¬ 
fect due to small polypoid carcinoma, just below ampulla of 
Vater. Owing to previous cholecystoduodenostomy, barium has 
passed from duodenum into gallbladder. Air can be seen in 
gallbladder and also in biliary ducts above it. 


Earliest Changes.—In the development of a neoplasm, 
the earliest features are microscopic cellular changes 
in the mucosal and submucosal tissues. These are too 
localized to be demonstrable by this method. 

Alteration in Mucosal Pattern.-An altered mucosal 
pattern should be the first apparent change on roent¬ 
genologic study. The mucosal folds may be increased 
in size, the usual pattern of the folds may be distorted 
or disorganized, or they may be flattened or effaced. 
Deciding that the mucosal pattern is abnormal when 
the changes are slight may be difficult. The limits of 
normal variation are indefinite, and minimal changes 
may be overlooked. In a case with questionable 
changes, it is the responsibility of the radiologist to 
point out the possibility of disease and to request re¬ 
examination to determine the constancy of the Fadings. 

A pattern of slight abnormality that persists, cr in¬ 
creases, must be viewed with concern. Is terra/ re¬ 
examination should show increase in size cr ceoe-csC'c 
lesions. 


Tumors several millimeters in diameter may be iden¬ 
tified under favorable conditions. Polypoid masses are 
easier to detect than infiltrating ones, 00 and a tumor 
1 cm, in diameter should be demonstrable in ordinary 
circumstances. 

Altered Contour and Flexibility.— Infiltrating disease 
is harder to diagnose at an early stage. Only if the 
involved area is large enough to produce a contour 
defect, to change the mucosal appearance, or to result 
in evident loss of flexibility or distensibility will it be 
detectable (fig. 2). 

Ulceration.—A localized area of ulceration within a 
neoplasm may be revealed by a persisting fleck or 
outpocketing of barium retained within the crater. Any 
ulceration beyond the duodenal bulb, any unusually 
large ulceration, or one enlarging during treatment 
should arouse suspicion of possible malignant ulcera¬ 
tion. A large area of superficial ulceration should be 
visualized as a total loss of mucosal pattern. 

Narrowing of tlw Lumen.— The lumen may be nar¬ 
rowed by eccentric encroachment of die tumor or bv 
annular growth, which produces a segmental area et 
stenosis (fig. 3). Either may produce an obstructive 
defect. An annular tumor changes the duodenal pas¬ 
sage to a canalized lumen, with localized htsscf 
mal mucosal markings and with progressive chiatutr.c 
of the duodenum proximal to it. The Him! jp^irejx 
the duodenal contents delays clinical nunires-*— 

of obstruction until die stenosis is severe, t r.ere- . 

duodenal obstruction becomes a major fact. 



Intraluminal Filling Defect.-As mmzsd 
proliferates, a polypoid or fcrgrfiig fef- :.v.;v In¬ 
formed. By protruding tos. teeacirsai tee 

lesion produces a radfofcesri: 
barium-coated outline -r 
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Perforation .—Open perforation is indicated if roent¬ 
genograms show air free in the peritoneal cavity. A 
sinus tract or pocket filled with barium may indicate 
a confined perforation, whereas air or barium in the 
biliary tract is indicative of an internal fistula. 

Effects of Obstruction .—Effects of obstruction are 
the same in the duodenum as elsewhere in the gastro¬ 
intestinal tract. Above the level of an obstructive 
lesion there may be retained air, secretions, fluid, food, 
or roentgenologic contrast medium, and the parts are 
dilated (fig. 4). At the level of obstruction the lumen 
is not visualized, is narrowed, or is eccentric and ab¬ 
normal. Below the obstruction the intestine is not 
visualized or is poorly seen and apparently collapsed. 

Differential Diagnosis .—Differential diagnosis re¬ 
solves chiefly around diSerentiating these lesions from 
chronic duodenal ulceration with deformity or stenosis, 
pancreatic tumors, congenital or postoperative ad¬ 
hesions, and benign duodenal tumors. 

Treatment 

Surgical excision of duodenal neoplasms is the only 
treatment that promises any hope of long-term sur¬ 
vival. 1 ” As in the case of tumors of other regions of 
the gastrointestinal tract, successful excision is pos- 



Fig. S.—Roentgenogram revealing defect in suprapapillary 
portion of duodenal loop. Tumor was leiomyosarcoma, which 
was resected. Note gallstones superimposed upon this portion of 
duodenum. 

sible only if tire lesion is localized. For this reason, 
if careful roentgenologic examination suggests that a 
duodenal neoplasm may be present, surgical explora¬ 
tion should be promptly considered. Primary excision 
is desirable when possible. 1 '’ Resection was accom¬ 


plished in 9 of our 17 cases. If resection is not feasible 
palliative relief from duodenal obstruction may be' 
provided by some type of gastroenterostomy, and bili¬ 
ary obstruction may be relieved by some type of 
biliary-intestinal anastomosis. Radiation therapy is 
likely to have a beneficial effect only in the rare lym¬ 
phoblastic type of tumor. 



Fig. 4.—Roentgenogram indicating stenosing neoplasm of 
postbulbar area of duodenum, which has resulted in partial 
obstruction. Dilatation of duodenal bulb and stomach above 
tumor. 


Summary 

Seventeen cases of primary malignant neoplasms of 
the duodenum were encountered at the Ochsner Clinic 
and Charity Hospital in New Orleans between 1936 
and 1955. The cases were classified into suprapapillary, 
peripapillary, and infrapapillary types, each of which 
has rather characteristic clinical manifestations. Care¬ 
ful roentgenologic examination is necessary. The roent¬ 
genologist must be aware of the many factors that 
may obscure duodenal lesions during roentgenologic 
study. Prompt surgical exploration and excision or 
palliative procedures should be carried out. 

3503 Prytania St. (15) (Dr. Ochsner). 
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INTRAMEDULLARY FIXATION OF PATHOLOGICAL FRACTURES 

Eincr W. Johnson Jr., M.D., Rochester, Minn. 


The discovery of pathological conditions of bone, 
whether they constitute neoplastic disease or not, is 
always a cause for serious alarm on the part of the 
patient and the patient’s family. Most efforts have 
been, and in the future will be, directed toward the 
saving and prolongation of life once the discovery of 
such lesions has been made. The use of an intramedul¬ 
lary nail in pathological conditions of bone, particular¬ 
ly as they appear in the femur, has been instrumental 
in reducing complications such as hypostatic pneu¬ 
monia and decubitus ulcers, thus prolonging life. This 
method of therapy is not original with me, and I make 
no such claims. However, I do feel that it is worthy 
of emphasis, even though several excellent reports of 
cases in which it has been used are now in the litera¬ 
ture. 1 

The aims of this method of treatment, according to 
McLaughlin le and Cave, la might be summarized as 
follows: (1) to prevent prolonged confinement to bed 
with such consequent complications as pneumonia 
and bed sores in the aged; (2) to reduce pain; (3) to 
allow for earlier and easier definitive care to the 
pathological area, such as, for instance, roentgen-ray 
therapy to an area of metastasis (increased ease of 
nursing and management of the patient makes it pos¬ 
sible to use more than one portal in the therapeutic 
irradiation and also allows easier access to tire dis¬ 
eased extremity); and (4) to prevent extraosseous dam¬ 
age in certain situations. In this last respect should he 
mentioned the fact that, in osteitis deformans (Paget’s 
disease), when prolonged immobilization in a cast is 
employed, there is an increased tendency to the forma¬ 
tion of renal calculi. The insertion of an intramedul¬ 
lary nail in a pathological fracture in the presence 
of osteitis deformans would permit earlier ambulation 
and thus reduce the threat of renal calculi. To 
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• A pathological fracture increases the suffering of 
a patient, makes nursing care more difficult, pre¬ 
disposes the patient to hypostatic pneumonia and 
decubitus ulcers, and sometimes interferes with neces¬ 
sary treatment of the underlying disease. The inser¬ 
tion of an intramedullary nail contributes to the 
comfort and prolongs the life of the patient in some 
cases of this sort. Occasionally if is possible to an¬ 
ticipate a pathological fracture, as in cases of 
metastasis to the femur from tumors in the kidney, 
breast, or prostate. In one case of familial splenic 
anemia (lipid hisfocytosis of the kerasin type] intra¬ 
medullary fixation was used prophylactically in each 
femur to control the patient's disabling pain in the 
thigh, and by this means pathological fracture was 
circumvented and the patient again made ambulatory. 
In two other cases of pathological fractures represent¬ 
ing metastases of tumors elsewhere, the patients were 
not rendered ambulatory but their treatment was 
facilitated. Intramedullary fixation has its risks and 
limitations, but when it is applicable, it saves the 
patient much hospital time, confinement, and pain. 


these four criteria, we can add another: the preven¬ 
tion of pathological fracture when the technique in 
question is used prophylactically in certain bone con¬ 
ditions. When pathological fracture occurs, bed sores 
and hypostatic pneumonia often follow and confine¬ 
ment to bed and the use of cumbersome casts and 
prolonged treatment are often necessary. By preven¬ 
tion of the pathological fracture all these could be 
obviated. 

From the foregoing, it should not be assumed that 
the use of an intramedullary nail is indicated or is 
possible in every pathological fracture. In fact, only 
the minority of pathological fractures are amenable 
to such therapy. Moreover, this form of treatment is 
not without its dangers and pitfalls, and it is not 
recommended for application by those not skilled in 
the technique. Key ,d recently outlined the general 
indications for and contraindications to the use of 
intramedullary nails in general. It should be em- 
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phasized that adequate training, use of the proper 
instruments, and careful choosing of conditions for 
the procedure are precursors of a good postoperative 
result. 

Most often, intramedullary nails are emplaced in 
the femur or other weight-bearing bones. Commonly, 
lesions are seen in the femur that have metastasized 



Fig. 1 (case 1).—Lateral view of. A, left femur and, B, right 
femur, showing involvement with Gaucher’s disease. C and D, 
anteroposterior views showing intramedullary nails in place in 
each femur. 

from processes in tire kidney, breast, prostate gland, 
thyroid gland, and, more rarely, the gastrointestinal 
tract. Although metastatic lesions of the femur are 
common, metastasis distal to the knee or elbow is rare. 
Inherent pathological processes of bone also may 
involve the femur. Examples of this are hyperpara¬ 
thyroidism, osteitis deformans, fragilitas ossium 
(osteogenesis imperfecta), Gaucher’s disease (lipid 
histiocytosis of kerasin type), and others. 

Much has been said of the risk of operation on these 
patients, who are already debilitated by a neoplastic 
process or by a generalized bony process. It must be 
allowed that the risk is certainly increased. However, 
the general view seems to be that acceptance of this 
increased risk is justified when the gain reflected in 
reduced hospitalization and earlier ambulation is con¬ 
sidered. Another aspect of the surgical risk involved 
is the danger of distant spread of the tumor by direct 
or embolic means. Theoretically, at least, this presents 
a real problem. Peltier'*’ has shown that the rapid 
driving of an intramedullary nail can increase intra¬ 
medullary pressure to more than normal systolic pres¬ 
sure, and he wrote that this is possibly one means 
of spreading the tumor to distant areas by the 
vascular route. Of course, direct transportation of 
tumor tissue distallv in the medullary cavity is also a 
possibility. Actually, however, distant spread of tumor 
tissue is not brought about in this way frequently 
enough to deter the orthopedist from applying the 
treatment concerned. 

On the basis of the observations by Peltier J and 
bv Kiintscher, 3 two conclusions may be formed. Spread 
of the tumor tissue during insertion of the intramedul- 
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lary nail may, theoretically at least, be fostered by any 
event that causes intramedullary pressure to increase 
above the systolic pressure. When intramedullary 
pressure exceeds systolic pressure, it is reasonable to 
assume that microscopic particles of the tumor may 
be broken off and forced into the vascular tree and 
thus be transported to distant parts of the body. In 
view of these considerations, two factors should be 
guarded against during the. surgical procedure. First 
is too-rapid driving of the nail, as mentioned previous¬ 
ly, and second is avoidance of shock during or im¬ 
mediately after the surgical procedure. On theoretical 
grounds, observance of these safeguards should re¬ 
duce the percentage of occurrence of tumor emboli 
in this form of treatment. 

The three case reports that follow illustrate this 
form of treatment. 

Report of Cases 

Case 1 .— A 37-year-okl woman had been treated previously 
for pathological fracture of the humerus occurring as a conse¬ 
quence of Gaucher’s disease. She returned to the clinic in 1955, 
complaining of pain in the pelvis and in each thigh. Roentgeno- - 
grams made at this visit revealed decalcification of each of (lie 
femoral shafts resulting from Gaucher’s disease (fig. Id and B). 
Because of the continual pain in the bones and the threat of 
pathological fracture, prophylactic intramedullary nailing was 
carried out. This is demonstrated in figure 1C and D. Postopcra- 
tively, the symptom of aching pain in the thighs was much re¬ 
duced, and at the time of this report the patient was ambulatory, 
with the help of a cane. 



Fig. 2 (case 2).—A, pathological fracture of upper part of 
the femur, presumably caused by metastasis from a hyper¬ 
nephroma. B, postoperative view showing intramedullary fixation 
with Rush nails. 

Case 2.—A 51-year-old man had undergone removal of a 
hypernephroma approximately six months prior to his cunent 
visit to the clinic. He complained of pain in the upper part of the 
femur, and a roentgenogram of the area disclosed a lesion tna 
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was thought to he a metastatic process from the removed hyper¬ 
nephroma. While the patient was lying in bed, awaiting prophy¬ 
lactic insertion of an intramedullary nail, he rolled over and 
sustained a pathological fracture of the femur through the meta¬ 
static area in question (fig. 2A). Surgical fixation subsequently 
was done that permitted good control of the fracture, so that 
roentgen-ray therapy could he directed to the lesion. He was not 
able to he ambulatory, however (fig, 2 B). 



Fig. 3 (case 3).—A, pathological fracture of the upper part of 
die left femur. B, postoperative view showing fixation of fracture 
with intramedullary nail. Bone chips were packed about the 
fracture. 


Case 3.—A 75-year-okl woman fell on May 1, 1956, sustain¬ 
ing fracture of the upper part of the left femur. Roentgenograms 
revealed a fracture at the junction of the upper third part of the 
left femur. The fracture had many of the characteristics of a 
pathological fracture (fig. 3A). Examination disclosed a hard, 
fixed tumor mass in the right breast, with involvement of the 
skin and axillary nodes. The patient said that this tumor mass had 
been present for at least three years. Members of her family veri¬ 
fied this, and added that she had consistently refused treatment 
of the tumor mass. Three days after admission to the hospital the 
patient was taken to the operating room, where an intra- 
- medullary nail was inserted in the femur to stabilize the patho¬ 
logical fracture. At the time of insertion of the nail, sufficient 
tumor tissue was removed to verify the diagnosis of metastatic 
grade 4 adenocarcinoma. One week after operation fixation of the 
fracture was sufficient (fig. 3B) to allow the patient to be moved 
for roentgen therapy, and a series of daily roentgen-ray treat¬ 
ments to the breast as well as to the area of the upper part of the 
left femur was started. She was dismissed from the hospital on 
the 30th day after admission. At that time she was not am¬ 
bulatory but was able to he up in a chair and to move about 
guardedly. 

Conclusions 

It should be emphasized that many, but not all, 
pathological fractures of weight-bearing bones are 
amenable to intramedullary fixation. When this meth¬ 
od is applicable, much hospital time, confinement, and 
pain can be obviated. 
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Partial Gastrectomy for Peptic Ulcer.-Various technical procedures for the surgical treat¬ 
ment of peptic ulcer have been suggested and employed over the past fexv years but in our 
experience partial gastrectomy for the treatment of duodenal, gastric and jejunal ulcer has 
remained the most satisfactory operation for the complicated peptic ulcer. This operation can 
be performed readily with low mortality, with extremely few postoperative complications 
and with extremely satisfactory results for patients with longstanding ulcer distress. Opera¬ 
tive mortality in the hands of surgeons trained in gastric surgery for severe complicated 
ulcer has remained less than 3 per cent and the occurrence of recurrent ulcer has remained 
consistently low. The most common operation other than gastric resection for peptic ulcer 
has been vagotomy combined with gastroenterostomy. . . . Partial gastrectomy is still the 
most reliable operative method for surgical treatment of peptic ulcer. . During the past 
five years vagotomy and gastroenterostomy has been used in only 26 cases, while during the 
same period partial resection for duodenal ulcer was performed in 614 cases. Prior to this 
ve year period, utilization of vagotomy plus gastroenterostomy was gradually decreased 
at the Lahey Clinic. We believe diere is little place for the use of limited resections of the 
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phasized that adequate training, use of the proper 
instruments, and careful choosing of conditions for 
the procedure are precursors of a good postoperative 
result. 

Most often, intramedullary nails are emplaced in 
the femur or other weight-bearing bones. Commonly, 
lesions are seen in the femur that have metastasized 



Fig. 1 (case 1).—Lateral view of, A, left femur and, B, right 
femur, showing involvement with Gaucher’s disease. C and D, 
anteroposterior views showing intramedullary nails in place in 
each femur. 


from processes in the kidney, breast, prostate gland, 
thyroid gland, and, more rarely, the gastrointestinal 
tract. Although metastatic lesions of the femur are 
common, metastasis distal to the knee or elbow is rare. 
Inherent pathological processes of bone also may 
involve the femur. Examples of this are hyperpara¬ 
thyroidism, osteitis deformans, fragilitas ossium 
(osteogenesis imperfecta), Gaucher’s disease (lipid 
histiocytosis of kerasin type), and others. 

Much has been said of the risk of operation on these 
patients, who are already debilitated by a neoplastic 
process or by a generalized bony process. It must be 
allowed that the risk is certainly increased. However, 
the general view seems to be that acceptance of this 
increased risk is justified when the gain reflected in 
reduced hospitalization and earlier ambulation is con¬ 
sidered. Another aspect of the surgical risk involved 
is the danger of distant spread of the tumor by direct 
or embolic means. Theoretically, at least, this presents 
a real problem. Peltier 2 has shown that the rapid 
driving of an intramedullary nail can increase intra¬ 
medullary pressure to more than normal systolic pres¬ 
sure, ancl he wrote that this is possibly one means 
of spreading the tumor to distant areas by the 
vascular route. Of course, direct transportation of 
tumor tissue distally in the medullary cavity is also a 
possibility. Actually, however, distant spread of tumor 
tissue is not brought about in this way frequently 
enough to deter the orthopedist from applying tire 
treatment concerned. 

On the basis of tire observations by Peltier 2 and 
bv Kuntsclrer, 3 two conclusions may be formed. Spread 
of the tumor tissue during insertion of the intramedul¬ 


lary nail may, theoretically at least, be fostered by any 
event that causes intramedullary pressure to increase 
above the systolic pressure. When intramedullary 
pressure exceeds systolic pressure, it is reasonable to 
assume that microscopic particles of the tumor may 
be broken off and forced into the vascular tree and ' 
thus be transported to distant parts of the body. In 
view of these considerations, two factors should be 
guarded against during the. surgical procedure. First 
is too-rapid driving of the nail, as mentioned previous¬ 
ly, and second is avoidance of shock during or im¬ 
mediately after the surgical procedure. On theoretical 
grounds, observance of these safeguards should re¬ 
duce the percentage of occurrence of tumor emboli 
in this form of treatment. 

The three case reports that follow illustrate this 
form of treatment. 

Report of Cases 

Case 1.—A 37-year-old woman had been treated previously 
for pathological fracture of the humerus occurring as a conse¬ 
quence of Gaucher’s disease. She returned to the clinic in 1955, 
complaining of pain in the pelvis and in each thigh. Roentgeno-'"' 
grams made at this visit revealed decalcification of each of .the 
femoral shafts resulting from Gaucher’s disease (fig. lAandB). 
Because of the continual pain in the bones and the threat of 
pathological fracture, prophylactic intramedullary nailing was 
carried out. This is demonstrated in figure 1C and D. Postopera- 
tively, the symptom of aching pain in the thighs was much re¬ 
duced, and at the time of this report the patient was ambulatory, 
with the help of a cane. 



Fig. 2 (ease 2).—A, pathological fracture of upper part of 
the femur, presumably caused by metastasis from a hyper¬ 
nephroma. B y postoperative view showing intramedullary fixation 
with Rush nails. 

Case 2.—A 51-year-old man had undergone removal of a 
hypernephroma approximately six months prior to his currcn 
visit to the clinic. He complained of pain in the upper part of the 
femur, and a roentgenogram of the area disclosed a lesion that 
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was thought to l)c a metastatic process from the removed hyper¬ 
nephroma. White the patient was lying in bed, awaiting prophy¬ 
lactic insertion of an intramedntlnry nail, lie rolled over and 
sustained a pathological fracture of the femur through the meta¬ 
static ttrea in question (fig. 2A). Surgical fixation subsequently 
was done that permitted good control of the fracture, so that 
roentgen-ray therapy could he directed to the lesion. He was not 
able to he ambulatory, however (fig. 2B). 



Fig. 3 (case 3) .—A, pathological fracture of the upper part of 
the left femur. B, postoperative view showing fixation of fracture 
with intramedullary nail. Bone chips were packed about the 
fracture. 


Case 3.—A 75-year-old woman fell on May 1, 195G, sustain¬ 
ing fracture of the upper part of the left femur. Roentgenograms 
revealed a fracture at the junction of the upper third part of the 
left femur. The fracture had many of the characteristics of a 
pathological fracture (fig. 3A). Examination disclosed a hard, 
fixed tumor mass in the right breast, with involvement of the 
skin and axillary nodes. The patient said that this tumor mass had 
been present for at least three years. Members of her family veri¬ 
fied this, and added that she had consistently refused treatment 
of the tumor mass. Three days after admission to the hospital the 
patient was taken to the operating room, where an intra¬ 
medullary nail was inserted in the femur to stabilize the patho¬ 
logical fracture. At the time of insertion of the nail, sufficient 
tumor tissue was removed to verify the diagnosis of metastatic 
grade 4 adenocarcinoma. One week after operation fixation of the 
fracture was sufficient (fig. 3B) to allow the patient to be moved 
for roentgen therapy, and a series of daily roentgen-ray treat¬ 
ments to the breast as well as to the area of the upper part of the 
left femur was started. She was dismissed from the hospital on 
the 30th day after admission. At that time she was not am¬ 
bulatory but was able to be up in a chair and to move about 
guardedly. 

Conclusions 

It should be emphasized that many, but not all, 
pathological fractures of weight-bearing bones are 
amenable to intramedullary fixation. When this meth¬ 
od is applicable, much hospital time, confinement, and 
pain can be obviated. 
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Partial Gastrectomy for Peptic Ulcer.—Various technical procedures for the surgical treat¬ 
ment of peptic ulcer have been suggested and employed over the past few years but in our 
experience partial gastrectomy for the treatment of duodenal, gastric and jejunal ulcer has 
remained the most satisfactory operation for the complicated peptic ulcer. This operation can 
be performed readily with low mortality, with extremely few postoperative complications 
and with extremely satisfactory results for patients with longstanding ulcer distress. Opera¬ 
tive mortality in the hands of surgeons trained in gastric surgery for severe complicated 
ulcer has remained less than 3 per cent and the occurrence of recurrent ulcer has remained 
consistently low. The most common operation other than gastric resection for peptic ulcer 
has been vagotomy combined with gastroenterostomy. . . . Partial gastrectomy is still the 
most reliable operative method for surgical treatment of peptic ulcer. . . During the past 
five years vagotomy and gastroenterostomy has been used in only 26 cases, while, during tire 
same period partial resection for duodenal ulcer was performed in 614 cases. Prior to this 
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RENAL BIOPSY 

Robert Licli Jr., M.D., Louisville, Ky. 


One of the outstanding attributes of urology is its 
potentiality of accurate diagnosis. This is occasioned 
by several factors: (1) direct visual inspection of the 
lower urinary tract, (2) indirect visualization of the 
upper urinary tract by urography and angiography, 
and (3) urinalysis and specific renal-function tests. The 
interpretation of these studies results in an extremely 
high percentage of accurate clinical and anatomic di¬ 
agnosis. There is, however, renal pathology, often 
referred to as intrinsic renal disease, that presents no 
characteristic urograms and in which the interpreta¬ 
tion of the urine and clinical findings does not neces¬ 
sarily reveal specific pathology. This diagnostic 
deficiency has stimulated my interest in the study of 
kidney tissue obtained by percutaneous renal biopsy. 

Renal biopsy was introduced in 1951 by Iverson and 
Brun, 1 who used a large-bore needle and removed a 
plug of kidney tissue by suction. My experience with 
this method was disappointing, and it was not until 
Kark and Muehrcke, 2 in 1954, called attention to the 
Franklin modification of the Vim-Silverman needle 
(fig. 1) that consistent success was obtained with 
needle biopsy of the kidney. 

Method 

The method used is that described originally by 
Kark and Muehrcke, with minimal modifications. The 
technique is presented in detail by Muehrcke, Kark, 
and Pirani. 3 Urography, excretory or retrograde, is 
executed to demonstrate the morphologic status of the 
kidneys and at the same time visualize their location 
so that the precise point of needle puncture in the 
back can be determined with unmistakable accuracy. 
The normally lower-lying right kidney is routinely 
elected for biopsy in order to avoid accidental injury 
to the spleen. 

The patient, who has been studied for the presence 
of any hemorrhagic diathesis (clotting and bleeding 
time, prothrombin time, and platelet count), is given 
a narcotic before biopsy and is placed in the prone 
position on the stretcher. A sandbag is placed under 
the patient immediately above the anterior iliac spine; 
this tends to displace the kidneys nearer the back. 
A cooperative, relaxed, and properly placed patient is 
essential for consistently successful percutaneous renal 
biopsy. 

The most lateral border of the kidney is measured 
from the vertebral spinous processes, on the urogram, 
and these figures are transposed to the patient and a 
line is drawn parallel to the spine representing the 
lateral border of the kidney (fig. 2) Again, on the 
pvelogram, tire midpoint of the kidney in its lower 
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• Intrinsic renal disease, which presents no charac¬ 
teristic urograms and in which urinalysis or clinical 
findings do not necessarily reveal the pathological 
condition, may be diagnosed by renal biopsy. Once 
the location of the lower-lying right kidney is visual¬ 
ized by urography, precise needle puncture con be 
performed through the back. The procedure is nof 
without risk. Hemorrhagic tendencies must be ruled 
out, and there are a few specific contraindications, 
including renal tumor, hydronephrosis, uremia, and 
solitary kidney. 


third is measured medial from the lateral line and this 
is transposed to the patient and skin marked at this 
point. The distance from this point to the last palpable 
rib overlying the kidney (11th or 12th as the case may 
be) is measured and checked on the patient. This latter 
measurement affords an additional check point for 
accuracy'. 

The skin is infiltrated at the point marked with 1% 
procaine solution. A 6-in. 20-gauge needle with stylet 
is introduced slowly in a slightly cephalad direction. 
The patient is instructed to hold his breath each time 
the needle is advanced until the needle suddenly de¬ 
scribes a marked excursion with respiration. This 
needle motion indicates that the tip has entered kidney 
substance. It is important, as pointed out by Kark and 
Muehrcke, that during needle advancement the pa¬ 
tient hold his breath to prevent renal laceration, and 
similar injury may occur if the needle is disturbed 
during its movements due to the patient’s respiration. 

After the depth of the kidney' substance has been 
ascertained by the exploring needle, this information 
is transposed to the Vim-Silverman (Franklin modifica¬ 
tion) needle and the identical procedure is carried out 
until the kidney is reached. The stylet is removed, the 
biopsy prongs are introduced, and the biopsy specimen 
is taken during a period of deep inspiration, with the 
patient holding his breath. Thereafter, the needle is 
immediately withdrawn and a pressure dressing is 
applied. The patient remains on the stretcher, in the 
biopsy' position, for 30 minutes and thereafter remains 
bedfast for 18 hours. During this 18-hour interval the 
patient’s urine, pulse, and blood pressure should be 
observed for possible suggestion of renal hemorrhage. 
I have never encountered this complication. 

Limitations and Potentialities 

Renal biopsy, like any' other surgical procedure, has 
certain limitations bey'ond which the hazards outweigh 
the value of the examination. In other words, renal 
biopsy is not without risk, but when it is intelligently 
employed its diagnostic assistance may' be invaluable. 

The contraindications for renal biopsy' are (1) renal 
tumor, (2) hy'dronephrosis or py'onephrosis, (3) acute 
or suppurative perinephritis, (4) hemorrhagic diathesis, 
(5) increased venous pressure secondary to congestive 
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heart failure, (6) uremia (possible renal hemorrhage), 
and (7) solitary kidney. Some of the indications for 
renal biopsy are (1) undiagnosed renal disease with 
normal urograms, (2) albuminuria, (3) hematuria in the 
presence of normal urograms, and (4) discovery at 
surgery of massive inoperable renal or retroperitoneal 
tumors where excision biopsy is hazardous due to ex¬ 
treme vascularity of the mass. 



that when the prongs are approximated an actual tissue plug is 
cut. 

The principal purpose of renal biopsy is to establish 
an accurate diagnosis of renal disease. The potentiali¬ 
ties of this diagnostic procedure are far-reaching and 
offer a broad field for study; several authors have in¬ 
vestigated the correlation between renal function and 
renal pathological histology as demonstrated by needle 
biopsy. Parrish, Rubenstein, and Howe 4 found more 
accurate correlation between glomerular function and 
the biopsy findings, whereas tubular correlation was 
less accurate. Bjprneboe and co-workers 5 found a 
direct relationship between glomerular change and 
filtration dysfunction. In studying the nephrotic syn¬ 
drome these authors found qualitative and quantitative 
alterations in the renal pathology, in contrast to a 
similar clinical picture. Furthermore, marked pro¬ 
teinuria was usually associated with comparatively 
few glomerular changes, while in severe glomerular 
lesions proteinuria was not nearly as great. Azotemia 
was usually proportional to the degree of glomerular 
damage, which is of interest since it correlates with 
the findings in functional destruction of individual 
elements associated with a progressive obstructive 
uropathy. 8 

The following case reports are presented as ex¬ 
amples of situations in which the needle biopsy was of 
value in either diagnosis or therapy or both. 

Report of Cases 

Case l.-A 38-year-old woman had bilateral nephrocalcinosls 
discovered by urography during the course of a routine urologic 
survey that was done because of a severe initial cystitis. The 
cystitis responded promptly to medication, and the possibility' 


of hyperparathyroidism was not substantiated. Historically, noth¬ 
ing could be found to account for the nephrocalcinosis; there 
had been no factors such as previous urinary tract infections or 
extensive treatment with sulfonamides. 

Renal biopsy demonstrated a diffuse chronic pyelonephritis, 
and the culture obtained by washing the biopsy needle in broth 
at the conclusion of the procedure revealed a pure culture of 
Escherichia coli, which was the identical organism found pre¬ 
viously in the urine during the initial acute cystitis. It seemed, 
therefore, that the nephrocalcinosis was secondary to infection 
and that therapeutic efforts should be directed toward the future 
control of the pyelonephritis in an effort to interrupt the forma¬ 
tion of additional calculi. 

Case 2.—A 15-year-old normotensive boy had suffered attacks 
of fever and an occasional minimal transitory pedal and facial 
edema for two years. During the episodes of pyrexia the urine 
findings were little changed from those during the interval. 
Pyuria varied from 10 to 30 cells per high-power field, with an 
occasional blood cell and, infrequently, a granular cast. The 
specific gravity of the urine varied from 1.008 to 1.022, and 
albuminuria remained usually between trace and 1 + , although 
on one occasion it was reported as 2-(-. The clinical picture was 
that of pyelonephritis, but the urine findings were not con¬ 
clusive. Renal biopsy demonstrated a typical subacute glomerulo¬ 
nephritis, with the biopsy and urine cultures negative. 

Case 3.—A 24-year-old woman suffered repeated unexplained 
attacks of pyelonephritis that had not responded to antibiotic 
therapy. Urography was normal and the urine cultures incon¬ 
sistently positive. Renal biopsy provided histological evidence 
for the diagnosis of acute and chronic pyelonephritis. The culture 
from the renal tissue revealed a scant growth of Pseudomonas 
aeruginosa. Specific medication afforded relief. 



Fig. 2.—Measurement on the urogram of the most lateral 
border of the kidney from the vertebral spinous processes. These 
measurements are transposed to the patient. 


Case 4.— A 48-year-old woman had innumerable typical epi¬ 
sodes of acute pyelonephritis. Urographic observation over a 
period of years revealed that the left kidney was gradually 
diminishing in size. The urine between acute episodes of infec¬ 
tion was free of casts and contained only a rare pus cell. Albu¬ 
minuria varied from 1-f- to 2-f-, and the specific gravity was 
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fixed at 1.014. Renal biopsy demonstrated a typical subacute 
glomerulonephritis, while the clinical picture seemingly was that 
of chronic pyelonephritis and the urine and renal tissue cultures 
were negative. 

An additional interesting use of the biopsy needle 
is in obtaining a specimen of a large vascular kidney 
or retroperitoneal tumor at the time of surgical explora¬ 
tion. This has reference to the tumors that so often 
have massive matted venous sinuses, so that excision 
biopsy seems unwise. The needle may be introduced 
between these venous sinuses and adequate tissue 
obtained for diagnosis. This was shown recently in an 
elderly woman with a massive inoperable retroperi¬ 
toneal tumor the origin of which was obscure. A needle 
biopsy avoided any hemorrhagic complications and 
established the diagnosis of a retroperitoneal fibro¬ 
sarcoma. Hence, a specific diagnosis of a disease that 
.as nonrenal in origin was provided in spite of the 
dtered pyelogram; this inoperable mass was seen to 
be insensitive to radiation. 


J.A.M.A., February 9, 1957 
Summary 

Percutaneous renal biopsy permits a specific diagno¬ 
sis of renal disease and direct culture from kidney 
tissue. The Franklin modification of the Vim-Silverman 
needle affords a simple, safe, and positive method of 
biopsy during surgery. 

801 Heyburn Bldg. (2). 
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INHERENT DANGERS IN USE OF TRANQUILIZING DRUGS 

IN ANXIETY STATES 

Herman A. Dickel, M.D. 
and 

Henry H. Dixon, M.D., Portland, Ore. 


A few months ago, not many opinions had been ex¬ 
pressed about any dangers of the tranquilizing drugs, 
that rapidly growing list of pharmacological agents 
used chiefly for their effect in reducing anxiety, nerv¬ 
ousness, emotional distress, and many abnormal men¬ 
tal states. Now, many authors have begun to voice 
opinions. We join them, fully aware that our original 
purpose has lost its urgency, but we have a particular 
point to emphasize, nonetheless. 

“The Age of Anxiety” 

It has been common in the recording of mankind’s 
history for certain names to be given to eras in an at¬ 
tempt to characterize them. A number of historians 
and commentators of this particular era would desig¬ 
nate it as “the age of anxiety.” Whether this designa¬ 
tion is to be accepted, only future historians can say, 
but certainly it is a descriptive term that has a good 
deal of merit. An apparent abundance of tensions, 
fears, worries, and anxieties confronts mankind at this 
time. Moreover, mankind has suddenly become aware 
that diese elements of tension exist in and are common 
to each race and geographical sector of the world. It 
might be proper to call this the age of anxiety because 
we have the tremendous means of communication to 
allow men to know of one another’s problems and ten¬ 
sions or because there are so many obvious stresses 
and anxieties that affect not only the individuals of 
whom we psychiatrists write but almost every other 


From the Department of Psychiatry, University of Oregon 
Medical School. 

Read at the 10th Clinical Meeting of the American Medical 
Association, Seattle, Nov. 2 1 , 1956. 


• The effects of tranquilizing drugs have been 
studied in 8,200 patients in whom anxiety was the 
chief finding. The group was limited to people of 
normal physical make-up and of at least average 
intellectual capacity who were capable of working 
steadily and were complaining of tension, worry, and 
associated physiological disturbances. Of these, 
7,500 had taken some amount of the tranquilizing 
drugs before they came under observation. The 
danger to the patient's physical health is shown by 
the appearance of allergic phenomena in 96, general 
toxic effects in 78, habituation in 72, severe liver dis¬ 
turbances in 31, other severe symptoms in 97, and 
death in 4. Two of the deaths were suicides. The 
danger to the patient's emotional health is shown 
by the finding of about 1,700 instances in which 
serious problems were created in essentially normal 
people and 827 instances in which emotional illness 
was aggravated. The danger to the physician results 
from the accumulating pressure on the medical pro¬ 
fession from the people who produce and those who 
demand these drugs. There is, fourthly, a grave 
danger to society in the idea that tensions should be 
reduced by techniques of relaxation and administra¬ 
tion of drugs rather than by the constructive effort 
required for satisfying needs and removing dangers. 
The physician must inform himself well about these 
drugs and reorient his own thinking about their in¬ 
dications and limitations. 


individual. Again, this term might be considered apt 
because many of the pharmaceutical companies of the 
world have discovered remedies that relieve the syn- 
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drome of anxiety and because several branches of 
medicine have made this syndrome a focal point of 
their therapeutic procedures. Finally, it might be 
apropos to call this the age of anxiety because anxiety 
has become a frequently used device by which po¬ 
litical philosophies exert their influence on the masses, 
encouraging a rule almost medieval in character. 

From the standpoint of the physician in practice, 
there has been a marked increase in the matters per¬ 
taining to anxiety since the end of World War II, ap¬ 
proximately 10 years ago. Chief among the interesting 
developments of this decade has been the appearance 
of the large number of pharmacological agents that 
can be utilized by die physician for the specific treat¬ 
ment of the increasing number of patients who come 
to him seeking relief from tension, anxiety, and re¬ 
lated somatic and emotional disturbances. 

The physician has always had an interest in anxiety 
and has tended to treat that anxiety, whether it be an 
isolated symptom, a syndrome peculiar to itself, or a 
measurable part of some other illness. His procedures 
in handling anxiety have varied from tire tact and 
humanness with which he related himself to his pa¬ 
tients to administration of the various pharmacological 
and medicinal agents that were available to him in his 
time, such as opium, alcohol, or barbiturates. From 
time to time the physician has treated anxiety by a 
combination of factors. A specialty has even grown up 
in our midst for the specific purpose of dealing with 
anxieties. Certainly we can say'tlie use of procedures, 
drugs, and agencies is not new in the treatment of 
anxiety by the medical profession. 

But there has been a noticeable change in the last 
10 years in the manner in which this treatment of 
anxiety has proceeded. Anxiety has become a disease 
entity recognized not only by . the medical profession 
but also by the lay public, who, as they grow aware 
of the entities for which medicine has a treatment, 
demand not only the known procedures for treatment 
but the research that will supply advanced procedures 
and agents. This public interest has stimulated the 
quest for the tranquilizing drugs. Because of the in¬ 
terest of the medical profession, pharmaceutical 
houses, research scientists, lay health agencies, and 
the general public, who are characteristically influ¬ 
enced by the advertising and agencies of communica¬ 
tion in the United States, the last 10 years may indeed 
be the age of anxiety. 

Anxiety affects, according to some health statistics, 
25 million to 50 million people in the United States 
alone, and it is devastating in its most advanced form. 
For these reasons, and because anxiety can be treated 
easily by all physicians, it could appear at first glance 
that the use of these new drugs is more than justified in 
medical practice, and particularly in general practice, 
where the patient is first seen. The use of these drugs 
might be considered justified because they are relatively 
safe, according to the early literature; because they are 
relatively inexpensive as compared to previously known 
remedies, such as psychotherapy or hospital care; and 
because many people can be practically treated in a 
short time with little inconvenience. 

At the Conference on Meprobamate, held in New 
York in October, a representative of one of the drug 
companies announced that so far in 1956 some 30 
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billion tablets of one particular tranquilizing drug 
had been sold to the American public. This statement, 
which seems to indicate better than any other we know 
the tremendous usage of the tranquilizing agents, is 
only partially indicative of the great use of these 
pharmacological agents. The drug companies indicate 
that there is sufficient sale of the tranquilizing agents 
for us to infer that there are few people at the present 
time who have not tried some of the tranquilizing 
substances that we as physicians prescribe. There is 
an increase in the number of detail men who ask us 
to listen to their information and not only bring to 
our offices tablets, capsules, and liquids designed to 
appeal to the convenience of the physician and his 
patients but also arrange to send us luxurious neck 
rests and pretty slippers. The treatment of anxiety 
and anxious patients is big business, even without 
doctors, and the pressure is on the doctor to make it 
more so. 

Our interest in the tranquilizing drugs goes back to 
1949, when, in a practice limited to patients with 
anxiety states, we sought an agent that could be used 
as a supplement in the rapid training of our patients 
in techniques of neuromuscular relaxation. At that 
time we used mephenesin to real advantage and 
stated in a publication that mephenesin was a tre¬ 
mendously useful drug in teaching tense, anxious 
people the techniques of relaxation, allowing the pa¬ 
tient a more rapid course in any psychotherapeutic 
procedure. 1 

Material of Study 

Since 1949 we have seen approximately 8,200 pa¬ 
tients in whom anxiety is the chief finding. Almost all 
these people have been referred for psychotherapeutic 
treatment by other physicians in the medical field. 
This has presented us an opportunity of studying the 
interest in tranquilizing drugs as treatment for anxiety, 
their wide use, and the complications resulting from 
their use. 

We define patients with anxiety states as those indi¬ 
viduals of essentially normal physical make-up, pos¬ 
sessing rather definite advantage or superiority in 
intellectual capacity, who either are steadily working 
or are capable of working at any time, and who come 
to the physician complaining of tension, worry, anxiety 
combined with such physiological disturbance as rapid 
heart, cold perspiring hands and feet, cervical tension, 
elevated blood pressure, distress in breathing, or gas¬ 
trointestinal variations, together with varying moods 
of anxiety, depressiveness, morbidness, and occasional¬ 
ly mild obsessive-compulsive tendencies. 

These patients who suffer anxiety, then, do not in¬ 
clude the so-called neurotics, who complain but are 
certainly not driving, proficient individuals who are 
working but are doing so with anxious distress. We 
are referring here to that large number of American 
people who perhaps might more aptly be called the 
“psychosomatic cases,” since their anxiety is frequently 
seen in connection with ulcers or hypertensive, asth¬ 
matic, dermatological, or gastrointestinal disturbances. 
We include as “anxiety cases,” then, all those people 
who are living fully but doing so with anxiety and its 
direct effect or the effects of the many physiological 
variations seen in the “psychosomatic entities.” 
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Dangers of Tranquilizing Drugs 

In our analysis of 8,200 cases of such people, re¬ 
ferred by physicians for psychotherapeutic procedures, 
some 7,500 had had some amount of the tranquilizing 
drugs already. In this group we have found certain 
definite complications and dangers arising from wide¬ 
spread use of the drugs and have grouped these into 


Table l.—Physical Dangers in Patients Treated with 
Tranquilizing Drugs 


No. of 

Oi'tUU (4) Patients 

Altered response to electric therapy.... 1 

Altered physiological function............ X 

Acute depression and successful suicide..... 2(?) 

Alteration of life processes with physical change (324) 

Convulsive disorder (etiology unknown). 1 

Complication to pregnancy (1 abortion, I nearly).. 2 

Addiction . 1 

IJabitimtion . 72 

Liver disturbances (severe). 31 

Skin disturbances (severe only).. 2.1 

Gastrointestinal upheavals (severe). 18 

Blood dyscrasins (noted by others). 0 

Allergic phenomena. 96 

Generalized toxic effects. 78 


Total 


328 


four categories: physical danger to the patient, emo¬ 
tional, moral, and philosophical danger to the patient, 
danger to medicine and the physician, and danger 
to society. 

Physical Danger to the Patient—We would like to 
point out that, even though the tranquilizing drugs 
seem to be of no general harm, nonetheless they con¬ 
stitute a definite threat to the health and even the life 
of many patients. The literature at present is begin¬ 
ning to note that there are definite toxic reactions to 
many of the tranquilizing drugs. Many individuals 
who seemingly should be “tranquilized” by the drugs 
instead develop most unusual, untoward reactions. 
Anxious people become depressed enough to commit 
suicide; calm easy-going people become hypomanic 
or manic after the use of the drugs; and many other 
unpleasant and unfavorable responses occur that re¬ 
quire additional and often intensive treatment and 
hospitalization. The number of such instances has 
totaled almost 400 in 8,200 cases. This is not a large 
percentage, but it certainly is large enough to cause 
us to reconsider the benefits of these drugs. 

Table 1 shows the physical problems we found and 
the number of patients in whom they occurred, some 
overlapping, of course. The deaths may have been due 
to several factors, but they occurred nonetheless. The 
liver problems, the toxic reactions, the allergic phe¬ 
nomena, and the skin changes are now known and 
seen by many. 2 We have seen no blood dyscrasias as 
others have, but we have seen many cases of habitua¬ 
tion. The one patient in our group who became ad¬ 
dicted to tranquilizing drugs had previously been 
addicted to narcotics. The convulsive reaction (definite 
in one case and questionable in another) and the com¬ 
plications of pregnancy may have to be explained as 
sensitivity or allergic reactions. 

Emotional, Moral, and Philosophical Dangers to 
the Patient.—When we consider the use of these drugs 
on a vide basis, there is a great deal of danger to the 
patient from an emotional, moral, and philosophical 
point of view. People at present obviously ate under¬ 


going many emotional disturbances, and the use of 
these drugs at times seems to be justified to ease these 
disturbances. However, we have noticed an increas¬ 
ingly large number of people who have been referred 
to us for psychotherapeutic procedures after having 
been treated by their physicians over a period of 
months in somewhat the following manner: They were 
normal people who went to their physicians for advice 
and counsel about mildly distressing problems that 
had produced tensions, worry, and anxiety. The phy¬ 
sicians, busy and perhaps too casual in their examina¬ 
tions and their evaluations of the patients involved, 
often prescribed a new tranquilizer and sent the pa¬ 
tient off to return later. The patients returned to com¬ 
plain of unpleasant, unwanted responses, often emo¬ 
tional, to the drugs, and the physicians misinterpreted 
the responses as meaning a more “deeply seated” ill¬ 
ness was present. They so stated to the patients and 
precipitated a serious reaction. We have noted (table 
2) about 1,700 instances in which serious problems 
were created in the cases of essentially normal people 
for a time due to misunderstanding on the part of 
physicians. The doctors, rather than the drugs, should 
perhaps be considered at fault. In the obviously emo¬ 
tionally ill persons, problems arise when the patients 
treatment with tranquilizing drugs has been poorly 
watched and regulated (table 2). 

Dangers to Medicine and the Physician.— Medicine 
and the physician have always stood behind the basic 
philosophy that, if everything done for the patient 
could do no good, it should do no harm. The goal of 
all medical treatments is to help the patient attain the 
highest possible performance from his basic equip¬ 
ment, or to return the patient to a state as nearly 
normal as possible. At first glance the use of drugs for 
relief of anxiety seems to fit the goal. But actually, 
does it? 

History has always recorded the many attempts on 
the part of man to avoid and withdraw from pressures, 
tensions, and anxieties. Yet, as we will note later, 
pressure, tensions, apprehensions, and fears may ac¬ 
tually be very necessary stimulants to the finest and 
highest attainments of man. In the past man and 

Table 2.— Nonj>iit/sic«i Dangers to Patients Treated with 


Tranquilizing Drugs 

No. of 

Fatieut? 

Well persons complaining of minor problems (1,700) 

Acute anxiety ...... I,tfl0 

Acute depression . (W0 

emotionally ill persons (827) 

Acute manic state..... ' 11 

Acute depression with suicidal threats.. 

Actual amoral behavior never previously noted... 13 

State of well-being causing very ill people to stop therapy. 126 

Morbid feat of addiction or habituation. 296 

Fear of drug... 301 

Guilt over fantasy or over religious thoughts... No 

accurate 

count 

Total . 2,327 


medicine have had to learn very healthy respect for 
some of the “drugs” such as alcohol, opiates, bromides, 
and barbiturates that would relieve distress and anx¬ 
iety. Many physicians were harmed by these and in 
being harmed were a danger to the medical profession. 
In the same way, we have noted eight or nine cases 
in which physicians themselves overused the tran¬ 
quilizing drugs and three others in which they suf¬ 
fered further emotional problems due to them. 
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Now the physician and medicine find themselves 
confronted by a restless public, a growing pharma¬ 
ceutical industry, an able advertising profession, and 
many truly anxious patients. They all apply a tre¬ 
mendous pressure on the medical profession, indi¬ 
vidually and collectively, to find, to make available, 
and to prescribe a large number of inexpensive tran- 
quilizing drugs. This is a threat, just as each major 
advance in medicine, surgery, anesthesia, or antibiotic 
therapy has posed serious threats to the physician. To 
each, medicine has responded so that dangers and 
complications are minimized. The tranquilizing agents 
may yet prove to be the most serious threat to the 
sound principles of medical practice. 

In a sense physicians have always avoided really 
learning the nature of anxiety', of the neuroses, the 
psychoneuroses, and the psychoses. To most doctors 
these were conditions of a “nonorganic nature,” giving 
the patients no real reason to be ill and to take the 
doctor’s time. Such patients were, however, always 
consulting the physician. Then came the tranquilizing 
drugs. Here was something the literature said helped 
tension, nervousness, and emotional illness of all de¬ 
grees of seriousness. Without thoughtfulness many 
physicians, it would seem, began to give the tran¬ 
quilizing drugs to any or all of these patients, with 
utter disregard for diagnostic categories. This has re¬ 
sulted in serious danger to the physician, for now it 
will take a long time to reestablish the simple fact 
that “psychotherapy” is not the easy ability to write 
prescriptions for tranquilizing drugs, any more than 
the ability to write prescriptions for antibiotics is 
characteristic of an internist’s ability. The real knowl¬ 
edge of psychiatric illnesses is advancing, but there 
could be a serious setback to these advances if there 
is not competent use of these newer drugs. 

Dangers to Society .—The comments that we will 
make must not be interpreted as an attempt to find 
fault with any of the present philosophies of political 
groups. Rather we are trying to point out what to us 
is an unusually important effect on people, as noted 
by our observations in our patients. The point that we 
wish to make is essentially this: In the last 25 years 
we all have seen a philosophy develop that is focused 
on the need for us to have freedom from several 
tilings, including fear. This philosophy is obviously a 
useful one, especially when looked at from afar. But, 
if we study the natural history of mankind, we cannot 
help noting that tension, alertness, alarmedness, fear, 
worry, anxiety, and apprehension have been, are, and 
always will be important elements in the shaping of 
progress. A great many authorities in the past have 
told us this, are telling it to us now, and probably will 
go on saying it for many years. As a nation we Amer¬ 
icans have been strong, and we envision continued 
strength because we have been able to rise to the oc¬ 
casion of defending ourselves in the presence of stress, 
tensions, and apprehension. But now it would appear 
a philosophy has crept in that Mtimates that fear and 
anxiety are evidence of illness and are to be avoided 
or necessitate therapy. 

Whether this is a political philosophy, whether it 
has come from psychiatric schools of thought, or 
whether it is a misinterpretation of the times, we are 
unable to determine. But certainly we see a malignant 
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tendency invading our thinking, forcing us to believe 
that no one should ever be afraid, no one should ever 
feel anxiety, no one should ever feel so moved about 
his position in life as to do something about it. Rather 
we are to be completely tranquil under all circum¬ 
stances and let someone else “do the worrying,” try to 
get ahead, or be successful. 

Among the 8,200 people whom we have seen, a 
large number were having difficulty interpreting their 
own course within the structure of the above-named 
philosophy. They would read or be told that no one 
should get upset about anything, and yet they would 
go to the office and find the pressure from their bosses, 
their supervisors, or their boards of directors. Conflict, 
turmoil, and distress appear everywhere when our 
national philosophy approaches things in one manner 
and our individual philosophy approaches it in an¬ 
other. The use of the tranquilizing drugs obviously 
numbs many of these disturbances. Many individuals 
who are otherwise unable to handle the tensions of 
modern conflicts in philosophy can do so under the 
use of the tranquilizing drugs. But the majority of 
these people are doing so without being of real value 
to themselves and to the group in which they work. It 
is our honest estimate that probably 1,200 to 1,300 of 
the 8,200 people fell into this category. They felt ob¬ 
vious dissatisfaction with the use of tranquilizing 
drugs as a means of treatment or a way of handling 
their tension and anxiety, for it seriously impeded 
their contributions to their company or their value to 
their group. They could see no good coming from the 
idea of everyone feeling completely placid, unless it 
would be the greater acceptance of certain future po¬ 
litical philosophies. 

From all the instances of dangerous reactions to 
tranquilizing drugs cited, a total of some 4,100 in¬ 
stances in 8,200 cases, we sincerely hope no one draws 
the conclusion that we are about to place the blame 
for all the wrongs in medicine, our political situation, 
or the world on the tranquilizing drugs. Rather, we 
are simply and humbly trying to bring forth one very 
important point, that the modern pharmacological 
agents known as the tranquilizing drugs are not any 
more safe for patient and doctor than any other drug 
of any other time. We physicians must not, although 
the effect of the drugs is to tranquilize, be led to be¬ 
lieve that the drugs have no dangers. They do, and 
the various ones as we see them have been noted 
above. 

Prevention of Dangers 

One might ask, then, if there are no procedures that 
can be followed, or certain safeguards that can be 
used, so that an absolute minimum of danger is ex¬ 
perienced. The following points are something in the 
way of suggestions along this line, and we offer them, 
as others have, for whatever value they may have in 
stimulating others’ suggestions. 

It would be well for physicians dealing with pa¬ 
tients with anxiety states to use the oft-repeated ad¬ 
vice of our medical school faculties that there be no 
prescribing until a full evaluation of the patient is 
made and we know his personality and emotional 
responses and needs as well as his physical and labora¬ 
tory status. Doctors should consider urging the ac- 
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ceptance of the tranquilizing drugs as being just as 
much in need of legal restriction as any others and 
demanding that the frequent giving of these drugs to 
patients by well-meaning and friendly druggists be 
curtailed. Research groups might be requested to give 
us special laboratory techniques to measure as ac¬ 
curately as possible the best dosage for each individual 
patient from time to time, as they have with bromides, 
sulfonamides, hormones, and antibiotics. Pharmaceuti¬ 
cal companies and their willing and able publicity 
departments should be urged to initiate public educa¬ 
tion about these drugs in much the same manner as 
some state liquor control boards have done. 

Physicians as a whole must bring up to date their 
knowledge of anxiety states and their ability to ascer¬ 
tain and diagnose them and then to handle and treat 
the many thousands of essentially normal people who 
are worried, anxious, and depressed. These patients 
want no pills from their doctor, but instead an honest 
attempt on the doctor’s part to help them do the best 
they can, to help them learn some way of living with, 
and even enjoying, the tensions of modern living. 
Finally, the modern medical philosophy must continue 
to be that basically man is better off having to fare 
for himself—that being too well cared for, having too 
little fear from cradle to crypt is not healthy and that 
all drugs are still only a small and essential part of 
medical practice, certainly no cure-all for modern 
trouble to be dispensed indiscriminately without sound 
medical advice. 


J.A.M.A., February 9, 1957 
Conclusions 

In our perusal of some 8,200 cases of anxiety in 
persons referred to us by other physicians for psycho¬ 
therapy, we have found some serious complications 
and dangers resulting from the use of tranquilizing 
drugs. The physical danger to normal people and the 
danger to the physician, to medicine itself, and finally 
to society as a whole can be minimized by certain 
actions on the part of physicians. Finally, we would 
like to stress that our cautious attitude is not directed 
toward the drugs alone, because they are valuable to 
a certain degree when used wisely. Our attitude is 
directed toward the physician, who must infonn him¬ 
self well if he is to use these tranquilizers or any drugs 
wisely. Never have any drugs caused quite the same 
effect as these available today. Their future, as well 
as our own, will depend on the immediate reorienta¬ 
tion each physician makes in his own thinking about 
the indications for, and the limitations of, these drugs. 

610 Medical-Dental Bldg. (5) (Dr. Dickel). 

James G. Shanklin, M.D., and Gerhard B. Haugen, M.D., col¬ 
laborated in the writing of this article. 
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USE OF RESERPINE (SERPASIL) IN THE MANAGEMENT OF 
CHRONIC ALCOHOLISM 

Roe E. Wells, M.D., Boston 


Reserpine (Serpasil) was first reported in the United 
States in 1953 as a therapeutic adjunct to the treat¬ 
ment of hypertension . 1 Shortly after the introduction 
of reserpine, numerous reports regarding the effect of 
this drug on patients’ moods and behavior soon fol¬ 
lowed." On the basis of reports that agitated patients 
were calmed, responses to anxiety-or-tension-produc- 
ing situations were modified, and emotionally dis¬ 
turbed patients were more easily managed, it was felt 
a study of this drug in patients undergoing treatment 
for chronic alcoholism was warranted. The study re¬ 
ported here was carried out on ambulatory patients 
undergoing treatment in the Peter Bent Brigham Hos¬ 
pital alcoholic clinic. 

The alcoholic clinic draws its patients from those 
referred by various social agencies, officers of local 
courts, the general hospital clinics, and present and 
former patients. The staff of the clinic is made up of a 
psychiatrist (the clinic director), three internists ori¬ 
ented to this type of work, a psychologist, and a psy¬ 
chiatric social worker. The clinic carries an active 

Associate in Medicine, Peter Bent Brigham Hospital; Clinical 
Associate in Medicine, Harvard Medical School. 


• Reserpine was compared with a placebo in US 
studies involving 180 ambulatory patients who un¬ 
derwent treatment for chronic alcoholism. The final 
comparison involved 33 patients who received the 
placebo and 112 patients who received either 0.25 
or 0.5 mg. of reserpine by mouth twice a day. 
Whether a given patient was receiving reserpine or 
the placebo was known to the druggist and secre¬ 
tary, but not to the patient or his physician. At the 
conclusion of the period of study, of the 112 pa¬ 
tients who received reserpine, 80 (71 %) were re¬ 
ported as slightly improved, moderately improved, 
or well; of the 33 (21 % I who received the placebo, 
only 7 were so reported. Improvement was consid¬ 
ered significant in more than half of the patients 
who received reserpine. 


census of approximately 185 patients. All new patients 
are interviewed by the psychiatric social worker. Gen¬ 
erally the only cases excluded from the clinic are those 
in which drug addiction is the main problem and alco¬ 
holism a minor one. If alcoholism is the prime prob- 
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lem, the patients usually are accepted. The majority 
of patients are motivated, at least at the outset, to 
overcome their difficulty'. 

Most of the patients are in their fourth or fifth 
decades of life and for the most part are in the general 
economic groups of laborers or white-collar workers. 
It is rare to receive patients from "skid row” of the 
type described by Myerson. 3 A small percentage are 
from the managerial or executive level. No distinction 
as far as intake procedure or clinical management is 
made between the groups. 

After the social worker’s interview, the patient is 
seen by the clinic physician to whom he is assigned. 
The patient is then scheduled for a complete history 
and physical examination, blood cell count, urinalysis, 
Hinton serologic test, photofluorogram of the chest, 
sulfobromophthalein-excretion test, and an electro¬ 


therapy, as noted in the table, not infrequently con¬ 
sisted of more than one drug. Generally, use of two 
drugs was not begun at the same time, but rather one 
or another was added to the existing medicament 
when the physician felt its use could not be stopped or 
if he wished to attain an additive effect. 

Reserpine was available in 0.1, 0.25, and 1.0 mg. 
tablets, with identical placebo forms for each. All 
tablets, including placebos, were of tire same size, 
color, consistency, and flavor. The method of dis¬ 
pensing medicaments was not changed from that al¬ 
ready in use by the clinic. The patient, after receiving 
his prescription from his doctor, showed it to the sec¬ 
retary, who stamped it (as for all medicaments) and 
then had the patient take it to the hospital drug store. 
The way in which the prescription was stamped by the 
secretary determined whether drug or placebo was to 


Results of Administration of Reserpine or Placebo in Chronic Alcoholism 


Category of 
Disease 

Well 

Moderately 

Improved 

Slightly 

Improved 

Beserplne 

Unchanged 

Worse 

Totals 

Severe 

16 

(disulflram 
[Antabuse] 7, 
dextro amphetamine 
[Dexedrine] sulfate 

3, chlorpromazlne 
[Thorazine] hydrochloride 

2)* 

21 20 
(disulflram 8, (disulflram 9, 

chlorpromazlne 3, chlorpromazlne 3) 

dfphenhydramfne 
[Benadryll hydrochloride 1) 

22 

(disulflram 1, 
chlorpromazlne 10, 
methylpbenldate 
tRitalinl hydro¬ 
chloride 1) 


79 

Moderate 

10 

• (disulflram 4, 

dextro amphetamine 1. 
glutethiralde [Dorlden] 1) 

2 

(dJsnlflrnin 3) 

7 

{disMlflrnm 2) 

6 

(disulflram 3) 

... 

23 

Mild 

2 

2 

Placebo 

4 

(disulflram 2, 
glutethimfde 3, 
chlorpromazlne 1) 


8 

Severe 

2 

... 

2 

(disulflram 1) 

33 

(disulflram 2. 
chlorpromazlne 1) 

7 

24 

Moderate 

1 

... 

1 

4 

(methylpbenidate 1) 

... 

6 

Mild 

1 

... 

... 

(metbylphenidate 1, 
disulflram 1) 

... 

3 

Total 

32 

25 

30 

61 

7 

145 


* Other drugs used during administration of reserpine or placebo indicated in parentheses. 


cardiogram. Each patient is seen by the same phy¬ 
sician at each clinic visit, generally at one-or-two-week 
intervals. From the outset of these meetings the neces¬ 
sity for total abstinence is recognized and discussed 
with the patient. Remonstration about drinking epi¬ 
sodes, or intimidation, is avoided. Emphasis is placed 
on the thesis that all alcoholic beverages are pro¬ 
hibited. A tapering-off process is discouraged. In sub¬ 
sequent interviews attention is directed toward in¬ 
struction in what methods other than alcoholic tire pa¬ 
tient can use to solve his problems. The patient is en¬ 
couraged to discuss his problems frankly and to 
present them before a crisis develops. 

Method of Study 

The use of reserpine in the clinic began in Novem¬ 
ber, 1954, with a double-blind study being instituted in 
February, 1955, and continued to April, 1956. Drug 


be dispensed. The code was known only to the drug¬ 
gist and the secretary. These slips were never seen by 
the physician, nor retained by the patient. The secre¬ 
tary kept a record of dosage of all drugs and whether 
reserpine or placebo was used. The physician could 
request a change in medicament but would be unable 
to know whether he was changing from placebo to 
reserpine, or vice versa. In general, dosage was either 
0.25 or 0.5 mg. (one-half of a 1-mg. tablet) twice a day. 
If a patient did not use the medicament or inadvert¬ 
ently obtained it from outside drugstores, this was 
noted. 

In evaluating those patients on drug therapy and 
those receiving placebo, patients were divided into 
three arbitrary categories. Those alcoholic patients 
with conditions considered "marked” or “severe” in¬ 
cluded those that had been drinking “heavily” for over 
15 years, with major social or physical complications. 
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These complications usually included complete rejec¬ 
tion by ail members of the family, loss of work and 
inability to support themselves, hepatic insufficiency, 
or more than one bout of overt delirium tremens. 
There would have been no period of sobriety longer 
than three weeks in the last five years. 

The second, or “moderate,” group included those 
who had been drinking heavily for over 10 years, with 
only moderate social or physical damage. This would 
generally include divorce, but with some family con¬ 
tact remaining; ability to hold part-time jobs for short 
periods; and hepatomegaly, with normal results on 
liver studies. In this group the “shakes” were common 
but not "DT’s.” There would have been no period of 
sobriety lasting more than six weeks within the last 
five years. 

The “mild” group were those patients who had 
drunk heavily for 10 years or less, with minimal social 
or physical complications. In this group there were no 
records of arrests, loss of more than two jobs, or phys¬ 
ical ailments more severe than alcoholic gastritis. 

Results 

One hundred forty-five clinical studies were com¬ 
pleted from the original total of 180 patients. The 
period of study ran from November, 1954, to April, 
1956. There were 46 women in the group. Distribution 
of patients by age was as follows: 9 patients were in 
the age group 21-30 years; 48, 31-40 years; 63, 41-50 
years; 35, 51-60 years; and 5, 61-70 years. Of the 180 
patients, 35 patients could not be evaluated for the 
following reasons: 25 did not return to the clinic after 
the initial visit, 8 did not take the medicaments, and 
the reports of 2 were missing. 

Patients were divided, according to the results of 
therapy, into four groups: well, moderately improved, 
slightly improved, unchanged. The “well” group were 
without an alcoholic drink of any kind for a period of 
not less than nine months and in general were rehabili¬ 
tated during that period, with return to work and 
family reunification. In general there was marked im¬ 
provement in physical condition and appearance. In 
the “moderately improved” group there had been no 
more than three drinking episodes in a six-month 
period, and these lasted 60 hours (2Vz days) or less. 
Rehabilitation, in regard to steadier employment, and 
partial return to family groups were noted. 

In the “slightly improved” group drinking was less, 
usually in frequency rather than in quantity, and mo¬ 
tivation to continue treatment and improve remained 
strong. Physical and social changes were slight. Trem¬ 
ors were still present, but the patient would be more 
likely to arrive in the clinic not smelling of alcohol, 
would be better dressed, and would tell of trying to 
get to work. While sober, he might have made a brief 
visit to one or more members of the family. Generally, 
public agency support continued to be required. 

Since other drugs were being used at the time 
therapy was started or were added to the regimen 
after therapy with reserpine had begun, the tabulation 
of these facts is included in the table. Of the 112 pa¬ 
tients receiving reserpine, 34 volunteered within the 


first two weeks of therapy such comments as “calmer,” 
"less tense,” “nerves steadier” or “don’t worry.” Of the 
33 on placebo therapy, 8 volunteered “no help.” One 
patient (two prior episodes of hepatic coma) volun¬ 
teered that he was calmer. 

The table reveals that on reserpine therapy roughly 
half of all patients obtained significant improvement. 
About 28% of the "severe” group were unchanged. The 
distribution of patients on therapy with other medic¬ 
aments while on therapy with reserpine was noted to 
be fairly evenly divided. 

The four patients that are counted as markedly im¬ 
proved on placebo therapy bear some comment. One 
of the four had been on reserpine therapy previously, 
had diabetes mellitus, and had been drinking for 15 
years. One patient had lost a position involving 30 
years’ experience as a company executive. In an effort 
to keep his family from abandoning him entirely, he 
took a job in a factory involving heavy manual labor. 
He received no other medicaments and commented his 
“nerves” were no better, but from his first clinic visit 
on he never drank again (one year of observation). At 
the last interview he was about to return to his original 
profession. One of the four had drunk for four years 
and was on therapy with disulfiram (Antabuse). The 
fourth had drunk heavily for over 15 years, was on 
court probation, and had a history of hepatic insuf¬ 
ficiency. On placebo therapy alone he did not drink 
during a period of 13 months’ observation. As noted, 
3 of the 33 patients on placebo therapy showed slight 
improvement, while 19 were unchanged. Seven were 
considered worse because of prior improvement on 
reserpine therapy followed by relapse with the use of 
placebo. No toxic reactions were noted. Two patients 
complained of nasal obstruction while on reserpine 
therapy. 

Comment 

Two major limitations to a study such as this were 
immediately apparent. One was that this ambulatory 
clinic population was a weighted or selected group, 
but the patients constituted the most common type in 
this category that the average practitioner or internist 
would be likely to deal with in present-day practice. 
It was weighted in the sense that the majority of re¬ 
ferring agencies would refer only those patients that 
they felt had some hope of rehabilitation, no matter 
how small. 

The second and more important limitation was 
the method of critically evaluating any new drug in 
patients of this type, who in general were moti¬ 
vated to overcome their problem. Although quantita¬ 
tively different, the difficulty in such an evaluation 
would be qualitatively identical to that in similar 
studies in hypertension, mental disease, or in any group 
of patients where objective findings are unobtainable 
or the patient-doctor relationship nullifies the value of 
reliable objective data. 4 With these limitations in 
mind, it was apparent the only acceptable method of 
analysis would be the double-blind study. 

The plethora of new drugs upon the market, and 
especially those involving an effect on mood or be¬ 
havior, has produced a flood of reports and advertising 
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material that now has the physician thoroughly sus¬ 
picious as to the value of any of these materials. One 
might speculate that had many drugs enjoyed a less 
spectacular introduction in regard to their merits the 
average physician would have accepted their limita¬ 
tions and given them a longer clinical trial. At present, 
if the “panacea” fails in the first few patients, it is dis¬ 
carded entirely and the next new stimulant or tran¬ 
quilizer started in its place. 

As can be seen here under ideal conditions and with 
many factors encouraging the identification that takes 
place between patient, doctor, and clinic, only half of 
the patients gained significant improvement. It would 
be of definite value, however, to know that in patients 
of the type described above the use of reserpine does 
produce improvement in approximately half of the 
group. The other factor in a study of this type is the 
powerful effect of the identification that takes place 
between the patient and his doctor. The psychiatric 
and therapeutic aspects of this relationship have been 
reported elsewhere. 3 It is believed, however, that this 
type of relationship can be established with the ma¬ 
jority of patients by any physician interested in dealing 
with this type of problem. In considering the figures 
given above, it cannot be stated what percentage of 
patients are rehabilitated without drug or placebo 
therapy of any kind, for since the inception of tire 
clinic (1946) some form of medicament has always 
been in use. 

This double-blind study permits conclusions to be 
drawn only when the limitations stated herein are 
clearly outlined. Understanding these, the drug may 


be used more efficiently and with greater value in 
patients undergoing treatment for chronic alcoholism 
and related conditions. 

Summary 

A study was made of 145 ambulatory patients under¬ 
going treatment for chronic alcoholism. A double-blind 
study with reserpine (Serpasil) and a placebo revealed 
that approximately half the patients treated in an out¬ 
patient clinic were significantly improved on reserpine 
therapy. One-fourth were slightly improved and one- 
fourth were unchanged. Of the 33 patients receiving 
placebo therapy under the same conditions, 29 (87%) 
showed no significant improvement. 

721 Huntington Ave. (15). 

The reserpine used in this study was supplied as Serpasil by 
Ciba Pharmaceutical Products, Inc., Summit, N. J. 

Dr. Robert Fleming gave support, advice, and assistance and 
Drs. E. Robin and W. Wacker cooperated in this study. 
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CHLORISONDAMINE (ECOLID) CHLORIDE IN MEDICAL 
TREATMENT OF SEVERE HYPERTENSION 

Fred T. Darvill, M.D. 
and 

John L. Bakke, M.D., Seattle 


Since the introduction of hexamethonium for tine 
treatment of severe hypertension, related compounds 
have been synthesized in order to find more effective 
and useful ganglionic blocking agents. The discovery 
of pentolinium (Ansolysen) tartrate in 1954 was a 
valuable contribution, because of the longer duration 
of action and increased potency of this drug. A more 
recent addition to this group of drugs is chlorisonda- 
mine (Ecolid) chloride (4, 5, 6, 7-tetrachloro-2-(2-di- 
methylaminoethyl)isoindoline dimethochloride). Plum¬ 
mer and co-workers 1 found chlorisondamine was the 
most effective ganglionic blocking agent of a series of 
seven bisquaternary tetrachlorisoindolines tested in 
cats and dogs. Preliminary clinical studies reported by 

From the Veterans Administration Hospital and the Depart¬ 
ment of Medicine, University of Washington School of Medicine. 
Dr. Darvill is now at Mount Vernon, Wash. 

Read in part before the Western Section, American Federa¬ 
tion for Clinical Research, Carmel, Calif., Jan. 26, 1956. 


• The cardiovascular-renal status of 21 hypertensive 
patients was followed through a total of 122 patient- 
treatment months, during which comparisons were 
made between treatments including chlorisondamine 
and treatments with or without other ganglion-block¬ 
ing drugs such as hexamethonium and pentolinium. 
All patients had either a malignant or a severe benign 
hypertension, and three died despite treatment dur¬ 
ing the course of the investigation. Hemodynamic 
measurements in four patients indicated that the 
chlorisondamine caused the fall in blood pressure by 
lowering the peripheral resistance rather than the 
cardiac output. Its use permitted a reduction of the 
average diastolic blood pressure to 100 mm. Hg or 
below in 18 patients. The side-effects, which included 
dizziness, blurred vision, photophobia, and fatigue, 
caused four patients to refuse to continue taking the 
drug. Its advantages and disadvantages are illus¬ 
trated by six detailed case histories. 
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Grimson and others , 2 with use of relatively small single 
daily doses of chlorisondamine, were encouraging, as 
were two reports by Smirk and Hamilton , 3 who used 
it in 28 patients. Both reports concluded that the drug 
merited further clinical trial. The present study was 
designed to determine the possible value of larger and 
more frequent oral doses than used in these previous 
studies and to ascertain whether its use in combina¬ 
tion until other oral antihypertensive drugs would 
offer any advantage over previously available drug 
combinations. 

Selection of Patients 

Twenty-one male patients with severe benign or 
malignant hypertension by Schroeder’s criteria ' 1 were 
available for this study. (Severe benign—diastolic pres¬ 
sure, 120-160 mm. fig; fundi, hypertensive, grade 2 ; 
rate of progress, moderate. Malignant—diastolic pres¬ 
sure, 130-200 mm. Hg; fundi, hypertensive, grade 3-4; 
.rate of progress, rapid. For complete criteria, see orig¬ 
inal report.) The patients’ ages ranged from 30 to 65 
'years, until an average age of 49. Nine of these patients 
(hereafter called group 1 ) were already taking hexa- 
methoniuni or pentolinium in combination with other 
antihypertensive drugs, including reserpine. Eight pa¬ 
tients (group 2 ) had taken, or were currently taking, 
other antihypertensive drugs but had never received 
ganglionic blocking agents. Four patients (group 3) 
had never received any form of antihypertensive medi¬ 
cation. All patients admitted to this study were able to 
cooperate in the treatment program and had sufficient 
motivation and intelligence or supervision to obtain 
and graph their blood pressure levels while at home. 

Method of Study 

Each patient was initially admitted to the hospital, 
where the following studies were obtained: history; 
physical examination, including description of the optic 
fundus after dilation; white blood cell count; urinaly¬ 
sis; determination of blood urea nitrogen and creati¬ 
nine levels; phenolsulfonphthalein excretion test (15 
and 60 minutes); chest x-ray; electrocardiogram; in¬ 
travenous pyelogram; and intravenous phentolamine 
(Regitine) test. With tire exception of tire last test, all 
tests were repeated every 6 to 12 months in anticipation 
of evaluating the long-term results of therapy. 

During the initial hospitalization, prior to treatment, 
the control blood pressure level was recorded on a 
regular schedule at least four times a day, both supine 
and erect. This recording schedule was continued 
throughout hospitalization and after discharge as long 
as treatment was continued. No uniform program was 
established regarding the period of time standing or 
supine prior to taking the blood pressure, but it was 
constant in each patient and was never less than half 
a minute. Each patient had a control period (average 
10 days; range 6 - 20 ) unless a delay in starting treat¬ 
ment was unjustified because of rapidly advancing 
malignant hypertension that immediately threatened 
tire patient’s life. Four patients in tins latter group 
were treated after only two to five days of control 
study. 


The pretreatment control blood pressure level was 
arbitrarily determined by averaging at least 10 con¬ 
secutive values obtained over the two-to-three-day 
period immediately before starting treatment with an 
antihypertensive drug. In this way, the initial values 
obtained upon admission to the hospital, which usually 
were much higher than those obtained later, played 
no part in evaluation of treatment. After starting, 
changing, or stopping therapy the diastolic pressure 
was allowed to reach a new steady level before at least 
10 consecutive values obtained over a two-to-three-day 
period were averaged. Although many hundreds of 
values were usually available, their inclusion would 
not change tire average values. 

Each patient served as his own control, as treatment 
was repeatedly started, altered, or discontinued during 
the study. To avoid the artifact of a "rebound” rise in 
pressure after sudden withdrawal of therapy, the drug 
under study was always withdrawn slowly over 7 to 
14 days. 

During the initial hospitalization each patient, or a 
member of his household, was taught to take, record, 
and graph the supine and erect blood pressure. In 
addition, patients were taught to record the daily dos¬ 
age schedule of medication and to make daily com¬ 
ments on symptoms and on pertinent psychological 
and physical everits such as malaise, dizziness, visual 
blurring, constipation, impotence, response to alcohol, 
work performance, and physical and emotional stress. 
This combined blood pressure record and diary, called 
the “blood pressure graphic,” served as tire principal 
guide for altering medication during the outpatient 
management of the patient. 

Because ganglionic blocking agents usually decrease 
the standing blood pressure level significantly more 
than the supine, both erect and supine diastolic values 
were averaged to give a single “average diastolic pres¬ 
sure.” This simplified the presentation of data and may 
be a satisfactory estimation of the daily mean diastolic 
blood pressure level. Tire therapeutic goal was to ob¬ 
tain an average daily diastolic blood pressure level 
(combined supine and erect) of less than 100 mm. Hg 
without any disabling side-effects. 

The patients in group 1, who were already taking 
either hexamethonium or pentolinium in combination 
with other drugs, had chlorisondamine substituted as 
the ganglionic blocking agent for purposes of com¬ 
parison and to determine approximate dosage equiva¬ 
lents. The patients in groups 2 and 3, who had never 
received ganglionic blocking agents, were started on 
therapy with 25 mg. of chlorisondamine orally, after 
the morning and evening meal. The other antihyper¬ 
tensive drugs being administered at the start of the 
study were continued. The dose of chlorisondamine 
was increased by 25 to 50 mg. every one or two days 
until one of the following events occurred: ( 1 ) satis¬ 
factory control, with an average diastolic pressure 
under 100 mm. Hg, or (2) side-effects or intermittent 
symptomatic hypotension, preventing a further in¬ 
crease in dosage, or (3) a total dosage of 300 mg- 
of chlorisondamine every 12 hours proved to be in¬ 
effective. If the pressure reduction did not reach the 
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therapeutic goal with use of chlorisondamine alone, 
reserpine, 0.25 mg., one to three times daily, was 
added to the regimen. If this combination was ineffec¬ 
tive, hydralazine (Apresoline), a veratrum preparation 
(alkavemr [Veriloid], cryptenamine [Unitensen], or 
protoveratrine A and B malleates [Provell malleate]), 
and finally plienoxybenzamine (Dibenzyline) hydro¬ 
chloride, were added to the program. 

Results 

The results obtained with chlorisondamine are based 
on a total of 122 patient-treatment months (range 1 
to 10 months per patient; average 6 months) and on 
more than 14,000 blood pressure recordings. The re¬ 
sults are summarized in table 1. 

Six of the nine patients in group 1, who were taking 
either hexamethonium or pentolinium in combination 
with other antihypertensive drugs including reserpine, 
maintained satisfactory blood pressure control (an 
average diastolic pressure less than 100 mm. Hg) when 
chlorisondamine was substituted as the ganglionic 
blocking agent. The following case report is an ex¬ 
ample of this. 

Case 1.—A 60-year-old male (Da.) was known to have hyper¬ 
tension since 1950. His blood pressure levels were frequently as 
high as 270/150 mm. Hg and averaged 220/140, in spite of 


Table 1.— Summary of Results 


Experimental No. ot 
Group Patients 

1 9 ! 

2 8 

S 4 


Failure 


Total 

to Control 

Chlorisondamine 

No. of 

Pressure* 

Rejected 

Failures! 

0 

1 

2 

2t 

o 

A 

It 

1 

2 


Total 


3 4 8 


* Chlorisondamine therapy failed to sustain an avertiRe diastolic pres¬ 
sure below 200 mm. He. 

t Therapy failed to control the diastolic pressure, patient refused to take 
the drug, oi patient died. 

J One in this group died during treatment; a total of three deaths. 


therapy with Rauwolfia (Raudixin), alkavervir, Hydergine 
(dihydrogenated ergot alkaloids), and a low-salt diet. Between 
1950 and 1954 progressive cardiac enlargement and electro¬ 
cardiographic strain of the left side of the heart were observed 
to appear. Grade 2 optic fundi progressed to early papilledema. 
He had a cerebrovascular accident (aphasia and hemiparesis) 
in 1953, with complete recovery and without any change in his 
blood pressure level. 

When the patient was hospitalized in January, 1954, his blood 
urea nitrogen level was 33 mg. per 100 cc.; phenolsulfonphthal- 
ein excretion was 10% in 15 minutes, with 20% additional in one 
hour; intravenous pyelograms were normal; hematocrit was 43 . 
The patient was placed on a serial regimen of Rauwolfia, 50 mg. 
three times a day; hexamethonium, 500 mg. every six hours; 
hydralazine, 50 mg. every four hours; protoveratrine A and B 
malleates, 0.5 mg. every four hours; and plienoxybenzamine, 
20 mg. every six hours. After discharge his blood pressure level 
varied from 120/86 mm. Hg to 160/104 during a typical day, 
with a 10-day average of 150/95. He felt well, played golf, and 
gardened. He was rehospitalized in January, 1955. Physical 
examination at this time revealed normal optic fundi. The elec¬ 
trocardiogram and chest x-ray had returned to normal. The 
creatinine level was 2.5 mg. per 100 cc.; phenolsulfonphthalein 
excretion was 10% in 15 minutes, with an additional 8 % in one 
hour. 

In May, 1955, while he was an outpatient, first phenoxybenza- 
mine and then protoveratrine A and B malleates were slowly dis¬ 
continued without resulting in change of blood pressure. How¬ 
ever, when the dose of hexamethonium was gradually reduced by 
only one-third over eight days, the blood pressure level increased 


from an average of 142/91 mm. Hg to 200/130, which alarmed 
the patient so that he refused to continue the test. Pentolinium 
was substituted for hexamethonium, and the average diastolic 
pressure fell to 90 mm. Hg. In July, 1955, chlorisondamine was 
substituted for pentolinium and an average diastolic pressure of 
85 mm. Hg was maintained. Seventy-five milligrams of chlori¬ 
sondamine every 12 hours were equivalent in hypotensive effect 
to 150 mg. of pentolinium every 8 hours, or 375 mg. of hexame- 
thonium every 6 hours. For the next 10 months chlorisondamine 
therapy, 75 mg. every 12 hours, and reserpine, 0.25 mg. every 
12 hours, satisfactorily controlled his blood pressure level and 
lie returned to work as a railroad conductor. 

When the patient was rehospitalized in March, 1956, his 
fundi were grade 2 , his electrocardiogram and chest films were 
normal, his blood urea nitrogen level was 31 mg. per 100 cc., 
and his creatinine level, 2.3 mg. per 100 cc. His phenolsulfon¬ 
phthalein test showed 12% excretion in 15 minutes and 20% addi¬ 
tional at the end of one hour. 

For the purpose of transferring a patient to chlor¬ 
isondamine therapy, the daily oral dose of chlorisonda¬ 
mine was approximately one-third that of pentolinium 
and one-sixth that of hexamethonium. Thus, 50 mg. of 
chlorisondamine every 12 hours was equivalent to 100 
mg. of pentolinium every 8 hours, or to 125 mg. of 
hexamethonium every 4 to 6 hours. Because parenteral- 
ly given chlorisondamine has not been used in this 
study, it is not possible to separate effectiveness and the 
efficiency of gastrointestinal absorption. 

In the three patients remaining in group 1, the addi¬ 
tion of chlorisondamine lowered the diastolic pressure 
when the other ganglionic blocking agents alone, or in 
combination with the other antihypertensive drugs, 
had failed. One of these patients had advanced uremia 
prior to starting treatment and died in spite of ade¬ 
quate control of his diastolic pressure. The patient in 
case 2 illustrates the comparative effectiveness of chlor¬ 
isondamine. This patient also is an example of a clinical 
failure of chlorisondamine therapy; in spite of ade¬ 
quate control of the diastolic pressure, the visual 
complaints caused him to discontinue use of the drug. 

Case 2 --A 50-year-old male (Tr.) had shown a symptomatic 
albuminuria and gradually increasing hypertension since 1950. 
Chronic passive congestion began in 1953, and it was the written 
opinion of the consulting cardiologist that the patient was totally 
disabled and would probably never be able to return to any 
occupation. He was admitted to the hospital in August, 1954, 
with an average control blood pressure level of 260/130 mm. Hg, 
grade 2 retinopathy, a heart enlarged to the midaxillary line, 
hepatomegaly, and marked pedal edema. The electrocardiogram 
revealed strain of the left side of the heart, and a chest x-ray 
showed left ventricular hypertrophy and passive congestion of 
the lungs, in spite of the fact that the patient was fully digital¬ 
ized. Laboratory study revealed albuminuria (400 mg. per 
100 cc.) and occasional hyaline casts, red and white blood cells; 
phenolsulfonphthalein excretion was 6 % in 15 minutes, with an 
additional 2% after one hour; the creatinine level was 3 mg. per 
100 cc.; and the blood urea nitrogen level was 33 mg. per 100 cc. 
The phentolamine test was negative. At the time of discharge 
from the hospital his average blood pressure level was reduced 
to 175/110 mm. Hg with hexamethonium therapy, 500 mg. 
four times a day, in combination with hydralazine, 25 mg. four 
times a day, and reserpine, 0.25 mg., four times a day. He felt 
much improved, although vigorous activity, such as hunting deer 
in the mountains, resulted in periodic episodes of ankle swelling 
requiring the addition of diuretics. Impotence resulting from his 
medication was relieved by a monthly intramuscular injection 
of 300 mg. of testosterone cyclopentylpropionate. 

Seven months later, in February, 1955, he was rehospitalized, 
at which time a definite decrease in heart size and clearing of 
the pulmonary congestion were seen. The phenolsulfonphthalein 
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test showed 57 excretion in 15 minutes, with nn additional 155? 
in one hour; the creatinine level was 2.3 mg. per 100 cc. The 
(loses of hexamethonium, hydralazine, alkavervir, and phenoxv- 
hcnzaminc were all increased to intoxicating levels without 
lowering the average diastolic pressure below 110 mm. Hg. 

In July, 1955, he was rehospitalized and chlorisondamine, 
125 mg. every 12 hours, was substituted for hexamethonium. The 
average diastolic pressure fell from 115 to 90 mm. Hg. The 
doses of hydralazine and reserpine were continued unchanged. 
Upon discharge he had a sustained diastolic pressure level below 
100 mm. Hg for the first time since the onset of his illness. He 
felt well enough to return to work. In spite of satisfactory blood 
pressure control with chlorisondamine, he found the associated 
blurred vision, photophobia, and red vision intolerable, so in 
October hexamethonium, 500 mg. four times a day, was substi¬ 
tuted for the chlorisondamine. His average blood pressure level 
increased to 210/127 mm. Hg. In November, 1955, he was re¬ 
hospitalized because of increasing orthopnea, dyspnea, and 
edema; lie was unresponsive to digitalis therapy, low-salt diet, 
and oral administration of diuretics. The chest x-ray showed an 
increase in heart size; the electrocardiogram showed the return 
of strain of left side of the heart. Chlorisondamine, 150 mg. 
every 12 hours, was substituted for the hexamethonium, and the 
average blood pressure level fell from 240/130 111 m. Hg to 
160/90 within one day. Blurred vision again became prominent, 
in spite of pilocarpine therapy. 

After his discharge from the hospital, the visual symptoms so 
interfered with his work as a cargo checker that he again stopped 
taking chlorisondamine and returned to hexamethonium therapy, 
500 mg. four times a day; he continued to take hydralazine, 
50 mg. four times a day, and reserpine, 0.25 mg. twice a day, as 
before. The average diastolic pressure level again increased to 
120 mm. Hg. When both phenoxybenzamine and mecamylamine 
were added to the regimen, there was no further drop in the 
blood pressure level. He is currently being considered for 
sympathectomy. 

The eight patients in group 2, who were receiving 
some form of antihypertensive therapy (reserpine, 
phenoxybenzamine, hydralazine, or veratrum), but 
who had never received a ganglionic blocking agent, 
had an average diastolic pressure of 113 mm. Hg. 
After treatment with chlorisondamine the average dia¬ 
stolic pressure of tire group fell to 90 mm. Hg standing 
and 100 supine. Two patients who had undergone 
sympathectomy prior to the use of chlorisondamine 
were unusually sensitive to the effects of the drug. In 
one, 25 mg. of chlorisondamine caused orthostatic syn¬ 
cope and 12.5 mg. every 12 hours caused a induction 
of 36 mm. Hg in the average diastolic pressure. The 
patient in case 3 illustrates this marked sensitivity: 

Case 3.—A 38-year-okl male (Wa.) was first referred to the 
hospital in February, 1954, with albuminuria and hypertension. 
Physical examination revealed grade 4 optic fundi with exudates, 
hemorrhages, and bilateral papilledema. The heart was enlarged 
2 cm. to the left of the midclavicular line and there was pedal 
edema. The urine had 180 mg. per 100 cc. of protein and many 
red blood cells and granular casts. The blood urea nitrogen level 
was 12 mg. per 100 cc., but one week later increased to 37 mg. 
Intravenous pyelograms failed to visualize the kidneys. Chest 
x-ray showed marked generalized cardiac enlargement and pas¬ 
sive congestion of the lungs. Serial electrocardiograms showed 
strain of the left side of the heart. The patient’s blood pressure 
level was stable and averaged 230/170 mm. Hg. Rauwolfia, 
hydralazine, protoveratrine A and B mallcates, Hydergine, and 
hexamethonium in varied doses and combinations were unsuc¬ 
cessful in controlling the blood pressure. The patient's home 
conditions appeared to preclude medical management with the 
blood pressure graphic, so a two-stage bilateral thoracolumbar 
sympathectomy was performed in February, 1954. The average 
blood pressure level at the end of tire second procedure was 
120/S0 mm. Hg, but in three weeks it increased to 140/90 
supine and 150/110 erect. 


He was rehospitalized two months later for rcevaluation, Ris 
average blood pressure level was 182/134 mm. Hg supine and 
154/130 erect. Papilledema had disappeared, hut exudates ami 
hemorrhages were still present. Electrocardiograms still showed 
a pattern of strain of the left side of the heart, although chesi 
x-ray showed a 4-cm, decrease in the transverse diameter of the 
heart. Digitoxin therapy had been discontinued a month prior 
to admission. Blood urea nitrogen level was 21 mg. per 100 cc.; 
phenolsulfonphthalein excretion was 25% in 15 minutes 
with an additional 15% at one hour; and microscopic examina¬ 
tion of the urine was normal. He was discharged, and blood 
pressure levels obtained at home by a visiting nurse averaged 
190/130 mm. Hg. Hydralazine, 50 mg. three times a day, and 
Rauwolfia, 100 mg. twice a day, were administered with a fall 
in blood pressure to 156/110 mm. Hg supine and 136/80 stand¬ 
ing. Two months later (July, 1954) Iris’ average pressure was 
142/108 mm. Hg supine and 136/96 standing. He was advised 
to continue his medication, hut he terminated his care for a 
year and a half. 

In January, 1956, he was rehospitalized because of two months 
of progressive dyspnea and orthopnea. He stated that he had 
stopped all antihypertensive medication in the autumn of 1954 
and had returned to light work in July, 1955. Physical examina¬ 
tion revealed a blood pressure level of 220/150 mm. Hg supine 
and 210/140 erect. The optic fundi were grade 3, with fresh 
hemorrhages and exudates. There were moist rales at the lung 
bases; the heart was enlarged 2 cm. outside of the midclavicular 
line; the electrocardiogram showed strain of the left side of the 
heart and the chest film revealed the heart to be slightly larger 
than it had been in 1954. The blood urea nitrogen level was 
23 mg. per 100 cc.; phenolsulfonphthalein excretion was 25? in 
15 minutes, with an additional 23% at one hour. He was digita¬ 
lized and his congestive failure cleared, but his average pressure 
level remained 220/130 mm. Hg. An initial dose of 25 mg. of 
chlorisondamine caused a drop in his blood pressure level to 
110/80 mm. Hg, with resulting orthostatic syncope. The dose 
was reduced to 12.5 mg. every 12 hours, and the diastolic pres¬ 
sure stabilized at 100 mm. Hg when erect and 120 when supine. 
The addition of 0.25 mg. of reserpine further reduced the erect 
pressure to 98/58 mm. Hg, although the erect diastolic pressure 
later stabilized at 130/90. After one month digitalis therapy was 
stopped and the patient was discharged. The dosage of chlori¬ 
sondamine was later increased to 25 mg. every 12 hours to 
control a gradual rise in pressure, and the patient returned to 
work as a drill press operator in March, 1956. 

Two of the eight patients in group 2 were resistant 
to chlorisondamine therapy. The average diastolic 
pressure was reduced only 11 mm. Hg and did not 
reach a satisfactory level, in spite of the administration 
of 300 mg. of chlorisondamine every 12 hours. One of 
these patients died of chronic uremia in the fourth 
month of therapy. 

Two other patients in group 2 had a satisfactory 
fall in diastolic pressure but refused to continue the 
chlorisondamine therapy because of side-effects. The 
patient in case 4 illustrates this serious limitation of 
the drug (as did the patient in case 2). 

Case 4.—A 41-year-old hypochondriacal male (We.) was ad¬ 
mitted to the hospital in September, 1954, because of weakness, 
palpitation, and blurred vision. Hypertension had been discov¬ 
ered 12 years prior to admission and blurred vision began six 
months prior to admission. Physical examination revealed a 
blood pressure level of 230/150 mm. Hg. The optic fundi were 
grade 3. The heart was enlarged; renal function, including the 
phenolsulfonphthalein test and intravenous pyelogram, was 
normal. Prior to therapy the average control diastolic pressure 
had fallen to 125 mm. Hg. Reserpine therapy had no effect on 
the blood pressure level, but pentolinium, 40 mg. four times a 
day, or hexamethonium, 125 mg. four times a day, lowered tin- 
average diastolic pressure to 100 mm. Hg. However, the patient 
was unable to tolerate either drug because of malaise, fatigue, 
and blurred vision. For a year he recorded his blood pressure 
levels at home and was maintained on therapy with reserpine, 
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0.25 mg. three times a day, and alkavervir, 4 mg. three times a 
day, with an average diastolic pressure of 115 nun. Hg. His 
optic fundi improved to grade 2. 

When it became available, chlorisondamine, 50 mg. every 
12 hours, was given. The average diastolic pressure fell to 90 mm. 
Hg, but severe malaise, fatigue, dizziness, and visual blurring 
caused the patient to discontinue the medication. When chlori¬ 
sondamine therapy was stopped, the blood pressure level rose to 
its previous level. Because of the appearance of early renal 
damage and fresh hemorrhages in the retina, a thoracolumbar 
sympathectomy was performed in April, 1956. A month later 
tiie average biood pressure levels were 170/100 mm. Hg erect 
and 100/70 supine, and the patient had the same numerous 
complaints as when he had taken chlorisondamine. 

The four patients in group 3, who had never re¬ 
ceived any antihypertensive drug, had an average dia¬ 
stolic pressure of 135 nun. Hg. Table 2 tabulates the 
effects of various doses of chlorisondamine in this 
group. The progressive response to increasing doses 
of chlorisondamine can be seen. All of these patients 
but Mi. had malignant hypertension with papilledema. 
Fa/s diastolic pressure was not satisfactorily controlled, 
and he died of increasing uremia three months after 
starting treatment. The patient in case 5 had no sig¬ 
nificant uremia when he was first treated, and medical 
management appeared to be lifesaving in his case. 

Table 2 —Response to Increasing Doses of Chlorisondamine in 
Patients Treated for the First Time (Group 3) 


Av. »Sui>lnc Diastolic Aw Erect Diastolic 
Blood Pressure* Blood Pressure* 


< hlorisonduminy,, 
-Mir. <j. 12 h. 


Patient 



v- 

Fntlent 



Or. 

Ml, 

Fa. 

Bu. 

A v. 

Cr. 

ML 

Fa. 

Bu. 

Aw 

None 

Kt 

317 

no 

rest 

13o 

134 

114 

131 

1071 

ISO 

50 

12* 

101 

10S 

135t 

117 

120 

92 

10S 

1311 

lit 

100 

1U 

not 

115 

not 

11G 

113 

112t 

10S 

not 

no 

150 

111 

99 } 


122t 

111 

80 

9ot 


not 

99 

200 

200f 

118 

102 


113§ 

011 


118 

74 


1021 

9St 



v Average of a minimum oi 10 consecutive virtues, 
t 0.25 mgr. rcscrjdne q. 12 h. in addition to the EcolUL 
J Aiiresolinc, 50 mjr. q.i.rt., in addition to reserpine and chlorisonrtainine. 
5 Died of uremia. 

Case 5.—A 48-year-olu mule vliu.}, known to have hyperien- 
sion for 20 years, was admitted to the hospital for the first time 
in October, 1955, with complaints of fatigue, orthopnea, ankle 
swelling, and shortness of breath. Examination revealed an 
obese, disoriented, lethargic, severely ill male. His blood pressure 
level varied between 290/160 mm. Hg and 300/170. The fun- 
duscopic examination revealed marked papilledema, with many 
hemorrhages and exudates. The right pupil was dilated and 
fixed. Rales were present at both lung bases, the heart was 15 cm. 
to the left of the midsternal line, and there was marked pedal 
edema. The blood urea nitrogen level was 25 mg. per 100 cc.; 
phenolsulfonphthalein excretion was 8 % in 15 minutes, with 7S> 
additional after one hour. The cerebrospinal fluid pressure was 
445 mm. Hg, and the protein was 51 mg. per 100 cc. Urinalysis 
showed a trace of protein and rare red blood cells. The electro¬ 
cardiogram revealed early strain on the left side of the heart. The 
chest x-ray showed the left ventricle to be grossly enlarged, with 
marked passive congestion of the lungs. The serum sodium, 
potassium, chloride, and bicarbonate levels were normal 
throughout his hospital course. 

The patient was treated with bed rest; low-salt diet; digitali¬ 
zation; mercurial diuretics; reserpine, 0.25 mg. three times a 
day; hydralazine, 25 mg., then 50 nig., four times a day; and 
chlorisondamine, 50 mg. every 12 hours, increased over four days 
to 200 mg. every' 12 hours. Within three days his supine blood 
pressure level fell to 180/120 mm. Hg and after 10 days, grad¬ 
ually to 150/95 mm. Hg. This successful program was continued 
unchanged for slx weeks. During the second week of hospitaliza¬ 
tion, tlie electrocardiogram revealed Q waves and inverted T 
waves in leads 3 and AVF. The patient, who had become men¬ 


tally alert and cooperative, experienced no pain or discomfort 
and the blood pressure level, recorded every three hours, did not 
reveal any sudden fall in pressure. Subsequently, a series of 15 
electrocardiograms did not reveal the anticipated changes of an 
evolving myocardial infarction. However, some of his steady 
decline in pressure may have been due to an infarction, if one 
had occurred. When ambulation was started, orthostatic dizzi¬ 
ness necessitated reducing the dosage of chlorisondamine to 
25 mg. every 12 hours. When orthostatic dizziness was elimi¬ 
nated, the blood pressure level averaged 157/87 mm. Hg. 
Digitalis therapy' was discontinued, without any recurrence of 
failure. The blood urea nitrogen level fell to 8 mg. per 100 cc., 
papilledema vanished, and chest films showed a progressive de¬ 
crease in heart size and clearing of pulmonary' congestion. The 
patient was discharged from the hospital on maintenance therapy 
with a low-salt diet and the three antihypertensive drugs detailed 
above. On this program he remained free of heart failure and his 
blood pressure level continued to average 150/90 mm. Hg, 
except when it increased after partial withdrawal of any' one of 
the three drugs. Two months after hospital discharge the patient 
was well enough to return to work as an aircraft electrician. 

When chlorisondamine was used alone, there was 
marked variability in the blood pressure level. Some 
readings were hypotensive, some normal, and others 
equalled the pretreatment level. In three patients (in¬ 
cluded in groups 2 and 3), the addition of 0.25 mg. 
of reserpine to the chlorisondamine caused a precipi¬ 
tous drop in diastolic blood pressure (averaging 62 
mm. Hg within six hours after the first dose), which 
necessitated reducing the chlorisondamine dosage. 
Other patients in groups 2 and 3 showed a gradual 
drop in the average diastolic pressure to lower and 
more stable levels when reserpine was added to the 
chlorisondamine. For this reason reserpine was always 
eventually added to chlorisondamine. 

This combination failed to achieve the therapeutic 
goal of an average diastolic pressure below 100 mm. 
Hg in 8 of the total 21 patients in the study. A vera- 
trum preparation (protoveratrine A and B malleates 
and cryptenainine, 2 to 4 mg. four times a day) and/or 
hydralazine, 25 to 50 mg. four times a day, was then 
added to the chlorisondamine and the therapeutic 
goal was achieved in five of these eight patients. The 
patient in case 6 is an example of one who required 
a third drug. 

Case 6 .—A 46-y'ear-old male (Vi.), known to have had hyper¬ 
tension for five y'ears, was first seen in the hospital in September, 
1955. He had no symptoms relevant to hypertension. His average 
control blood pressure level was 240/140 mm. Hg; his ey'e- 
grounds were grade 2; and his electrocardiogram showed strain 
on the left side of the heart. Renal function and other tests were 
normal. Administration of chlorisondamine, 50 mg, every' 12 
hours, gradually increased to 300 mg. every' 12 hours, reduced 
the diastolic pressure to a variable 100 mm. Hg to 122. When 
0.25 mg. of reserpine, every 12 hours, was added to the regimen, 
the erect pressure fell to 60/0 mm. Hg within six hours. The dose 
of chlorisondamine was reduced to 50 mg. every 12 hours, and 
tlie average diastolic pressure stabilized at 105 mm. Hg. During 
the next three weeks the dosage of chlorisondamine had to he 
doubled to maintain an average diastolic pressure of 100 mm. Hg. 
After discharge, the average diastolic pressure gradually in¬ 
creased to 110 mm. Hg by February, 1956. When hydralazine, 
25 mg. four times a day, was added, the diastolic pressure fell 
within 24 hours to an average of 90 mm. Hg, which was then 
maintained for three months (to the time of writing). Tlie 
electrocardiogram returned to normal, renal function remained 
normal, and the patient returned to work. 

Five of tlie 21 patients developed resistance to the 
hypotensive effects of chlorisondamine during the first 
three to eight weeks. Two patients required a threefold 
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increase in dosage to maintain a satisfactory diastolic 
pressure; however, during the 10-month period of this 
study, none of the 18 patients who had an initial re¬ 
sponse became so resistant that the drug became in¬ 
effective. 

As seen in table 1, eight patients were classified as 
treatment failures. One patient had a satisfactory blood 
pressure response but died of uremia, which was far 
advanced before treatment was started. Three patients 
failed to have their diastolic pressure reduced to 100 
mm. Hg or less. Two of these three died. Four patients 
refused to continue chlorisondamine therapy because 
of visual blurring. Three of these are continuing treat¬ 
ment noth other drugs, although they are less effec¬ 
tive than chlorisondamine, and the fourth has left 
tire clinic. 

In the eight patients whose blood pressure was ade¬ 
quately controlled by chlorisondamine for more than 
three months (average diastolic pressure kept below 
100 mm. Hg), the optic fundi improved in four (grade 
4 to 3 in two patients, grade 3 to 2 in two patients) 
and remained unchanged in four. None became worse. 


Table 3.— Undesirable Effects of Chlorisondamine Therapy 


Undesirable Effects 

Dizziness 

Mild 

Severe 

Blurred vision 
Mild 
Severe 

Photophobia 
Mild 
Severe 
Fatipue 
Impotence 
Malaise 
Dry mouth 
Constipation 
Insomnia 
Voiding difficulty 
Red vision 


No. of Patients 
Reporting the 
Effect 

17 

14 

3 

14 

9 

5 

11 

7 

4 

11 

7 

C 

5 

5 

5 

3 

2 


Renal function measured by the blood urea nitrogen 
level and phenolsulfonphthalein excretion tests did not 
significantly improve in any instance, remained un¬ 
changed in seven, and became worse in one. Heart size, 
congestive failure, and the electrocardiographic pat¬ 
tern of strain on the left side of the heart improved in 
three patients, remained unchanged in five, and be¬ 
came worse in none. Because the usual methods for 
treating heart failure were also employed, the improve¬ 
ment in heart size and failure cannot necessarily be 
attributed to lowering the blood pressure, although 
Smirk 1 has emphasized the value of antihypertensive 
drugs in this regard. 

No renal, hepatic, dermatological, or hematological 
complications were observed during this study. One 
patient developed electrocardiographic changes sug¬ 
gestive of a myocardial infarction, but the episode was 
clinically silent, if it occurred at all (see case 5 above). 

The expected unpleasant physiological effects of 
ganglionic blockade were common. Table 3 shows the 
frequency and severity of these undesirable effects as 
they were encountered in this study. Fortunately, 
these effects usually decreased in severity' and frequen¬ 
cy as the chlorisondamine therapy was continued. 


Eight of the nine patients in group I (in whom 
chlorisondamine therapy could be compared with 
therapy with other ganglionic blocking drugs) pre¬ 
ferred chlorisondamine to either hexamethonium or 
pentolinium, because of the decreased frequency of 
administration, the more stable and lower blood pres¬ 
sure recordings taken at home, and a decreased fre¬ 
quency or severity of hypotensive, gastrointestinal, and 
other side-effects. Because of the severe visual blurring 
resulting from use of this drug, one patient preferred 
hexamethonium, even though it was significantly less 
effective in lowering his blood pressure level (see case 
2 above). Three additional patients (groups 2 and 3} 
rejected chlorisondamine therapy because of side- 
effects. 

The last four patients admitted to the study had 
their cardiac output measured by the dilution tech¬ 
nique, with use of either the Huff radioisotope meth¬ 
od 8 or a modification of the Hamilton method.’ These 
measurements and the calculated peripheral resistance 
were determined both before and after the blood 
pressure level was lowered with administration of 
chlorisondamine. Table 4 presents the results. The 
average cardiac index before treatment was within 
the limits of the expected normal range. During 
therapy the average cardiac index fell only 9%, while 
the average calculated peripheral resistance fell 29%, 
and the average blood pressure was reduced from 
221/123 mm. Hg to 138/92—a 25% reduction in dias¬ 
tolic pressure. 

Comment 

Management of Undesirable Side-effects.—Filom- 
pine eye drops (1%) decreased blurred vision and 
photophobia; orally given pilocarpine nitrate (5 mg.) 
often relieved the dry mouth. Sunglasses were also of 
value in controlling photophobia. Some patients ob¬ 
tained relief of visual blurring by the self-selection of 
two or three pairs of inexpensive nonprescription 
glasses during bouts of blurring. They would use them 
only when blurring occurred. In six patients refraction 
was done and they obtained new glasses when their 
therapeutic program had been stabilized. Mild dizzi¬ 
ness was relieved by carrying out muscle tightening 
exercises for the legs and abdomen (to augment ve¬ 
nous return and cardiac output) and by instructing pa¬ 
tients to avoid rapid changes in position, especially 
sudden standing. Severe dizziness required bed rest 
for a short time, and, if frequent, the dosage was re¬ 
duced. Heavy exertion, intercurrent infection, drinking 
of alcohol, or taking chlorisondamine on an empty 
stomach increased the likelihood of postural hypoten¬ 
sion and dizziness. Most patients also had a decreased 
tolerance of alcohol. 

Constipation was only a minor problem during chlor¬ 
isondamine therapy, in marked contrast to therapy 
with either hexamethonium or pentolinium. When 
constipation did occur it was controlled with nonirri- 
tant laxatives. Patients were instructed to stop taking 
the drug if they became constipated, in order to 
avoid any unplanned increase in the absorption of 
the drug. 
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Impotence occurred in seven patients, and for two 
it was a serious problem. Intramuscularly given testos¬ 
terone cyclopentylpropionate restored potency in two 
patients; others found it necessary to stop taking 
chlorisondamme on days of anticipated intercourse, in 
order to permit successful coitus. Three patients noted 
some difficulty in voiding, but severe prostatism was 
not encountered in this series. Malaise and fatigue 
were troublesome and elusive complaints, which failed 
to respond to reassurance or to therapy with am¬ 
phetamine compounds. Fortunately, these symptoms 
decreased with the others after several months of 
uninterrupted therapy. The addition of hydralazine 
or veratrum to the reserpine and chlorisondamine 
regimen was occasionally useful, because it per¬ 
mitted a decrease in the necessary dose of chlorison¬ 
damine. 

Effect on Cardiac Output and Peripheral Resist¬ 
ance— Smith, Agrest, and Hoobler, 8 and Crosley and 
co-workers" reported that intravenously and orally giv¬ 
en pentolinium lowered the blood pressure level by 
producing a fall in cardiac output proportional to the 
hypotensive effect and that the drug did not significant¬ 


control levels when administration of an active drug 
is suddenly stopped). It would appear that, if placebos 
are used, one must devise a scheme for their gradual 
substitution while the active drug is slowly withdrawn 
over a period of 7 to 14 days. 

Summary 

In a study of 21 male patients with severe benign 
or malignant hypertension, chlorisondamine (Ecolid), 
a new ganglionic blocking agent for oral administra¬ 
tion, had a longer duration of action, greater patient 
acceptance, and was more effective in three patients 
and was never less effective than either hexamethon- 
ium or pentolinium. The most satisfactory and stable 
results were obtained when chlorisondamine was used 
in combination with other drugs, especially Rauwolfia 
derivatives. An average diastolic pressure of 100 mm. 
Ilg or less was achieved in IS patients, but 4 of these 
patients refused to take chlorisondamine because of 
side-effects. There were three deaths. 

Preliminary studies in four patients with determi¬ 
nation of cardiac output and peripheral resistance 
revealed that chlorisondamine caused the fall in 


Table 4.~Cardiac Output and Calculated Peripheral Resistance in Patients in Group 3 Before and During Chlorisondamine Therapy 




Blood 

Pressure 


Before Treatment 

Cardiac Output, 

Cardiac Index, 

Predicted Normal 

Calculated 

Peripheral 

Resist mice, 

Patient 

Test So. 

.Mm. He. 

Blood Pressure* 

Body Position 

JJfers/Mln. 

Llters/So. 51. 

Cardiac ImJext 

(Dym'-Sw'./Cui.--") 

Be. 

l 

240/81 

130 

Sit 

0.44 

3.52 

2.58 

1,088 

SI. 

1 

•..'00/120 

153 

Hit 

5.40 

2.24 

3.51 

ll.M 

2,200 


2 

220/130 

ICO 

Sit 

10.50 

4.25 

1,218 

To. 

l 

200/100 

137 

Supine 

7.70 

4.00 

2.00 

1,425 


2 

sw/ns 

145 

Supine 

$.:m 

4.20 

2.1X1 

1,301 

Ue. 

1 

238/140 

173 

Sit 

1.35 

2.44 

3.51 

3.54 

3.23 

3,027 

Av, 

n 

240/15$ 

221/123 

23$ 

103 

Supine 

During 

3.72 

0.00 

Treatment 

1.SKJ 

3.21 

5,114 

2,304 

De. 

1 

12!)/!X1 

103 

Sit 

8.00 

4.87 

2.3S 

1,020 

SI. 

1 

15S/0S 

ns 

Sit 

5.00 

2.12 

3.51 

1.SS7 

Fo. 

1 

140/00 

107 

sit 

0.25 

3.10 

2.00 

1,304 

He. 

Av. 

2 

121/SS 

IS 

10<» 

107 

20* Incline 

4.17 

5.80 

2.23 

2.00 

3.51 

3.14 

1,010 

1,540 


* Diastolic pressure plus one-third of the difference between the systolic nnd diastolic pressure, 
t Bramlfonbrener, 51,; Lundowne, 51.; nnd Shock, X.W.: Circulation 12:557, W.m. 


ly reduce the peripheral resistance. In an attempt to 
confirm these reports, the cardiac output was measured 
and peripheral resistance was calculated before and 
during chlorisondamine therapy in the last four pa¬ 
tients who entered this study. While this is too small 
a group to warrant any general conclusions, the results 
are presented because they fail to confirm the re¬ 
ports mentioned above, and they support the reason¬ 
able hypothesis that chlorisondamine therapy lowers 
peripheral resistance to a greater degree than it re¬ 
duces cardiac output. Of course, it is also possible 
that chlorisondamine may differ from pentolinium 
in this regard. 

Placebos .—Placebos were not used in this study be¬ 
cause the severity of hypertension and because the 
magnitude of the response to treatment appeared to 
make them unnecessary. In addition, in early attempts 
to use placebos the serious hazard was encountered of 
the patient mixing active and inert tablets at home. A 
double-blind technique would also seem to be pre¬ 
cluded by the prominence of familiar side-effects and 
the potential dangers of the active agents. With use of 
placebo periods, one may also encounter the problem of 
‘ withdrawal rebound” (a rise in blood pressure above 


blood pressure level primarily by lowering periph¬ 
eral resistance rather than by reducing the cardiac 
output. 

4435 Beacon Ave. (8) (Dr. Bakke). 

Two patients of Drs. W. W. Andrus and Janies M. Burnell 
were included in this study. 

The following pharmaceutical companies supplied the drugs 
used in this study: Ciba Pharmaceutical Products, Inc., Summit, 
N. J.—Scrpasil, Apresoline, Ecolid; Riker Laboratories, Inc., Los 
Angeles—Rauwiloid, Veriloid; Wyeth Laboratories, Inc., Phila¬ 
delphia— Ansolysen; Burroughs Wellcome &- Company, Inc., 
Tuckahoe, N. V.— Hexameton; Smith, Kline & French Labora¬ 
tories, Philadelphia—Dibenzyline; Irwin, Neisler & Co., Decatur, 
Ilk—Unitensen; Eli Lilly & Company, Indianapolis—Prove!) 
Mallcate. 
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increase in dosage to maintain a satisfactory diastolic 
pressure; however, during the 10-month period of this 
study, none of the 18 patients who had an initial re¬ 
sponse became so resistant that the drug became in¬ 
effective. 

As seen in table 1, eight patients were classified as 
treatment failures. One patient had a satisfactory blood 
pressure response but died of uremia, which was far 
advanced before treatment was started. Three patients 
failed to have their diastolic pressure reduced to 100 
mm. Hg or less. Two of these three died. Four patients 
refused to continue chlorisondamine therapy because 
of visual blurring. Three of these are continuing treat¬ 
ment with other drugs, although they are less effec¬ 
tive than chlorisondamine, and the fourth has left 
the clinic. 

In the eight patients whose blood pressure was ade¬ 
quately controlled by chlorisondamine for more than 
three months (average diastolic pressure kept below 
100 mm. Hg), the optic fundi improved in four (grade 
4 to 3 in two patients, grade 3 to 2 in two patients) 
and remained unchanged in four. None became worse. 


Table 3.— Undesirable Effects of Chlorisondamine Therapy 


Undesirable Effects 

Dizziness 

Mild 

Severe 

Blurred vision 
Mild 
Severe 

Photophobia 
Mild 
Severe 
Fatigue 
Impotence 
Malaise 
Dry mouth 
Constipation 
Insomnia 
Voiding difficulty 
Red vision 


No. of Patients 
Reporting the 
Effect 


14 

S 


17 


9 

5 

11 


7 

4 

11 

7 

C 

5 

5 

5 


2 


Renal function measured by the blood urea nitrogen 
level and phenolsulfonphthalein excretion tests did not 
significantly improve in any instance, remained un¬ 
changed in seven, and became worse in one. Heart size, 
congestive failure, and the electrocardiographic pat¬ 
tern of strain on the left side of the heart improved in 
three patients, remained unchanged in five, and be¬ 
came worse in none. Because the usual methods for 
treating heart failure were also employed, the improve¬ 
ment in heart size and failure cannot necessarily be 
attributed to lowering the blood pressure, although 
Smirk 1 has emphasized the value of antihypertensive 
drugs in this regard. 

No renal, hepatic, dermatological, or hematological 
complications were observed during this study. One 
patient developed electrocardiographic changes sug¬ 
gestive of a myocardial infarction, but the episode was 
clinically silent, if it occurred at all (see case 5 above). 

The expected unpleasant physiological effects of 
ganglionic blockade were common. Table 3 shows the 
frequency and severity of these undesirable effects as 
they were encountered in this study. Fortunately, 
these effects usually decreased in severity and frequen¬ 
cy as the chlorisondamine therapy was continued. 


Eight of the nine patients in group 1 (in whom 
chlorisondamine therapy could be compared with 
therapy with other ganglionic blocking drugs) pre¬ 
ferred chlorisondamine to either hexamethonium or 
pentolinium, because of the decreased frequency of 
administration, the more stable and lower blood pres¬ 
sure recordings taken at home, and a decreased fre¬ 
quency or severity of hypotensive, gastrointestinal, and 
other side-effects. Because of the severe visual blurring 
resulting from use of this drug, one patient preferred 
hexamethonium, even though it was significantly less 
effective in lowering his blood pressure level (see ease 
2 above). Three additional patients (groups 2 and 3) 
rejected chlorisondamine therapy because of side- 
effects. 

The last four patients admitted to the study had 
their cardiac output measured by the dilution tech¬ 
nique, with use of either the Huff radioisotope meth¬ 
od 8 or a modification of the Hamilton method. 7 These 
measurements and the calculated peripheral resistance 
were determined both before and after the blood 
pressure level was lowered with administration of 
chlorisondamine. Table 4 presents the results. The 
average cardiac index before treatment was within 
the limits of the expected normal range. During 
therapy the average cardiac index fell only 9%, while 
the average calculated peripheral resistance fell 2.9%, 
and the average blood pressure was reduced from 
221/123 mm. Hg to 138/92—a 25% reduction in dias¬ 
tolic pressure. 

Comment 

Management of Undesirable Side-effects.— Pilocar¬ 
pine eye drops (1%) decreased blurred vision and 
photophobia; orally given pilocarpine nitrate (5 mg.) 
often relieved the dry mouth. Sunglasses were also of 
value in controlling photophobia. Some patients ob¬ 
tained relief of visual blurring by the self-selection of 
two or three pairs of inexpensive nonprescription 
glasses during bouts of blurring. They would use them 
only when blurring occurred. In six patients refraction 
was done and they obtained new glasses when their 
therapeutic program had been stabilized. Mild dizzi¬ 
ness was relieved by carrying out muscle tightening 
exercises for the legs and abdomen (to augment ve¬ 
nous return and cardiac output) and by instructing pa¬ 
tients to avoid rapid changes in position, especially 
sudden standing. Severe dizziness required bed rest 
for a short time, and, if frequent, the dosage was re¬ 
duced. Heavy exertion, intercurrent infection, drinking 
of alcohol, or taking chlorisondamine on an empty 
stomach increased the likelihood of postural hypoten¬ 
sion and dizziness. Most patients also had a decreased 
tolerance of alcohol. 

Constipation was only a minor problem during elilor- 
isondamine therapy, in marked contrast to therapy 
with either hexamethonium or pentolinium. When 
constipation did occur it was controlled with nonini- 
tant laxatives. Patients were instructed to stop taking 
the drug if they became constipated, in order to 
avoid any unplanned increase in the absorption of 
the drug. 
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Impotence occurred in seven patients, and for two 
it was a serious problem. Intramuscularly given testos¬ 
terone cyclopentylpropionate restored potency in two 
patients; others found it necessary to stop taking 
chlorisondamine on days of anticipated intercourse, in 
order to permit successful coitus. Three patients noted 
some difficult)' in voiding, but severe prostatism was 
not encountered in this series. Malaise and fatigue 
were troublesome and elusive complaints, which failed 
to respond to reassurance or to therapy with am¬ 
phetamine compounds. Fortunately, these symptoms 
decreased with the others after several months of 
uninterrupted therapy. The addition of hydralazine 
or veratrum to the reserpine and chlorisondamine 
regimen was occasionally useful, because it per¬ 
mitted a decrease in the necessary dose of chlorison¬ 
damine. 

Effect on Cardiac Output and Peripheral Resist¬ 
ance-Smith, Agrest, and Hoobler, 8 and Crosley and 
co-workers" reported that intravenously and orally giv¬ 
en pentolinium lowered the blood pressure level by 
producing a fall in cardiac output proportional to the 
hypotensive effect and that the drug did not significant- 


control levels when administration of an active drug 
is suddenly stopped). It would appear that, if placebos 
are used, one must devise a scheme for their gradual 
substitution while the active drug is slowly withdrawn 
over a period of 7 to 14 days. 

Summary 

In a study of 21 male patients with severe benign 
or malignant hypertension, chlorisondamine (Ecolid), 
a new ganglionic blocking agent for oral administra¬ 
tion, had a longer duration of action, greater patient 
acceptance, and was more effective in three patients 
and was never less effective than either hexamethon- 
ium or pentolinium. The most satisfactory and stable 
results were obtained when chlorisondamine was used 
in combination with other drugs, especially Rauwolfia 
derivatives. An average diastolic pressure of 100 mm. 
Hg or less was achieved in 18 patients, but 4 of these 
patients refused to take chlorisondamine because of 
side-effects. There were three deaths. 

Preliminary studies in four patients with determi¬ 
nation of cardiac output and peripheral resistance 
revealed that chlorisondamine caused the fall in 


Table 4.—Cardiac Output and Calculated Peripheral Resistance in Patients in Group 3 Before and During Chlorisondamine Therapy 




Blood 






Calculated 



Pressure 






Peripheral 




Menu 


Cardiac Output, 

Cardiac Index, 

Predicted Normal 

Resistance, 

Patient 

Test No. 

Mm. Hk. 

Blood Pressure* 

Body Position 

Uters/Mfn. 

Lfters/Sq. M. 

Cardiac Indext 

(Dyne-Sec,/Cm. 

De. 

a 

240/84 

130 

Sit 

6.44 

3.52 

2.58 

3,OSS 

SI. 

l 

1*06/12(1 

153 

Kit 

5.40 

2.24 

3.54 

2,200 


rt 

220/130 

ICO 

Sit 

10,50 

4.35 

3,54 

1,218 

Fo. 

1 

200/100 

137 

Supine 

7.70 

4.00 

2.90 

1,425 


o 

204/115 

145 

Supine 

*.30 

4.20 

2.90 

1,394 

He. 

1 

238/140 

173 

Sit 

1,85 

2.44 

3,54 

3,027 


o 

240/15S 

238 

Supine 

3.72 

1.99 

3.54 

5,114 

At'- 


221/123 

103 


«.CG 

3.24 

3.23 

2,301 





Dminir Treatment 




De. 

1 

129/90 

103 

Sit 

8.00 

4.37 

2.58 

1,029 

Si. 

1 

15S/9S 

ns 

Sit 

5.00 

2.12 

3.54 

1,887 

Fo. 

1 

140/90 

107 

Sit 

6.25 

3,10 

2.90 

1,304 

He. 

1 

124/88 

100 

20* Incline 

4.17 

•> *>3 

3.54 

1,910 

Aw 


138/92 

107 


5.80 

2.9G 

3.14 

1,549 


• Diastolic pressure plus one-third of the difference between the systolic and diastolic pressure, 
t Brundfonhrencr, M,; Lundowne, M.: and Shock, N.W.: Circulation 12:5,17, 1955. 


ly reduce the peripheral resistance. In an attempt to 
confirm these reports, the cardiac output was measured 
and peripheral resistance was calculated before and 
during chlorisondamine therapy in the last four pa¬ 
tients who entered this study. While this is too small 
a group to warrant any general conclusions, the results 
are presented because they fail to confirm the re¬ 
ports mentioned above, and they support the reason¬ 
able hypothesis that chlorisondamine therapy lowers 
peripheral resistance to a greater degree than it re¬ 
duces cardiac output. Of course, it is also possible 
that chlorisondamine may differ from pentolinium 
in this regard. 

Placebos— Placebos were not used in this study be¬ 
cause the severity of hypertension and because the 
magnitude of the response to treatment appeared to 
make them unnecessary. In addition, in early attempts 
to use placebos the serious hazard was encountered of 
the patient mixing active and inert tablets at home. A 
double-blind technique would also seem to be pre¬ 
cluded by the prominence of familiar side-effects and 
the potential dangers of die active agents. With use of 
placebo periods, one may also encounter the problem of 
“withdrawal rebound” (a rise in blood pressure above 


blood pressure level primarily by lowering periph¬ 
eral resistance rather than by reducing the cardiac 
output. 

4435 Beacon Ave. (8) (Dr. Bakke). 

Two patients of Drs. \V. W. Andrus and James M. Burnell 
wore included in this stud)'. 

The following pharmaceutical companies supplied the drugs 
used in this stud)’: Ciba Pharmaceutical Products, Inc., Summit, 
N. J.—Serpasil, Apresoline, Ecolid; Riker Laboratories, Inc., Los 
Angeles—Rauwiloid, Veriloid; Wyeth Laboratories, Inc., Phila¬ 
delphia—Ansolysen; Burroughs Wellcome & Company, Inc., 
Tuckahoe, N. Y.—Hexameton; Smith, Kline & French Labora¬ 
tories, Philadelphia—Dibenzyline; Irwin, Neisler & Co., Decatur, 
Ill.—Unitensen; Eli Lilly & Company, Indianapolis—Prove!! 
Mallente. 
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NEED FOR CONSIDERATION OF INTRASPINAL TUMORS 
AS A CAUSE OF PAIN AND DISABILITY 

Winchell McK. Craig, M.D., Rochester, Minn. 


Some years ago my colleagues and I had a patient 
vho gave a history of intermittent pain in the right 
ipper quadrant associated with distress after eating, 
lis general examination revealed little, except roent- 
(enographic evidence of nonfilling of the gallbladder. 
Cholecystectomy was done. The pain was relieved for 
wo months and then recurred with greater intensity- 
associated with the pain was evidence of compression 
)f the spinal cord. Ultimately an intraspinal tumor was 
removed, with complete relief of pain and disability. 

This case caused us to ask how often an intraspinal 
esion presented such a problem in differential diag- 
losis. As a consequence, we reviewed a large series 
jf cases; much to our amazement, we found an inter- 
jsting group of cases of patients who eventually came 
to neurosurgical operation for the removal of intra¬ 
spinal tumor. The condition of these patients had been 
diagnosed as degenerative lesions of the spinal cord 
or lesions of the thorax, abdomen, or extremities, and, 
in some cases, surgical treatment had been instituted 
for the relief of pain and disability. 

Classic Case 

Ever since Horsley, with Gowers, performed the 
first successful operation for removal of an intraspinal 
tumor, it has been the ambition of every neurologist 
and neurosurgeon to establish diagnostic criteria for 
the early diagnosis and removal of intraspinal tumors. 
We can learn so much from that first case that a por¬ 
tion of Gowers' original description is quoted. 

Capt. G—, aet. 42, had good health until the year 1884. There 
was no history of syphilis. During 1883 and 1884 he endured 
much mental anxiety, and in the latter year he had a considerable 
mental shock—his wife was knocked down and run over in his 
presence, and he was able to save himself from a similar fate 
only by suddenly throning himself backwards. Soon afterwards 
he began to suffer from a dull pain across the lower part of the 
back, which he thought was due to the strain of the accident. 
This pain passed away in the course of a few weeks and did not 
return. In June, 18S4, he first felt a peculiar pain that was the 
most prominent symptom during the early part of his illness, it 
was localised in a spot beneath the lower part of the left scapula. 
This pain commenced suddenly one day while he was walking, 
and was continuous and severe for about a month. It was in¬ 
creased by active exertion and by the jolting of a carriage. 
Repeated examination failed to reveal any cause for it. After a 

From the Section of Neurologic Surgery, Mayo Clinic and 
Mavo Foundation. The Mayo Foundation is a part of the Gradu¬ 
ate School of the University of Minnesota. 

Read before the Section on Nervous and Mental Diseases at 
the 105th Annual Meeting of the American Medical Association, 
Chicago. June 14,19o6. 


• The histories of a series of patients in whom in- 
fraspinal tumors were found at operation have been 
reviewed. The antecedent signs and symptoms were 
varied; they often led to mistaken diagnoses ranging 
from syphilis to cholecystitis and were treated by 
many different medical and surgical methods. Exact - 
diagnosis is essential. The intraspinal tumor some¬ 
times coexists with organic disease elsewhere in the 
body; occasionally if is a metastasis from o Junior 
of the breast or prostate. The character of the pain 
is informative, since it persists in one area, extends 
over the same nerve roofs, is usually lancinating in 
qualify, is aggravated by straining, and awakens the 
patient at night. Special diagnostic procedures may 
be necessary in order to distinguish between intra¬ 
spinal tumor and herniated intervertebral disk. Since 
the pain is generally persistent and severe and since 
the majority of these tumors are benign and operable, 
surgical removal is indicated; it is attended with a 
mortality rate of less than 4 % . 


time it became less, but was felt occasionally through the autumn 
and winter. By the spring it had all but ceased, and he was ashed 
to go out to China on business. Before undertaking the journey 
he consulted a physician in London, who pronounced the pain 
to be an intercostal neuralgia and suggested that the voyage 
xvould probably do good. 

While Capt. G— was in the train, on the xvay to Brindisi, the 
pain returned in severe degree, at the same place, and of the 
same character. During the voyage it continued, varying ln 
severity, but xvhen he reached China it was so intense, and was 
so much increased by mox'ement, that he could scarcely walk 
A German doctor at Shanghai, after a course of Turkish baths 
had been tried without benefit, expressed the opinion that an 
aneurism xvas the cause of the pain. Digitalis and iodide of po¬ 
tassium were given, and the latter was increased to large doses 
by two English practitioners at Shanghai, who doubted, however, 
xvhether there was an aneurism. The pulse became curiously van- 
able, changing from 120 in the morning to 75 in the afternoon. 
The pain continued, and some fainting attacks occurred, one ol 
which was thought to be possibly epileptic in character. 

In October, 1885, still suffering much and very prostrate, he 
left China for England. During the voyage he improved in healt , 
the faintings ceased, and the pain lessened, so that in December, 
1885, he could walk a little. Walking had been interfered wit 
only by the pain. Other physicians were consulted, and the res 
of the winter was passed in the South of France. The improi e 
ment continued, and by the spring of 1886 he was so much bettei 
that he went on to Constantinople on business. While there e 
pain almost ceased. He returned to England in the middle of t c 
summer, and, as the pain was still felt a little at times, he con¬ 
sulted other physicians and by them was sent to Aix-la-Chape ^ 
While he was there the pain returned in great severity and mor 
phia was injected. In September, 1886, he returned to England, 
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and the pain was then very severe.and, as before, was increased 
by movement so that he was again scarcely able to walk. The 
morphia was stopped and blisters applied. An aneurism was 
again suggested as the probable cause of the symptoms, and 
the use of morphia was resumed for a time, but was again dis¬ 
continued at the wish of the patient himself. He became irritable; 
the continued pain seemed to lessen his power of self-control. 
So marked, indeed, was his mental state that the question was 
seriously raised whether lie was quite sane, and whether this 
mysterious pain was anything like as severe as he described. He 
continued in this condition till the end of the year. 

In February, 1887, he again came to London for advice and 
consulted two physicians, who expressed the opinion that there 
was no organic disease and advised him to go abroad. During 
February and March there came on distinct loss of power in the 
legs. The left leg first became weak and a few weeks afterwards 
the right. In April he went abroad, and remained away from 
England for two months. During this time the weakness in¬ 
creased to complete loss of power, sensation became impaired, 
and the urine was retained in the bladder. Still the mental pecu¬ 
liarities were so conspicuous to those around him that fresh doubts 
were felt as to the reality of his symptoms, and it was suggested 
by someone that he should be put through a course of the Weir- 
Mitchell treatment. Before this step was taken another opinion 
was drought desirable, and the patient was brought to London 
for die purpose on June 4th. I saw him on the following day, in 
consultation with Dr. Percy Kidd, who was connected with the 
patient but had not had anything to do with the previous treat¬ 
ment. 

A diagnosis of intraspinal tumor was made. On 
June 9, 18S7, with the patient under ether anesthesia, 
Sir Victor Horsley removed an intradural intraspinal 
tumor. The patient was relieved of his pain and dis¬ 
ability and returned to full duty eight months later. 

Cases That Simulated Degenerative Diseases 

Returning to our own series of cases in which 
problems in differential diagnosis were presented and 
in which intraspinal tumors were found at operation, 
I have recorded the various diagnoses, made on the 
basis of pain, discomfort, disability, or more than one 
of these manifestations caused by intraspinal tumors. 
These diagnoses were as follows: multiple sclerosis, 
serum neuritis, diabetic neuritis, syphilitic paraplegia, 
progressive neuropathic (peroneal) muscular atrophy 
(Charcot-Marie-Tootli disease), polyneuritis, radiculi¬ 
tis, poliomyelitis, traumatic myelitis, arthritis, tubercu¬ 
losis of the spinal column, subacute combined sclerosis, 
arteriosclerosis of the spinal cord, appendicitis, 
cholecystitis, salpingitis, oophoritis, nephrolithiasis, 
hemorrhoids, adhesions, uterine fibroids, and retro¬ 
version of die uterus. Of course, after continued 
observation and with the passage of time, die true 
diagnosis became apparent. One of die impressions 
that I obtained was that cases of degenerative diseases 
should be reviewed from time to time. If operation has 
been done in some cases widiout relief of pain and 
disability, further observation is necessary to make the 
final diagnosis. 

Below are data on some of the cases in which 
diagnosis was made and treatment instituted in the in¬ 
terval between the onset of the disease and operation. 

Case 1.—A man, aged 42, sprained his left ankle and developed 
weakness of his left foot in 1938. He noticed rectal and urethral 
sphincteral difficulty eight months later. His condition remained 
the same. In 1943 he was rejected by the Army, with a diagnosis 
of multiple sclerosis. In 1944, some atrophy of tire calf muscles 
developed on the left side. Examination of the cerebrospinal 
fluid revealed a protein concentration of 120 mg. per 100 cc. A 
myxopapillary ependymoma was diagnosed by myelography and 
removed at laminectomy. 


Case 2.—A woman, aged 56, developed sudden pain in the 
back while carrying a heavy load. Six months later some numb¬ 
ness developed in both feet, and there was increasing weakness 
and stiffness in the feet, legs, and thighs. A diagnosis of combined 
sclerosis was made, and the patient was observed for two years. 
Examination revealed that there was incontinence, that the pa¬ 
tient was on crutches, and that there was a sensory level opposite 
the sixth thoracic vertebra. Examination of the cerebrospinal 
fluid revealed a block, with a protein concentration of 100 mg. 
per 100 cc. An intradural, extramedullary meningioma opposite 
the fourth thoracic vertebra was removed at operation. 

Case 3.—A woman, aged 59, who had fallen on the ice, suffered 
from low back pain and sciatic pain on the right side for two 
years. She was temporarily relieved by strapping and traction. 
The neurological examination was negative. Pain was intermit¬ 
tent and intense and so severe that she threatened suicide. 
Iophendylate (Pantopaque) myelography revealed a neurofi¬ 
broma opposite the second lumbar vertebra; this was removed 
at operation. 

Case 4.—A man, aged 34, who had injured his back 10 years 
before coming to the Mayo Clinic, had suffered from intermittent 
low back pain and leg pain. Bilateral weakness and atrophy of 
the legs, but especially atrophy of the buttocks, developed. A 
diagnosis of progressive neuropathic (peroneal) muscular 
atrophy had been made, and the patient had been treated accord- 



Fig. 1.—Patient in whom intraspinal tumor simulated progres¬ 
sive neuropathic (peroneal) muscular atrophy (Charcot-Marie- 
Tooth disease). 

ingly. On examination, his cerebrospinal fluid protein concen¬ 
tration was 240 mg. per 100 cc. An ependymoma of the filum 
was found by myelography and removed with laminectomy 

(fig. 1). 

Case 5.—A woman, aged 37, developed pain in the left scapula 
and breast, which persisted for 10 months without relief. Since it 
gradually extended into the right lower quadrant, appendectomy 
was performed. Because of weak sphincters, hemorrhoidectomy 
and perineorrhaphy were performed. The pain continued. Exam¬ 
ination revealed bilateral weakness of the legs and a sensory 
level at the fifth thoracic dermatome. A neurofibroma opposite 
tlie fifth thoracic vertebra was removed at operation. 

Case 6.—A man, aged 76, had had a carcinoma of the colon 
removed seven years previously. Over a period of seven months, 
numbness and weakness of the left arm and leg developed, and 
for six months before admission to the Mayo Clinic, there was 
weakness of the right leg. This weakness proved painless for 
several months until pain in the neck developed, which was made 
worse when he sneezed. He gradually lost control of his sphinc¬ 
ters, and a diagnosis of metastatic tumor of the spinal canal was 
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made. An extramedullar} - neurofibroma of the fourth cervical 
segment was removed, with return of sphincteral control and 
strength in the legs. 

The Pain Syndrome in Differential Diagnosis 

The pain that brings the patient to the physician 
may be varied and sometimes difficult to explain. Pain 
is a purely subjective sensation. It may be the result 
of an emotional, psychic, or physical stimulation. To 
the patient, the emotional and psychic pains are as 
real as physical or organic pain, and for this reason 
they become one of the chief stumbling blocks in the 
differential diagnosis of pain syndromes. Functional 
or organic pains may be the result of an emotional 
exhaustive state, of hysteria, of habit reaction, or of 
an inadequate personality. Unfortunately, any attempt 
to relieve such pain by surgical measures is likely only 
to aggravate the condition. 

The statement made by the French physician Le- 
riche in 1939 is one that every physician should keep in 
mind when he is listening to a patient’s story of his ail- 



Fig. 2,—Male patient with pain in right costal margin in whom 
neurofibroma opposite the fifth thoracic vertebra was removed 
at laminectomy. Shaded areas show localization of tumor, areas 
of pain projection, and atrophy. In figures 2 through 7, sensory 
defects are given grades from 0 to 4 or IV, in which 4 or IV 
indicates maximal defect. Sensibility to touch is represented in 
arabic numerals, to pain in arabie numerals enclosed in a circle, 
and to temperature in roman numerals. Vibrator}’ sense is indi¬ 
cated by V. The transverse lines represent the so-called sensory 
level designating the projection of the demarcation of the sensory 
changes. 

nient: “In every age, mankind has been subject to pain, 
and yet today xve know very little about it. The subjec¬ 
tive phenomena of the pain and its imperceptibility to 
the other person may explain this fact.” Leriche empha¬ 
sized that the peculiarities of the individual color the 
conception of pain and its real meaning and that the 
personality of the individual regulates the development 
and maintenance of physical pain. Constant association 
■with patients teaches physicians that people differ in 
their reaction to pain; one may be insensitive to what 
another would bear only with great suffering. For this 
reason, the response to pain appears to be due to differ¬ 
ent grades of will power and character. 

The history of pain is probably one of the most 
outstanding features in summing up the differential 
diagnosis betxveen intraspinal tumors and lesions else- 


xvhere in the body that produce similar symptoms. In 
a large percentage of cases, the symptom of pain is 
associated with some motor or sensory derangement, 
which immediately gives a clue to the nature of the 
underlying pathological process. However, there are 
some cases of intraspinal tumor in which pain persists 



Fig. 3.—Female patient with pain in the abdomen and low in 
the chest in whom endothelioma opposite the fifth thoracic verte¬ 
bra was removed at laminectomy. See explanation in figure 2. 

as the outstanding symptom for a number of months, 
or even years, proving so resistant to the more con¬ 
servative forms of treatment that more radical meas¬ 
ures seem imperative. In the apparent absence of 
associated neurological symptoms, operations on the 
abdomen, chest, and extremities are often carried out 
in the mistaken hope of relieving this pain. 



Tumor—. 
,--Pain—4 


Touch....i rablc 

Pain..Arable In Circle 
Temperature..Roman 



Fig. 4.—Male patient with pain in the back and right loner 
[uadrant in whom neurofibroma opposite the first lumbar verte- 
ra was removed at laminectomv. See exolanation in figure 2. 


In reviewing our series of cases of intraspinal tumor, 
it was found that such surgical procedures had been 
carried out in more than 10% of the cases. Examples 
of these cases are presented in an effort to emphasize 
that, if the pain persists, it may be of central origiUi 
and it is necessary to analyze the pain and to make 
repeated neurological and other examinations, even 









Vol. 163, No. C 


INTRASPINAL TUMORS-CRAIG 


439 


in the presence of other coexisting pathological 
changes. The following types of operation have been 
performed for the relief of pain, discomfort, and dis¬ 
ability caused by intraspinal tumors before the pa¬ 
tient developed neurological symptoms: appendec¬ 
tomy, oophorectomy, cholecystectomy, hysterectomy, 
nephrolithotomy, hemorrhoidectomy, bone graft, sus¬ 
pension of the uterus, salpingectomy, and tendon 
transplantation. Among the patients operated on, 
there were a small number in whom there were co¬ 
existing lesions confusing the diagnosis. In those cases, 
the following diagnoses were made: cholecystitis, 
nephrolithiasis, uterine fibroids, and cystic ovary. 

Cases in Which Pain Recurred After Operation 

Our first experience, to which I referred at the be¬ 
ginning of this article, is described in more detail 
below. 

A 38-year-old man had, for 10 months, intennittent, colicky 
pain in the right costal margin associated with distress after eat¬ 
ing. Roentgenographic studies showed a nonfunctioning gall¬ 
bladder. After cholecystectomy was performed, the patient’s pain 
was relieved for two months. At that time it recurred with greater 
intensity; there was numbness and stiffness of the legs. Three 
months postoperatively there was a sensory level opposite the 
fifth thoracic vertebra. Examination of the cerebrospinal fluid, 
which was yellow, revealed a subarachnoid block. A neurofi¬ 
broma opposite the fifth thoracic vertebra was removed at 
laminectomv. There was complete relief of pain and disability 
(fig. 2). 

When pain persists in die abdomen and pelvis for 
a long time, as is described in the following case, and 
a mass is found in the pelvis, what is more natural 
than to remove the pelvic mass? However, if die pain 
persists, the possibility of a central cause should be 
kept in mind. 

A 37-year-old woman had intermittent pain, which was worse 
at night, in the abdomen and low in the chest for 11 months. A 
small ovarian mass was found, and left oophorectomy was per¬ 
formed. However, the pain persisted, and one month postopera- 
tively there was pain and numbness of tiie left leg. Six months 
postoperatively there was a sensory level opposite the seventh 
thoracic vertebra. There was loss of motion and sensation in the 
lower extremities. Examination of the cerebrospinal fluid, which 
was yellow, revealed a subarachnoid block. An endothelioma 
opposite the fifth thoracic vertebra was removed at laminectomy 
(fig. 3). 

Any persistent or intermittent pain extending to die 
right lower quadrant, as in the case below, should 
immediately suggest appendicitis, and, if it is associ¬ 
ated widi appropriate clinical and laboratory findings, 
appendectomy should be done. If diere is a per¬ 
sistence of pain after appendectomy, presence of an 
intraspinal tumor should be considered. 

A 36-year-old man had intermittent pain in the back and right 
lower quadrant for three years. Two years before he came to the 
Mayo Clinic, he underwent an appendectomy. His pain was 
relieved for two months. Then it recurred, with extension to the 
back part of the leg. A myelogram was taken of the first and 
second lumbar vertebrae. Examination of the cerebrospinal fluid, 
which was yellow, revealed a subarachnoid block. A neurofi¬ 
broma opposite the first lumbar vertebra was removed at lami¬ 
nectomy (fig. 4). 

Urologists and urologic surgeons always think of 
nephrolithiasis or renal tumor when the complaint 
is pain in the renal region. If, as is described below, 
there is a shadow in tire roentgenogram indicative of 
renal stone, the treatment is nephrolithotomy. Persist¬ 
ence of pain should suggest intraspinal tumor. 


A 34-year-old man had pain in the right loin for 10 months. 
The x-ray films showed kidney stone. Though nephrolithotomy 
was performed, the pain was still present at night. Two months 
postoperatively there was complete loss of sensation below the 
knees. The cerebrospinal fluid for examination was taken from 
the second lumbar interspace. A fibrochondroma was removed at 
laminectomy (fig. 5). 



Fig. 5.—Male patient with pain in the right loin in whom fibro¬ 
chondroma was removed at laminectomy. See explanation in 
figure 2. 

There has been a great deal written about shoulder 
pain extending to the costal margin, as in the case 
described below. Gallbladder disease has been asso¬ 
ciated with tire syndrome, especially if there is a 
history of distress after eating. Persistence of the pain 
and discomfort should suggest an intraspinal tumor. 

A 59-year-old woman had shoulder pain extending to the 
costal margin for six months. The pain was worse at night, and 
there was food intolerance. After cholecystectomy was per- 



Fig. 6.—Female patient with shoulder pain extending to costal 
margin in whom endothelioma opposite the third thoracic verte¬ 
bra was removed at laminectomy. See explanation in figure 2. 

formed, the pain was relieved for one month. There was loss of 
motion and sensation in the lower extremities. Six months post¬ 
operatively there was a sensory level opposite the third thoracic 
vertebra. Examination of the cerebrospinal fluid, which was 
yellow, revealed a subarachnoid block. An endothelioma opposite 
the third thoracic vertebra was removed at laminectomy (fig. 6). 
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The epidemics of poliomyelitis and the emphasis 
on the disease in the medical literature have focused 
our attention on this disease. Rehabilitative measures 
have been developed, consisting of tendon transplanta¬ 
tions and plastic surgery procedures. A history of pain 
is not helpful in making a differential diagnosis, but 
progression of weakness and pain should suggest an¬ 
other diagnosis. 

A 43-year-old man had intermittent pain in the sacroiliac and 
left leg for three years. For two and a half years there had been 
atrophy of the left leg. Since the condition was diagnosed as 
poliomyelitis, a tendon transplantation was done. However, the 
pain so increased that the patient had to sleep sitting up in a 
chair. Control of the rectal and urethral sphincters was decreased 
to about half of normal. The knee jerk and ankle jerk were absent 
on both sides to a maximal degree. Examination of the cerebro¬ 
spinal fluid, which was yellow, revealed a subarachnoid block. 
A neurofibroma opposite the first to the fifth lumbar vertebrae 
was removed at laminectomy (fig. 7). 



Fig. 7.—Male patient with pain in sacroiliac region and left leg 
in whom neurofibroma opposite the first to the fifth lumbar ver¬ 
tebrae was removed at laminectomy. See explanation in figure 2. 

Comment 

In reviewing die records of patients who have been 
relieved of disabling symptoms by surgical removal 
of an intraspinal tumor, it was extremely interesting 
to note the man}' problems diat involved general 
medicine and surgery that had continually presented 
tiiemselves during the development of die symptoms 
and before a correct diagnosis could be made. The 
usual pain of an intraspinal lesion may precede any 
odier symptom by months or years. It may be constant 
or intermittent Its chief characteristic is diat it occurs 
when die patient is at rest and diat it is relieved 
by exercise. The character of the pain is almost pathog¬ 
nomonic, since it persists in a localized area and 
extends over die same nerve roots. It is usually lan¬ 
cinating and is aggravated by coughing, sneezing, 
lifting, and straining during bowel movement. It in¬ 
variably awakens die patient four to six hours after 
he has retired. It often becomes so severe as to compel 
die patient to walk die floor or to sleep in a sitting 
position. Unfortunately, many patients are treated for 
neuritis, muscular rheumatism, or syphilis; some have 
been even called hysterical. 

One of the most important considerations is that 
die intraspinal lesion may he associated with a con¬ 
stitutional disorder, and for this reason a complete 


examination should be made. This, of course, should 
include the usual examination of the blood and urine. 
Also die Wassermann reaction and other serologic 
tests, if diey are indicated, should be done. Roentgeno¬ 
grams have been of value in localizing intraspinal 
tumors in about 60% of the cases, and for this reason 
good roentgenograms of the vertebral column and 
thorax should be made. A complete neurological 
examination is necessary, for some small and apparent¬ 
ly insignificant change in motor, sensory, or reflex 
power may be of extreme importance in making a 
differential diagnosis. The examination of the cerebro¬ 
spinal fluid is imperative, for not only are the physical 
characteristics important but the chemical and sero¬ 
logic changes may be the one clue to the correct 
diagnosis. Increase in the amount of protein, increase 
in the number of cells, a yellow color, changes in 
intraspinal pressure, and response to changes of intra¬ 
cranial pressure, especially to compression of the 
jugular veins, should all be noted. Iophendylate 
myelograms should be made in all cases of suspected 
intraspinal tumor. 

Since an intraspinal tumor may be a metastatic 
lesion, a general examination is important. Of all 
malignant tumors, carcinomas of the breast and pros¬ 
tate gland are most likely to metastasize to the spinal 
cord. It must not be forgotten that metastatic involve¬ 
ment of the spinal cord may not become evident until 
many years after the primary tumor has been removed. 
Since carcinoma of the prostate gland may not pro¬ 
duce local symptoms, rectal examination should be 
made. 

Like metastatic lesions of the spinal cord, primary 
malignant tumors of the vertebral column and con¬ 
tiguous tissues are infrequent; even if there is evi¬ 
dence in the roentgenograms of destruction of the 
bone, it sometimes is advisable to operate and re¬ 
move as much of the tumor as is possible and then 
employ radiation therapy in an attempt to relieve 
the compression of the spinal cord and to control 
the growth of die tumor. This type of procedure 
sometimes produces gratifying results. 

Treatment and Care 

Anesthesia .—'The treatment for intraspinal lesions 
is, of course, surgical; of primary importance is the 
type of anesdiesia under which the operation is done. 
The selection of proper anesthesia to use during 
operations on the spinal cord depends on the patient 
and on the facilities for administration. Most p a ' 
tients who have had a great deal of pain from the 
intraspinal lesion prefer general anesthesia. However, 
paravertebral regional anesthesia produced with pro¬ 
caine hydrochloride and epinephrine minimizes the 
amount of bleeding, but it cannot be used for hyper¬ 
sensitive patients. Since the introduction of thiopental 
(Pentothal) sodium anesthesia produced by intra¬ 
venous injection, my colleagues and I have been us¬ 
ing it almost exclusively in this type of case, with 
excellent results. The intravenous administration of 
thiopental sodium is made safer by the use of the 
Magill intratracheal tube, through which oxygen and 
nitrous oxide can be administered as an adjunct 
throughout the operation. 
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Operation .—The objective of surgery is relief of 
compression of the spinal cord. The surgical mortality 
rate associated with removal of tumors of the spinal 
cord is less than 4%. Exposure of the spinal cord at 
operation is accompanied by so little risk that it can 
he carried out routinely in the presence of dysfunction 
of the spinal cord associated with a distinct sensory 
level and subarachnoid block or when the site of the 
tumor has been established by means of iodized oil. 
Good exposure of the spinal cord is an essential fac¬ 
tor, and, of course, the size and extent of the tumor 
necessarily control the extent of the laminectomy. 

Postoperative Care .—Postoperative care has been 
greatly simplified since the introduction of the practice 
of early ambulation. Previously, patients undergoing 
laminectomy for the removal of intraspinal tumors 
were kept flat in bed for two or three weeks. Now, 
ambulation within the first three to five days is not 
uncommon, depending on the previous disability and 
the ability of the patient to be up and about. Early 
ambulation has greatly reduced the incidence of 
vesical complications, which necessitate the use of 
an indwelling catheter for the first few days after 
operation. Early ambulation also has reduced the 
need for passive motion and massage, since patients 
who are up and about can themselves exercise the 
muscles that are undergoing recovery. The time re¬ 
quired for the complete return of function of the 
paralyzed muscles is influenced In' the duration and 
severity of the paralysis. 

Simulation of Protruded Lumbar Intervertebral Disk 

One of the problems of differential diagnosis is be¬ 
tween intraspinal tumor and protruded or herniated 
intervertebral disk. A survey of the distribution of 
intervertebral disk herniations reveals that they can 
occur in any section of the vertebral column, but the 
majority of them can be localized to the lumbosacral 
area. Cervical and thoracic disk herniations can be 
difficult to diagnose, but the clinical history, symptoms, 
and physical findings usually are so helpful that studies 
with use of contrast mediums may be unnecessary. For 
about every 25 operations performed for protruded 
lumbar intervertebral disk at the Mayo Clinic, one 
operation is performed for intraspinal tumor that is 
so situated that, at some time during its course, it 
could simulate a protruded lumbar intervertebral disk. 

From study of 1,296 cases in which operation was 
performed for intraspinal lesions at or below the 
level of the 10th thoracic vertebra, it was evident that 
the symptoms and signs of intraspinal tumors that 
originate at the level of the 10th thoracic vertebra or 
lower may simulate those of the protruded lumbar 
intervertebral disk. In these instances the true nature 


of the lesion producing the signs and symptoms can¬ 
not be determined from the history and neurological, 
orthopedic, or simple roentgenographic examination. 
However, when intraspinal investigation, consisting 
of analysis of cerebrospinal fluid and myelographic 
studies, is carried out, in most instances the presence 
of intraspinal tumor becomes evident and its loca¬ 
tion is established. In those instances in which intra¬ 
spinal investigation does not establish the true nature 
of the lesion, subsequently repeated myelographic 
study with a contrast medium may be necessary to 
localize the lesion accurately. In this way the opera¬ 
tion can be directed to the site of the lesion, and the 
proper diagnosis can he established at operation. By 
analysis of cerebrospinal fluid and myelographic 
studies, a significant number of errors can be avoided. 

Summary 

Intraspinal tumors may simulate other neurological 
lesions or the neurological manifestations of constitu¬ 
tional diseases or infection. The pain syndrome, which 
is present in 80% of the cases, may persist for months 
or years and may simulate diseases of the pericardium 
and pleura; diseases of the biliary, urinary, and gas¬ 
trointestinal tracts; and diseases of the peripheral 
nerves, muscles, and bones. The majority of tumors of 
the spinal cord axe benign and operable. If tumors 
of the spinal cord are removed before they produce 
irreparable damage to the spinal cord, a i-estoration 
of function almost always follows. Operation for the 
removal of tumor of the spinal cord is attended with 
a mortality rate of less than 4%. Frequently, repeated 
examinations are necessary and prolonged periods of 
observation are needed before a definite diagnosis of 
intraspinal tumor can be made. 

In the interval between the onset of pain or dis¬ 
ability, or both, and the final diagnosis, degenei-ative 
lesions may be suspected; lesions of the thorax, ab¬ 
domen, and extremities may be treated; and even 
surgical procedures may be used in an effort to relieve 
the symptoms. Coincidental pathological lesions may 
be blamed and removed without relief—or with only 
temporary relief. 

Persistent pain should be suspected of being of 
central origin. Disabling neurological disorders that 
do not progress or present the usual clinical picture 
should be suspected as having intraspinal lesions as 
their cause. Repeated neurological examinations and 
examinations of die cerebrospinal fluid should be ac¬ 
companied by studies with die use of a contrast 
medium of the subarachnoid space of die spinal 
column. Protruded disks can so simulate intraspinal 
tumors that a myelogram may be necessary to differ¬ 
entiate between them. 


Fluid Intake in Infections of the Urinary Tract.—It is often difficult to decide on the best 
amount of fluid intake when treating urinary infections. There are various factors here and 
the soundest principle is to give a large intake unless the aim is to get a high concentration 
of a drug in the urine. This applies to botii chemotherapy and antibiotics but it is better 
to allow sufficient intake in a febrile patient to prevent thirst. Another important point is to 
consider the excretory competence of a kidney which is already failing because of pyelone¬ 
phritis and which may not be able to cope with a high fluid intake—J. C. Hawksley, C.B.E., 
M.D., F.R.C.P., The Treatment of Non-Tuberculous Infections of the Urinary' Tract, The 
Practitioner, September, 1956. 



442 


J.A.M.A., February g, 1957 


CLINICAL NOTES 


USE OF HYPNOANESTHESIA FOR CESAREAN SECTION AND HYSTERECTOMY 

William S. Kroger, M.D. 

and 

Sol T. DeLee, M.D., Chicago 


The following report concerns what is believed to 
be the first cesarean section and hysterectomy ever 
performed with use of hypnoanesthesia per se. The 
entire surgical procedure was accomplished without 
the induction of analgesia preoperatively or the use of 
anesthetic agents of any type. We have described how 
hypnosis is used as an analgesic or anesthetic agent 
for labor and delivery. 1 

Technique 

Since our patient wished to participate consciously 
in the entire experience, the hypnotic technique de¬ 
scribed by Schultz 2 was employed. Briefly, this 
method requires a rehearsal of the surgical procedures 
to be performed. The details of the operation are 
described to the patient while she is in a deep hypnotic 
state. Rehearsal of the entire surgical procedure with 
the patient in the deep hypnotic state apparently 
blocks” the neurophysiological pathways involved in 
the transmission of pain impulses. Thus, the effects of 
learning and experiential conditioning of the pain 
receptors in the higher brain centers under hypnosis 
protect the patient from surprise, apprehension, fear, 
and tension and tend to raise the threshold of pain. 

A similar mechanism no doubt explains the marked 
difference in pain perception between most primi- 
paras and multiparas. If the patient knows what to 
expect, the fear of the unknown is removed and pain¬ 
ful afferent impulses are, to some degree, decreased 
in intensity as the result of past experiences. Since 
hypnosis is essentially a state of increased suscepti¬ 
bility to suggestion through which motor and sensory 
processes are altered to initiate appropriate behavior, 
learning and conditioning are markedly facilitated. In 
this connection, it is interesting that the only time our 
patient complained of pain was when the towel clips 
were being placed on the abdomen, prior to making 
the skin incision. This apparently minor detail was 
inadvertently left out of the rehearsal. That two other 
patients operated on under hypnoanesthesia had simi¬ 
lar experiences indicates how well perceptual aware¬ 
ness and adaptive responses can be organized into 
a variety of reactions depending on the range of the 
learning processes. 

Report of a Case 

A married woman, 27 years of age, para 2, gravida 3, was 
admitted to the Chicago Lying-in Hospital for an elective 
cesarean section and hysterectomy that was performed by one 
of us (S. T. D.) on April 20, 1956. It had been decided earlier 
to use pure hypnosis, if possible, because of the patient’s ex¬ 
treme apprehension concerning the use of inhalation, spinal, or 
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local infiltration anesthesia. The local infiltration method of an¬ 
esthesia had been used for two previous cesarean sections. The 
indication for the first cesarean section had been preeclampsia. 

Because the early tests had indicated that the patient would 
be able to achieve a satisfactory depth of hypnosis, training 
for hypnoanesthesia was not begun until the last three months 
of gestation, and during that time the patient was hypnotized 
six times by one of us (W. S. K.). As expected, she developed 
into an excellent subject and exhibited most of the phenomena 
of deep hypnosis; namely, anesthesia and the ability to follow 
posthypnotic suggestions and to enter into complete rapport 
with the operator. Because of this, she was conditioned to enter 
the hypnotic state either at the suggestion of the operator or 
by autohypnosis. Complete hypnoanesthesia for various portions 
of the body could be readily produced by either method. 

The patient was brought to the operating room at 7:15 a.m. 
The preoperative blood pressure was 125/85 mm. Ilg, and the 
pulse rate was 84. Hypnosis was induced at 7:55 a.m. Within 
a few moments, catalepsy of the right arm indicated that a 
medium stage of hypnosis had been reached. The blood pres¬ 
sure level dropped to 95/60 mm. Hg. The depth of the hypnotic 
state was deepened by repeated suggestions to breathe slower, 
deeper, and more regularly. Suggestions that she was falling 
into a deep, sound sleep-like state were also given. The skin 
incision was made at 8:15 a.m., at which time the blood pres¬ 
sure was 80/60 mm. Hg and the pulse rate had risen to 80. 
There was no pain reflex or facial flinch as the skin, subcutane¬ 
ous tissues, muscles, and peritoneum were incised. The breath¬ 
ing was slow, deep, and regular. The abdominal muscles were 
completely relaxed. There was no bleeding, and not a single 
blood vessel in the skin or subcutaneous tissues had to he 
clamped. The patient stated that she felt no pain or discomfort. 

During the extraction of the infant by forceps, which "as 
complicated by the protrusion of the infant's shoulder and ami 
through the uterine incision, the pulse rate gradually increased 
to 100. The total hysterectomy was begun at 9 a.m. The pulse 
rate dropped to 76 and remained at this level until skin closure 
was performed at 9:40 a.m. 

The blood pressure level gradually rose from 80/60 at! 8j ® 
a.m. to 105/90 mm. Hg at 9 a.m. and then declined to 8-/W 
mm. Hg during the last 30 minutes of the operation. The pa* 
tient exhibited absolutely no clinical evidence of shock, in sp 1 e 
of the extensive surgery and an estimated blood loss of 3o0 cc. 
She conversed during the entire operation and ecstatically 0 
served the baby as it was delivered from her abdomen. Whej 
the broad ligaments were clamped, she said, “It just tickles- 

Upon termination of the operation, she was given P os 
hypnotic suggestions to void spontaneously, which she did, an 
that she would have no postoperative pain, insomnia, 0T J 0S , 
of appetite. The patient left the operating room in excel 
condition. Her postoperative course was uneventful, and s 
left the hospital on the 10th postoperative day. 

Comment 

Hypnoanesthesia is highly effective in carefully se 
lected and trained subjects. Esdaile 3 in 1850 reports 
several hundred surgical operations performed ".'it 1 
the patients under pure hypnotism (mesmeric 
anesthesia). All of these operations were witnesse 
and carefully documented. They included amputations 
of limbs, removal of huge scrotal tumors (80 to 1 
lb.), cauterizations, and other miscellaneous and P ain ' 
ful procedures. Since then an occasional case of sar 
gery performed with the patient under hypnosis has 
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been reported, 4 but nearly all of the patients were 
given some type of medicament or anesthetic agent 
preoperativelv. 

Most investigators have noted the almost complete 
absence of neurogenic shock when surgery is per¬ 
formed with the patient under hypnosis. In spite of 
this, no clinical research has been directed toward 
tins aspect of shock, outside of recognizing the im¬ 
portant role that the pituitary-adrenal axis plays in 
the body’s adaptation to stress. Measurement of the 
corticosteroid output, eosinophil response, and other 
indexes of stress during surgery performed with the 
patient under hypnosis might elucidate the whole 
mechanism of surgical shock. The mechanism of 
hvpnoanesthesia is, as yet, poorly understood. How¬ 
ever, electromyographic studies indicate that pain is 
perceived in die tissues, but, during deep hypnosis, 
noxious stimuli do not reach the pain receptors in the 
higher brain centers. Tin's probably occurs as the 
result of “synaptic ablation” (the synapses remain 
open) in the spinal cord. Apparently, the higher 
cortical centers are not excited during deep hypnosis. 
Hence, the vegetative nervous system is able to main¬ 
tain homeostasis and, thus, raise the adaptive response 
of the organism to stress. 

We wish to emphasize that hypnosis is never going 
to be a substitute for chemoanesthesia, because it can 
be utilized in only about 10% of carefully selected 
patients. However, when hypnosis is used to potentiate 
local or general anesthesia, it can reduce the quantity 
of the medicaments used. Its use also has many pre¬ 
operative advantages. Since its use allays fear and 
tension, the induction of inhalation anesthesia is thus 
facilitated; anoxemia is reduced, and, because of the 
profound relaxation, valuable time is saved. The tra¬ 
ditional preoperative administration of morphine, 
meperidine (Demerol) hydrochloride, and pentobar¬ 
bital sodium often can be eliminated even in those 

- patients who can enter only the light stage of hypno¬ 
sis. Beecher 5 believes that, even in minimal doses, 
these agents produce some degree of respiratory de¬ 
pression and lower the blood-oxygen volume. He 
states, “Narcotics are not necessary for preanesthetic 
medication but their presence is actually harmful.” 
He found that, when some patients received a placebo 
(0.6 mg. of atropine sulfate), experienced anesthe¬ 
siologists could not tell which patients had received 
the narcotic or placebo. Since suggestion works so 
well,.it is obvious that the use of hypnosis would be 
more efficacious. 

Postoperatively, hypnosis is of inestimable value 
when used with chemoanesthesia. To illustrate: When 
surgical patients wake up they usually are afraid to 
cough because of the ensuing excessive pain. This is 
especially true for those who have had operations on 

— the upper part of the abdomen. In good subjects who 
have been trained to enter quickly into the hypnotic 
state, this fear and often the pain may be eradicated 
in a matter of seconds by simply reinducing hypnosis. 
Through posthypnotic suggestions the breathing and 
cough reflex can be readily regulated. Because of the 
extreme relaxation, hypnosis also facilitates aspiration 
through the tracheobronchial passages. This helps to 
prevent pneumonitis and atelectasis. Excessive post¬ 
operative retching usually can be decreased, and, in 


good hypnotic subjects, these annoying complications 
can be prevented entirely.® Pertinent to the psycho¬ 
somatic aspects of postoperative care is the recent re¬ 
port 7 demonstrating that tire healing of wounds was 
enhanced in patients who were severely burned when 
the pain was controlled by hypnosis instead of by the 
administration of appetite-suppressing opiates. This 
enhancement was due to improved nutritional factors. 


Summary 

A cesarean section and hysterectomy was performed, 
with hypnosis used as the sole analgesic and anesthetic 
agent. The technique of rehearsal of the intended sur¬ 
gery was used to condition the patient against sur¬ 
prise, fear, and apprehension. This raised the 
threshold of pain. Tire patient was fully conscious 
during the entire procedure and watched die delivery 
of her baby. There was absolutely no pain or evidence 
of clinical shock during the opening of the abdomen, 
the extraction of the baby, the extirpation of the 
uterus, and closure of the incision. The use of hypnosis 
definitely inhibits noxious and painful impulses from 
reaching the higher brain centers, and by these 
measures the adaptive responses to stress are in¬ 
creased. 

Hypnoanesthesia per se is recommended only for 
certain patients. These constitute less than 10% of 
selected patients requiring major surgery. It has a 
much wider field of application when used as an 
adjunct to chemoanesthesia. In this capacity, it can de¬ 
crease the quantity of anesthetic required and facili¬ 
tate induction of anesthesia, due to marked muscular 
relaxation. Additionally, anoxia is greatly diminished. 
In many patients, the use of hypnosis can obviate the 
traditional use of preanesthetic medicaments and thus 
lessen the tendency to the development of respiratory 
depression. Employed postoperatively, with or without 
chemoanesthesia, hypnosis often can prevent pul¬ 
monary complications, postoperative pain, and vomit¬ 
ing. As the result of improved nutrition the healing of 
wounds is facilitated. 

“Synaptic ablation” is suggested as the mechanism 
of hypnosis that prevents painful impulses from reach¬ 
ing the higher brain centers. Further psychophysi- 
ologieal investigations are needed to elucidate the 
mechanisms by which the use of hypnosis eliminates or 
reduces neurogenic shock, that is, shock not due to 
hemorrhage. 

Since hypnosis is a multifaceted tool, its utility 
could be broadened if it were used more often in con¬ 
junction with chemoanesthesia. Its use in this way 
should have a salutary effect by promoting a healthier 
acceptance of the use of hypnosis among patients, 
especially if its numerous advantages are employed 
judiciously. 

104 S. Michigan (3) (Dr. Kroger). 
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DILATATION OF THE PUPILS IN PARATHION POISONING 

Ernest M. Dixon, M.D., Wenatchee, Wash. 


With the advent of the organic phosphorus insecti¬ 
cides, it has become important for all physicians who 
may be called upon to serve persons in agricultural 
pursuits to familiarize themselves with the salient fea¬ 
tures of the high inherent toxicity of these cholines¬ 
terase-inhibiting compounds and the special treatment 
required for poisoned individuals. A review prepared 
by the Committee on Pesticides of the American 
Medical Association contains much information on the 
toxicology and pharmacology of these insecticides and 
on the diagnosis and treatment of human poisoning 
by them.' 

A generally known and accepted sign of poisoning 
from tire standpoint of establishing an early diagnosis 
has been that of extreme miosis (pin-point pupils), 
which develops after tire inhibition of cholinesterase 
and as a consequence of marked parasympathomi¬ 
metic stimulation of the iris. Treatment, which is di¬ 
rected at counteracting the cholinergic action with 
large doses of atropine, is usually guided, in part at 
least, by the degree of mydriasis produced, although 
control of more significant but less readily observed 
functions should be attained. 2 

A number of reports have indicated that miosis is 
not a constant finding in animals 3 or man 4 after suf¬ 
ficient exposure to a number of organic phosphorus 
compounds to produce systemic effects. However, in 
dew of the emphasis that has been accorded the de¬ 
gree of pupillary constriction as a finding essential to 
tire diagnosis and as a gauge of the adequacy of ther¬ 
apy, the two recent cases that follow appear worthy 
of record. They represent instances of severe illness 
due to poisoning from the organic phosphorus insecti¬ 
cide, parathion, in which the failure of miosis to occur 
early in the illness resulted in delay in diagnosis and, 
therefore, in delay in die institution of adequate treat¬ 
ment. 

Report of Cases 

Case 1.—A 15-year-old boy had been engaged in the loading 
of a 45% solution of parathion into airplanes (3 gal. and 1 pt. of 
emulsifiable concentrate with water to make 50 gal.) and in flag¬ 
ging tire course of the plane during spraying for a period of 
two weeks. He experienced frequent, small respiratory exposures 
to the 3.5% spray and on several occasions got small amounts of 
the concentrated stock solution on his sldn. His only unusual 


Senior Assistant Surgeon, U. S. Public Health Sendee, Wenat¬ 
chee Field Station Toxicology Laboratory. Dr. Dixon is now a 
Fellow of the Institute of Industrial Health, University' of Cin¬ 
cinnati, and is sewing the third (or final) year in the Medical 
Department, American Cvanamid Company, New Orleans. 


exposure occurred on July 11, 1953, at 5:30 p. m., when, in 
loading a plane, he spilled a small amount of the parathion con¬ 
centrate on his skin. Until that time he had felt well in all 
respects, but within an hour he developed nausea, vomiting, 
headache, diaphoresis, confusion, and awkward gait. On exam¬ 
ination at 6:30 p. m. it was observed that his pupils were dilated, 
the pulse was rapid, and the reflexes were hyperactive. In view 
of the extreme heat of the day and the dilatation of the pupils, 
the physician felt that the patient was suffering from best 
exhaustion; however, as the patient had been exposed to pint- 
thion, he did empirically administer 0.6 mg. of atropine sulfate 
hypodermically. The patient was put to bed and soon was 
asleep. At 8:30 p. m. he awakened with muscular twitching, 
ptyalism (sialorrhea), and diaphoresis and was observed to 
have developed extreme miosis. It was then that the true na¬ 
ture of the illness became apparent, and appropriate steps wete 
taken to remove him to a hospital. Atropine, 0,6 mg., was ad¬ 
ministered again at 8:45 p. m., and a third dose was given just 
before the patient was placed in the ambulance at 9:15 p. m.The 
patient was taken over 100 miles to a hospital. On arrival (1:30 
a. m., July 12, 1953) he was critically ill, being comatose, in 
opisthotonos, having repeated clonic convulsions, and exhibiting 
other manifestations of severe poisoning. Intensive therapy con¬ 
sisted of frequent doses of atropine and supportive measures. 
In addition to the three doses received for first aid, the dose 
of atropine in the hospital was 0.6 mg. given approximate!) 
every- 20 minutes for 8 doses, then 0.4 mg. every hour for 0 
doses, then every three hours as needed for 5 doses, the total 
dose being 11.6 mg. Other treatment included introduction 0 
an indwelling catheter and administration of phenobarbitat 
(Luminal) sodium, and 5% glucose solution. The first improve¬ 
ment was noted at 4 a. m., and the pupils began dilating at 
4:30 a. m. By 8 a. m., at which time the pupils became full) 
dilated, he was considered out of danger. Eventual recover) 
was complete. The diagnosis was confirmed by the finding 0 
extremely low levels of cholinesterase activity'. At 10:30 a. m. 
on July 12, 1953, cholinesterase activity of the erythrocytes "j* 
0.1 A pH per hour and of tile plasma, 0.08 A pH per hour by t ,c 
Michel technique. 5 , 

Case 2.—A 3-year-old girl, who had been in excellent healt , 
on July 19, 1953, at 1:30 p. m. spilled an unknown quantity 0 
25% solution of parathion on her thigh from a container that ha 
been carelessly- left within her reach. A few minutes later t a 
mother bathed her and put her to bed. Upon awakening at 3 P- 
she was restless and irritable and had difficulty in walking. t> \ e 
complained of headache and gradually became more ill. A ph) sl 
cian was called, and at 4:30 p. m, he observed that she was un 
steady on her feet, had difficulty holding her head erect, ha 
dilated pupils, and appeared ill. He was shown the contained 
whereupon he recognized the possibility of parathion poisoning 
and, despite being perplexed by the dilated pupils, administer 
0.5 mg. of atropine orally. She was taken to the hospital ano 0 
arrival at 5:30 p. m. was unresponsive. In the interim she a 
developed pulmonary edema, hyperactive reflexes, fine muscu a 
tremors, elevated blood pressure, pty-alism, and other mamlfes a 
tions of serious illness, but the pupils had remained large. ’ 
was given 0.3 mg. of atropine parenterally at 5:40 p. - m - - 5 ... 
pupils were not constricted, although she remained seriousI) > 
no additional atropine was given until 7 p. m., at which 1 
moderate miosis had developed despite the dosage of atropme- 
Subsequent full atropinization evoked prompt improvement, an 
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full recovery followed. Extremely low levels of blood cholinester¬ 
ase activity again confirmed the diagnosis. At G p. m. on July 19, 
1953, cholinesterase activity of the erythrocytes was 0.06 A pH 
per hour and of the plasma, 0.04 “ pH per hour by the Michel 
technique. 

Comment 

In view of the apprehension that obviously attends 
the onset of such forceful symptoms as those pro¬ 
duced by organic phosphorus insecticide poisoning, 
it is not unrealistic to consider that pupillary dilatation 
might occur, especially initially, as the result of exces¬ 
sive stimulation of the sympathetic nervous system. 4 '’ 
Certainly fear, anger, pain, and some other emotional 
stimuli are known to cause dilatation of the pupil. Re¬ 
gardless of the mechanism, the size of the pupil is 
subject to numerous influences, and it would appear 
unwise to regard pupillary status alone as essential to 
diagnosis or as important for measuring the success 
of treatment of paratliion poisoning. 

The first case points out the striking similarity be¬ 
tween the clinical patterns that may be observed in 
heat exhaustion and in paratliion poisoning. Since the 
etiological circumstances of each of these conditions 
are frequently encountered concurrently in spraying 
operations during hot weather, it is necessary that 
they be differentiated in establishing the diagnosis. 

Summary 

In two severe but nonfatal cases of poisoning from 
dermallv absorbed paratliion, initial dilatation of the 
pupils resulted in delay in accurate diagnosis and 
adequate treatment, especially full atropinization. 
Overemphasis was accorded miosis. There is need for 
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reliance on a carefully taken history of exposure and 
on a comprehensive analysis of all signs and symp¬ 
toms. The presence or absence of miosis is of prac¬ 
tical but limited significance in the differential diag¬ 
nosis of early paratliion poisoning. 

P. O. Box 10008, Jefferson Branch, New Orleans (21). 
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CURRENT STATUS OF THERAPY IN CORONARY ARTERY DISEASE 

Laurence B. Ellis, M.D. 

and 

Ernest W. Hancock, M.D., Boston 


Coronary atherosclerosis occurs to some extent al¬ 
most universally in human beings. It is now the leading 
cause of death in persons past middle life in the 
United States. Significant coronary artery disease is 
found much earlier and in a more severe form in 
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men than in women. Coronary atherosclerosis is also 
more pronounced in association with conditions in 
which hypercholesteremia is present, such as diabetes 
and hypothyroidism. Undoubtedly a constitutional 
trait predisposes certain families, and possibly certain 
racial stocks, to premature coronary atherosclerosis al¬ 
though the latter has not been proved. To what extent 
the physical and emotional stresses of life influence the 
development of this disease has not yet been dis¬ 
covered. Most cardiologists, however, are of the 
opinion that coronary insufficiency, as manifested 
either by pain or by myocardial. failure, may be 
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hastened by such stresses. The clearest example of 
fliis is the precipitation of attacks of angina pectoris 
by physical or emotional stress in patients subject to 
this disease. 

In evaluating any type of therapy for coronary 
artery disease, it is important to realize that the disease 
can be diagnosed clinically only when some break¬ 
down in the coronary apparatus has occurred leading 
to myocardial dysfunction, such as myocardial in¬ 
farction, angina pectoris, or heart failure. The only 
exception to this is the demonstration by roentgenog¬ 
raphy of calcification of tire coronary vessels. Hence, 
studies of coronary artery disease, particularly the 
effects of various therapeutic agents on the course of 
such disease, must depend for their evaluation on the 
incidence of such breakdowns in the coronary circu¬ 
lation or on autopsy statistics, which are obviously 
end-results. It is virtually impossible, therefore, to set 
up a control series of persons not suffering from sig¬ 
nificant coronary' disease, since we have no measure of 
whether such disease exists. At best it is possible to 
obtain only statistical indexes suggesting the value of 
specific types of treatment or of various diagnostic 
methods. These are of limited use when applied to 
individual patients. 

Coronary artery disease itself gives no specific 
physical signs. Cardiac enlargement or changes in 
heart sounds or murmurs reflect only changes in the 
state of the myocardium. Similarly, the electrocardio¬ 
gram only measures tire indirect effect of changes in 
the coronary' circulation on tire electrical activity of 
the myocardium or the conduction of the heart beat. 
Measurements of various blood constituents, such as 
cholesterol or the lipoprotein fractions or studies by 
the ballistocardiogram, are of limited usefulness in 
the study of any given patient. They merely indi¬ 
cate the statistical likelihood of disease. 

Acute Myocardial Infarction 

Myocardial infarction is one of tire commonest 
accidents in the course of coronary artery disease. It 
is usually caused by thrombosis of a coronary vessel, 
but it may result from prolonged ischemia secondary' 
to inadequate coronary blood flow. The treatment of 
tire acute phase should be based on knowledge of 
the sequence of pathological changes that may occur 
and tire potential changes in myocardial function. In 
tire first few days after the onset of the myocardial 
infarction, ischemic changes leading to necrosis occur 
in tire muscle. During the second and third week heal¬ 
ing processes set in, including fibrosis and the develop¬ 
ment of collateral circulation. In general it takes about 
6 weeks for a myocardial infarction of average size 
to heal. During this initial stage, the heart should be 
rested as much as possible. Proponents of tire complete 
bed rest treatment for infarction and advocates of 
tire chair treatment agree on the desirability' of rest for 
the myocardium. They differ only as to whether the 
psvclrological and physical advantages of sitting in a 
chair, with increased mental and physical comfort of 
the patient and reduction of tire hazard of peripheral 
phlebothrombosis, are overweighed by the exertion 
required to change into this position. Actually' no hard 
or fast rule is needed to govern tire treatment of all 
patients, because their physical status, temperament. 


J.A.M.A., February 9, 1957 

and environmental circumstances differ so much. Fre¬ 
quently it is justifiable to get tire patient into a chair 
soon after the acute symptoms have subsided. Some 
patients should be maintained on therapy with strict 
bed rest for much longer. In any case, inactivity should 
be maintained for 4 to 6 weeks for the average un¬ 
complicated case of myocardial infarction. 

Diet .—The physician can never be certain what 
course the disease may take, even if tire patient seems 
to be in good condition when first seen.-The patient 
should be treated as a person with potential cardiac 
failure; for the first day or two he should be given 
nothing but fluids or the very lightest diet, without 
salt. After this, depending on the condition of the 
patient, the diet can be liberalized. Even in patients 
without symptoms, however, it is wise to give a fairly 
bland diet, low in fat and without added salt, through¬ 
out their convalescence. Regulation of the caloric in¬ 
take of the diet to the weight requirement of the 
patient is important, since any' obese patient with 
myocardial infarction will benefit by loss of weight. 
A weight reduction regimen for such patients should 
be initiated when they are first seen and treated. 

Drug Therapy.—Many physicians tend to overtreat 
their patients with drugs. In their zeal to give many 
drugs to prevent possible complications, they may 
easily do more harm than good. As a general rule it 
is wise to treat symptoms and complications as they 
arise. Many cardiologists give oxygen routinely for 
the first 24 hours after infarction, but in milder cases 
this hardly seems necessary'. Oxygen should be given 
when cy'anosis, pulmonary congestion, or protracted 
pain is present. 

Analgesic drugs should be administered initially 
in amounts sufficient to control pain. Morphine sulfate 
given subcutaneously in doses of 10 or 15 mg. is usual¬ 
ly advisable at the onset if the pain is severe; it should 
be injected intravenously if the pain is excruciating 
or unrelieved. Later the drug should be given only as 
needed to control pain or the initial anxiety of the 
patient; the dosage and frequency of administration 
can be adjusted to suit the individual case. It is fre¬ 
quently possible, after the initial administration of 
morphine, to substitute meperidine hydrochloride 
(Demerol Hy'drochloride) in subcutaneous doses of 50 
to 100 mg. Later, methadone hydrochloride (Adaiion 
Hy'drochloride, Dolophine Hy'drochloride) given oral¬ 
ly in doses of 5 to 15 mg. every 3 to 4 hours or codeine 
sulfate given orally in doses of 30 mg. every 3 to 4 
hours may' be adequate. The restlessness of the patient 
or continued anxiety often can be controlled to some 
extent by the administration of phenobarbital (15 mg-) 
four times a day, with larger doses of the barbiturates 
or other sedatives at night to insure sleep. 

Opinion differs concerning the desirability of ad¬ 
ministering atropine sulfate routinely. It would seem 
wise to give it in doses of 0.4 mg. subcutaneously 
three or four times a day' when large doses of opiates 
are given, when vomiting occurs, or when the heart 
rate is unusually slow with or without atrioventricular 
block. 

Indications for the use of digitalis in acute myo¬ 
cardial infarction are the same as those that apply 
generally': congestive failure and auricular fibrillation 
or flutter. It is not indicated at other times. Patients 
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who have an elevated heart rate caused by a sinus 
tachycardia but who do not have heart failure are 
usually not helped much by digitalis. It is better to 
avoid intravenous administration of large doses at one 
time unless an acute emergency exists, since the heart 
of tire patient with an acute myocardial infarction 
is potentially hyperirritable. Also, digitalis may initiate 
a grave arrhythmia if given in excess or too rapidly. 
When the indications for digitalis are clear, the patient 
initially should be given the drug orally or in small 
divided doses intravenously. For oral administration, 
digitalis leaf can be given in doses of 0.2 gm. three 
times the first and second days, twice the third day, 
and then 0.1 gm. twice daily until signs of full digi¬ 
talization appear. Alternatively, 0.1 mg. of digitoxin 
may be substituted for the 0.1-gm. dose of digitalis, in 
the same dosage schedule. If necessary, digitoxin can 
be given intravenously in the same dosage as it is 
given orally. 

When doubt exists as to whether digitalis is indi¬ 
cated or whether patients who have received some 
digitalis have had a sufficient amount, it is better to use 
a rapidly acting drug of short duration so that it will 
be possible to adjust the dosage quickly to the require¬ 
ments of the patient or to omit it if the administration 
produces deleterious effects. For this purpose, either 
digoxin or lanatoside C (Cedilanid) is excellent and 
can be given either orally or intravenously. Their 
effects occur rapidly and are dissipated in 1 or 2 days. 
The total digitalizing dosage of digoxin given intra¬ 
venously is 1 to 1.5 mg. and of lanatoside C about 
1.5 mg.; tire drug should be administered in divided 
doses over a period of several hours at least. When 
rapid oral digitalization is desired, about 2 mg. of 
digoxin should be administered. The average main¬ 
tenance dose of tin's drug is’ 0.5 mg. given orally, al¬ 
though many patients require more and some less. 

Complications .—Shock is one of the gravest compli¬ 
cations of myocardial infarction. Initial shock ac¬ 
companying pain for the first hour or two is not 
uncommon. At this time tire patient may be gray and 
pulseless but often recovers very rapidly after ad¬ 
ministration of opiates and oxygen. If shock persists or 
develops later, it is an ominous sign and demands 
vigorous treatment. The so-called shock position of 
the patient applies in myocardial infarction as in other 
types of shock. Unless dyspnea is greatly increased, 
such patients often benefit from elevating the foot of 
the bed. Tranfusions or plasma infusions, both given 
intra-arterially and intravenously, have been tried on 
numerous occasions, but most of the evidence does not 
suggest that they are of help in cardiogenic shock. 

Vasopressor drugs may be of considerable value, 
but it has not been definitely demonstrated whether 
their beneficial effects are due to peripheral vasocon¬ 
striction or to a stimulating action on the heart. 
The most effective agent is levarterenol (Levophed) 
bitartrate, which will often bring blood pressure up to 
respectable levels and promptly eliminate tire symp¬ 
toms of shock. The disadvantage of this drug is that 
it has to be given by continuous intravenous infusion; 
if it is administered over a period of time, it preferably 
should be given by intravenous catheter to avoid the 
intense irritating effect when it is extruded from the 
vein or on the venous wall itself. Dosage must be 
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individualized and the rate of infusion constantly 
regulated; hence the patient requires constant at¬ 
tendance. It is advisable to start with a concentration 
of 4 mg. in a liter of 5% glucose and water and to 
increase the concentration of the levarterenol if the 
administration at 30 drops (2 cc.) per minute is not 
effective in maintaining an adequate blood pressure. 
Other drugs that are less satisfactory but sometimes 
remarkably effective and that can be given until the 
levarterenol can be started are phenylephrine hydro¬ 
chloride (Neo-Synephrine Hydrochloride) in 5 mg. 
doses administered subcutaneously or intravenously 
every 15 minutes or less often or mephentermine sul¬ 
fate (Wyamine Sulfate) in 15 mg. doses administered 
intravenously or subcutaneously or in an intravenous 
drip containing 35 to 70 mg. in 100 cc. of 5% glucose 
and water. 

Cardiac irritability can occur in the course of a 
myocardial infarction. This is manifested by either 
auricular or ventricular premature beats or by more 
significant arrhythmias, such as auricular flutter or 
fibrillation and auricular or ventricular tachycardias. 
It is not advisable to administer drugs prophylactically 
to counteract such irritability unless the patient has 
a history of an arrhythmia prior to tire onset of in¬ 
farction; however, it is good practice to give 0.25 to 
0.5 gm. of procainamide (Pronestyl) hydrochloride or 
0.2 to 0.4 gm. of quinidine sulfate every' 6 hours if 
premature beats are present. A more serious arrhyth¬ 
mia should be treated in the conventional fashion 
with larger doses of these agents. If the arrhythmia 
is auricular fibrillation or flutter, digitalis is usually 
considered more appropriate as an initial measure. 

Atrioventricular block is another complication of 
myocardial infarction. First degree heart block is of 
no particular consequence and requires no specific 
treatment, although atropine may be tried. In patients 
with higher grade heart block, there is always the 
danger of Adams-Stokes attacks. Such blocks need not 
be treated specifically unless syncope does occur or 
the ventricular rate is unusually slow. In that case tire 
attacks should be treated as they would be under other 
circumstances; namely, with 25 to 50 mg. of ephedrine 
sulfate given orally every 3 to 4 hours or, if necessary, 
with epinephrine given subcutaneously or intramus¬ 
cularly or with slow intravenous infusion of epineph¬ 
rine hydrochloride 1:100,000. Although a physician 
may hesitate to give either ephedrine or epinephrine 
to patients with myocardial infarctions, the occurrence 
of Adams-Stokes attacks is a medical emergency that 
requires whatever specific treatment is most effective. 

Use of Anticoagulants.—Alter anticoagulants were 
first introduced and a combined study was made under 
the auspices of the American Heart Association, it was 
recommended that anticoagulants be given routinely 
to all patients with acute myocardial infarction. In 
recent years the tendency by some has been to restrict 
tire use to selected cases, partly because regulation 
of the dosage is not without difficulty and a certain risk. 
The bulk of the evidence, however, still favors tire 
idea that anticoagulants do reduce thromboembolic 
complications and, consequently, reduce the mortality 
rate in myocardial infarction, especially by their pro¬ 
tective effect against pulmonary infarction. There is 
also some evidence that the long-term use of anti- 
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coagulants favors a reduction in incidence of periph¬ 
eral embolization from an intracardiac mural throm¬ 
bus. Whether anticoagulants limit further thrombosis 
in coronary vessels and thus decrease the tendency to 
extension of an infarction or a recurrence has not 
clearly been shown. One disadvantage of anticoagu¬ 
lants is that when they are first used they must be 
given in a hospital with a laboratory equipped to de¬ 
termine clotting and prothrombin times. In addition, 
the dosage of anticoagulant drug must be carefully 
regulated. 

The ideal method of administration is to obtain an 
immediate effect by starting with 50 to 75 mg. of 
heparin sodium given intravenously or intramuscularly 
every 4 to 6 hours. This dosage should be regulated so 
that the clotting time is prolonged to not more than 
twice the normal time at the end of 3 or 4 hours. At 
the same time an anticoagulant such as bishydroxy- 
coumarin (Dicumarol) can be given orally. The main¬ 
tenance dose should be regulated so that the prothrom¬ 
bin percentage is 20 to 30% of normal. When this is 
achieved, heparin can be omitted. Some evidence in¬ 
dicates that the most effective anticlotting effect of 
bishydroxycoumarin may not occur until the actual 
prothrombin level has been reduced; this may require 
1 to 3 weeks. Anticoagulants should be continued until 
the patient is ambulatory. 

Prognosis .—The future course of the patient who has 
suffered a myocardial infarction depends on a number 
of factors. The first is the state of the coronary circu¬ 
lation as a whole—the extent to which the thrombosis 
that led to the infarction compromised the total cor¬ 
onary circulation and the degree of widespread ather¬ 
osclerosis in the coronary vessels. One of the most 
important events that may affect the future of such 
a patient is another coronary accident. This is com¬ 
pletely unpredictable except on the basis of statistics. 
In general, however, a person who has had two or 
more myocardial infarctions within a few months or a 
year has a worse prognosis than a person who has 
had a single myocardial infarction. The deterioration 
of the coronary circulation caused by atherosclerotic 
changes is not necessarily inevitable and progressive. 
Nature is constantly developing compensatory mech¬ 
anisms by the creation of collateral vascular channels. 
Competition between degeneration and repair con¬ 
tinues; whichever wins out determines whether the 
disease will progress or remit. 

The second factor affecting the course of the patient 
is the integrity of the myocardium. This may have 
been so damaged by a single huge infarction that 
chronic heart failure results. If the myocardium has 
already been compromised by previous injury, even 
a small myocardial infarct may lead to heart failure. 
The evaluation of such impairment of myocardial func¬ 
tion is made largely on the basis of the symptoms of 
which the patient complains, such as weakness or 
dvspnea on exertion. Progressive enlargement of the 
heart after a myocardial infarction suggests poor 
myocardial function and is a poor prognostic sign. 

The third factor is the possibility of a sudden dis¬ 
order of tire heart beat, either of the nature of heart 
block or cardiac irritability. This varies from a minor 
arrhythmia to lethal heart block or ventricular fibrilla¬ 
tion.' Unless recurrent, such disorders are largely un- 
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foreseeable and unpreventable and should be treated 
in the same manner as disorders of the heart beat are 
treated during the course of acute myocardial infarc¬ 
tion. 

Angina Pectoris 

Angina pectoris is the symptom of pain of recurrent 
coronary insufficiency occurring under the stress of 
physical exertion or emotion. Typically it first occurs 
under unusual stress; however, the disease may pro¬ 
gress so that pain is more and more easily provoked 
until finally a state of angina decubitus is present, with 
pain occurring at rest or during the night. The course 
of the disease of patients with angina is highly vari¬ 
able. The degree of severity may remain unchanged 
for many years and not infrequently regresses. The 
sudden onset or aggravation of angina easily provoked 
by minimal exertion suggests that an acute change 
in the coronary circulation has occurred and a myo¬ 
cardial infarction is present or is impending. Even if 
an acute myocardial infarction cannot be demon¬ 
strated, such a patient should be treated for the initial 
2 or 3 weeks as though it had occurred. 

Drug Therapy .—The objective of the treatment of 
patients who suffer from angina pectoris is to adjust 
their lives as far as possible at a level below that which 
brings on pain. Drug therapy should be resorted to 
only if control of the patient’s routine of living does 
not prevent attacks. The drug of choice is glyceryl 
trinitrate (nitroglycerin) given sublingually. The in¬ 
itial dose should not exceed 0.3 mg., since distressing 
and occasionally alarming reactions may occur with 
larger doses. If this dose is ineffective and the patient 
experiences no unpleasant side-effects, larger doses 
may then be used. The patient should be encouraged 
to take the drug freely if he cannot avoid attacks of 
pain. If his daily routine involves certain activities 
that are almost sure to produce an attack, such as 
walking home from tire bus in the evening, glyceryl 
trinitrate in very small doses may be quite effective 
in preventing an attack. If angina pectoris occurs im¬ 
mediately after an acute myocardial infarction and 
if these attacks are relieved by glyceryl trinitrate, the 
drug may be administered provided it is not given in 
such large doses as to lower the blood pressure to an 
alarming extent. It is useless to continue glyceryl trini¬ 
trate therapy for angina pectoris if it is ineffective in 
relieving the attacks of pain. The relief of pain will 
begin 1 to 3 minutes after administration if the drug 
itself plays a part in the relief of the attack and if the 
tablets are sufficiently small and soluble. 

Investigators disagree as to whether long-acting 
vasodilator drugs are of specific value in diminishing 
the number of attacks of angina pectoris. Of the long- 
acting nitrites, pentaerythritol tetranitrate (Peritrate 
Tetranitrate) appears to be the most effective. It may 
be given in doses of 10 mg. three or four times a day’ 
before meals; if this is ineffective, the dose may he 
doubled. Tire use of this drug is limited by its frequent 
irritant-effect on the intestinal tract. The evidence as 
to whether other vasodilator drugs are of value m 
angina pectoris is equivocal. There is no evidence that 
tire routine use of vasodilator drugs in patients without 
symptoms is of any value, either in lessening the 
danger of future coronary accidents or in improving 
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the coronary circulation itself; therefore, such drugs 
should be given only for the relief of symptoms and 
not as routine measures. 

Angina pectoris is notably affected by psychogenic 
influences. Many drugs or other methods of therapy, 
if administered enthusiastically and with conviction, 
will ameliorate the number of attacks in some patients, 
at least for a time. This undoubtedly explains many 
of the favorable reports on various- therapeutic agents 
and at the same time is a justification for a psycho¬ 
therapeutic approach, including the judicious use of 
relaxant drugs in selected patients. 

Long-term Management of Coronary Artery Disease 

It is not enough merely to instruct a patient who 
has bad an acute infarction as to the number of weeks 
he must rest and convalesce before returning to work 
or to tell the patient with angina pectoris that he 
should limit his activities below the point at which 
pain occurs. Other things can be clone that favor a 
prolonged life without seriously disrupting a mode of 
living economically productive and satisfactory. The 
-tendency by some physicians to overemphasize drug 
treatment of coronary artery disease is often accom¬ 
panied by a tendency to neglect detailed attention to 
the proper regulation of the patient’s life and habits. 

Use of Tobacco and Alcohol.—The attitude of phy¬ 
sicians in regard to restricting the use of tobacco or 
alcohol by patients with chronic coronary artery 
disease is frequently determined more by the moral 
or personal attitude of the doctor toward these sub¬ 
stances than by any rational medical standards. There 
is no evidence that tobacco does the circulation any 
good, but some evidence suggests that it may produce 
mildly deleterious effects. It has not been proved that 
it aggravates coronary atherosclerosis. On the other 
hand, tobacco appeals to people all over the world 
and in all states of civilized development and pre¬ 
sumably answers some need. What satisfaction the 
substance gives is hard to elucidate, but a physician 
should evaluate very carefully how important it is 
to restrict the happiness of a patient who is already 
limited in so many ways. The same applies to the 
moderate use of alcohol. Its apparent beneficial effect 
on patients with angina pectoris probably resides 
more in its sedative action than in any coronary 
vasodilating action, since the latter has not been 
demonstrated to exist. 

Management of the Disease.— In the proper man¬ 
agement of this disease the various burdens on the 
circulation should be reduced as much as possible. 
Rest and relaxation are essential. After a myocardial 
infarction, a patient should gradually increase his ac¬ 
tivities and can usually return to a sedentary job on a 
part-time basis within 3 months after his infarction 
if it is not unduly severe or complicated. He should 
adjust his life permanently to a more gentle pace than 
he was living before his illness. The same applies to pa¬ 
tients with angina pectoris. Most people can return to 
their previous occupations and at the same time live at a 
slower tempo. Unless a patient has disabling symptoms 
of severe angina or cardiac failure, it is rarely necessary 
to keep him out of work for a year or more after a myo¬ 
cardial infarction or to have him give up work alto¬ 
gether, unless he is prepared to do so for other reasons. 
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The second burden that should be removed is excess 
weight. The well-treated cardiac patient is one who is 
underweight. Other extrinsic strains on the circulation 
should be sought and removed if possible, such as 
anemia or minor infections. 

Although evidence is lacking that any therapeutic 
agent definitely controls the progress of atherosclerosis 
in human beings, patients with coronary disease can¬ 
not wait until proof of the value of certain therapeutic 
measures is forthcoming. A proper approach is to insti¬ 
tute measures that seem likely to produce benefit but 
to avoid highly experimental, expensive, or drastic 
measures that may seriously disrupt the person’s mode 
of living and happiness. 

Diet.—A relationship exists between atherosclerosis 
and cholesterol and lipoprotein metabolism, but tire 
nature of this relationship is not definitely known. 
Some evidence indicates that cultural groups who live 
on a high-fat diet also seem to suffer from a great deal 
more coronary atherosclerosis than do groups on a 
low-fat diet. Although this does not prove that the 
excess fat is a direct cause of atherosclerosis, it is 
highly suggestive. Such population groups also are 
frequently overweight. This also can be corrected by 
a low-fat diet. It has been suggested that the animal 
cholesterol content of the diet itself may be particu¬ 
larly responsible; however, experimental work is so 
controversial that it is hardly justifiable to attempt to 
eliminate cholesterol completely from the diet or even 
to put people on a rigid cholesterol restriction. Re¬ 
cently, vegetable cholesterol, such as sitosterol, has 
been administered to patients in an endeavor to block 
the absorption of animal cholesterol. Such work, how¬ 
ever, is still in the experimental stage, and the routine 
administration of this substance cannot be advocated 
at the present time. A reasonable dietary regimen in¬ 
volves limiting tire fats in the diet, particularly the 
animal fats such as butter, cream, sauces, gravies, and 
fried foods, but at the same time providing a well- 
balanced and nutritious diet with adequate amounts 
of proteins and vitamins. Such diets are palatable, not 
expensive, and not too difficult to obtain. The thera¬ 
peutic approach to these patients should be based on 
the assumption that they have years of life ahead and 
that it is important to make such life as happy as pos¬ 
sible. 

Experimental Therapy.— Women suffer from much 
less coronary disease than men until the climacteric, 
at which time the incidence of disease in women rises 
sharply. This fact has naturally aroused interest in the 
value of estrogenic therapy in men as a measure to 
slow up the progress of atherosclerosis. Controlled 
studies on the value of such therapy are difficult to 
obtain for obvious reasons, and such estrogenic therapy 
will probably have limited application for equally 
obvious reasons. At the present time it must be con¬ 
sidered that such therapy is in a highly experimental 
stage. 

Certain chemical agents have been suggested as 
being of some help in the reduction of atherosclerosis. 
Among these lipotropic substances are inositol and 
choline, as well as heparin. Studies in human beings 
regarding the effectiveness of these substances are 
still in the experimental stage; the evidence regarding 
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their value is either negative or at best unconfirmed. 
The widespread routine use of these substances cannot 
be justified until further knowledge concerning their 
value is forthcoming. 

Recently some interest has developed in the long¬ 
term use of anticoagulants in patients suffering from 
coronary disease. There are a few reports of such 
studies, all of which suggest that the mortality of 
patients who carefully follow such a regimen is less 
than that of patients who have not been receiving 
anticoagulants. Some suggestive evidence is available 
that the incidence of further myocardial infarctions 
is reduced and that angina may even be alleviated. 
Since most of these studies are not well controlled, it is 
too early to definitely state that anticoagulants are of 
real value in such long-term therapy. The patients who 
are undergoing such treatment must have careful regu¬ 
lation of the dosage of the anticoagulant drug checked 
by laboratory tests at frequent intervals. There is also 
a 10 to 15% chance that hemorrhagic complications 
may occur, some of which may prove to be serious. 
The number of patients who can and will undergo 
such therapy is limited, and it should be remembered 
that this is not yet an established form of treatment. 
We await the results of well-controlled studies made 
on a large scale; these are now being planned or al¬ 
ready carried on. 

Radical Therapy .—Two other types of radical ther¬ 
apy may be used in patients with severe angina pec¬ 
toris. Such therapy should be reserved for the patient 
in whom the pain cannot be sufficiently controlled by 
the methods previously described. 

Reduction of thyroid activity by various methods, 
particularly by the use of radioactive iodine, has been 
advocated in such patients, because it reduces the 
oxygen demand by the body. Thus, the heart with 
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limited capabilities of performance may be adequate 
for the reduced demand. Good results are reported 
in the majority of carefully studied patients treated 
in this manner. Such a procedure is proper as long as 
the hypothyroid state itself is recognized as an addi¬ 
tional disease that also may produce distressing symp¬ 
toms. 

The second type of therapy for angina pectoris is 
some form of surgical procedure designed either to 
cut nerve pathways or to improve vascularization of 
the heart by die production of extra coronary channels 
or even the improvement of the coronary channels 
themselves. Sympathectomy for angina pectoris has 
been carried out for a number of years. If properly 
performed, it produces relief of pain in die majority of 
patients, although it probably does nothing funda¬ 
mental to the coronary circulation itself and is a 
rather formidable procedure. 

Operations designed to improve circulation to the 
heart vary in type and in the risk they carry. They 
are all experimental; none has been demonstrated 
actually to improve the vascularization of the human 
heart. They may give immediate relief of anginal 
pain, which may persist for months or even years. 
By what mechanism this relief is accomplished has not 
yet been demonstrated. The simplest of these opera¬ 
tions appears to be as effective in this respect as the 
more complicated. One simple operation consists of 
the production of pericardial adhesions by the intro¬ 
duction of an irritant substance and, in addition, often 
the removal of the epicardial barrier by phenolization. 
The operative risk of such a procedure is very low. 
Operations of this type are justifiable in patients with 
truly incapacitating pain. They provide relief for a 
substantial time in the majority of instances; they may 
even improve the oxygen supply to die heart. 
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SYMPOSIUM ON FATS IN HUMAN NUTRITION 


A symposium, "Fats in Human Nutrition,” will be 
held in New Orleans, March 15,1957. Particular atten¬ 
tion will be given to fats, cholesterol, and atherosclero¬ 
sis in this symposium sponsored by the Council on 
Foods and Nutrition, with die cooperation of Tulane 
University School of Medicine, Louisiana State Uni¬ 
versity School of Medicine, the New Orleans Graduate 
Medical Assembly, and the Orleans Parish Medical 
Society'. 

The program, which will begin at 9 a. m. Friday, 
March 15, will be held in die auditorium of Louisiana 
State University' School of Medicine, 1542 Tulane Ave., 
New Orleans. Six hours of credit in category 1 will be 
given to members of the American Academy of Gen¬ 
eral Practice who attend. The meeting will be open to 
all interested persons, and there null be no registra¬ 
tion fee. 

The following program has been arranged: 

Morning Session 

9:00 a. m.: Dietary' Fat-Its Role in Nutrition and 
Human Requirement. Dr. L. Emmett 


Holt Jr., Director of Pediatrics, New 
York University, College of Medicine. 

9:45 a. m.: Biochemical Aspects of Fat, Cholesterol, 
and Lipoprotein Metabolism of 1 ,T1 ' 
portance in Clinical Medicine. Dr. Don¬ 
ald S. Fredrickson, Investigator, National 
Heart Institute, National Institutes of 
Health. 

10:30 a. m.: Pathologic Lesions Related to Disturb¬ 
ances of Fat and Cholesterol Metabolism 
in Man. Dr. W. Stanley Hartroft, Mai- 
linckrodt Professor and Chairman, De¬ 
partment of Pathology, Washington Uni¬ 
versity Medical School. 

11:15 a. m.: Discussion. Dr. Russell Holman, Chair¬ 
man, Department of Pathology, Louisi¬ 
ana State University. 

11:30 a. m,: Metabolic Studies of Relationships Be¬ 
tween Dietary Fats and Serum Lipi e 
Levels. Dr. Edward H. Ahrens Jr., Asso¬ 
ciate Member, Rockefeller Institute. 
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12:15 p. m.: Discussion. Dr. Roy H. Turner, Professor 
of Medicine, Tulane University School of 
Medicine. 

Afternoon Session 

2:00 p. m.: Epidemiologic Studies of Diet, Blood 
Lipids, and Atherosclerosis. Dr. Ancel B. 
Keys, Director, Laboratory of Physiolog¬ 
ical Hygiene, University' of Minnesota. 
2:45 p. m.: Therapeutic Implications of Nutritional 
Studies Relating to the Serum Lipids and 
Atherosclerosis. Dr. F. J. Stare, Dr. T. B. 
Van Itallie, M. B. McCann, and Dr. O. 


W. Portman, Department of Nutrition, 
Harvard School of Public Health. 

3:30-5:00 p. m.: Panel Discussion on Fats, Choles¬ 
terol and Atherosclerosis. 

Participants: Drs. Ahrens, Fredrickson, Hartroft, Holt, 
Keys, Stare, and Turner. 

The presentations will be followed by a discussion 
session among the speakers and physicians and scien¬ 
tists from the New Orleans area. The discussion also 
will be open to the audience. 

The symposium follows the 20th annual meeting of 
the New Orleans Graduate Medical Assembly, to be 
held March 11, 12, 13, and 14 in the Municipal Audi¬ 
torium in New Orleans. 
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FINANCIAL HELP FOR DOCTORS 

OVER ONE MILLION DOLLARS AVAILABLE IN LOANS, SCHOLARSHIP FUNDS 


For the past six years, hundreds of sick people have 
resignedly risked their health merely to reach med¬ 
ical aid in the cold little town of Northome, Minn. 

Miles of travel on icy roads was the first hazard to 
many, since young (35) Dr. Gordon W. Franklin 
is the only physician in the surrounding area of 80 
square miles (the nearest hospital is 42 miles away). 
The next hurdle was getting to his office, a one-time 
storage loft; over the village grocery store (see figure). 
Pregnant women, cardiacs, arthritics—they and other 
patients managed to struggle breathlessly up the 
rickety outside “stairway” contrived of crates and other 
scrap lumber. Then came cramped and frigid waiting 
in the stuffy 6-by-8-ft. reception room. After treat¬ 
ment, there were the steps again and the icy roads. 
No better office was available. 

Finally, a y ; ear ago, Dr. Franklin made the long- 
overdue move to build a medical building. He got the 
village to donate land—that was easy. Then he asked 
the local bank for a discounted Interest rate in bor¬ 
rowing 40% of construction funds—that was not dif¬ 
ficult. Soon he was being offered materials at cost 
and construction labor for free—that was great. But 
he still needed much more money to complete the 
building, and it was nowhere to be found—that was 
near-catastrophe. 

One day last spring, John R. Sedgwick called on 
Dr. Franklin in response to his application for a loan. 
Sedgwick is investigating consultant for the Sears- 
Roebuck Foundation, Which has made over a quarter 
of a million dollars in “final help” loans to scores of phy¬ 
sicians across the nation in the past year and a half. 
Sedgwick mounted the stairs, shivered, gasped, and 
bumped shoulders in the tiny waiting room. He re- 
a doctor more in need of a new office or a town more 
turned to Chicago with a report (“I have never seen 
in need of medical service”) recommending a $10,000 
loan. It was just enough to complete the new medical 
building. And now the town of Northome is holding 
its breath until the place opens later this month. 


What happened to help Dr. Franklin is happening 
in state after state. The Sears Foundation, with its 
long-term, unsecured loans of up to $25,000 for doc¬ 
tors in need within a community in need, is the leader 
in this “helping hand” movement. There are others. 
Each year Mead Johnson and Company allocates to 
executives of five medical academies (general prac¬ 
tice, internal medicine, pediatrics, surgery, and 
obstetrics and gynecology) $36,000 to award to new 
physicians for graduate training. The company takes 
no part in the scholarship program, other than to 
supply the money; recipients are under no obligation 
to the firm. 

Hard Luck Compounded 

One Mead Johnson scholarship made the difference 
between success and failure to a young physician who 
had less than a year to complete his residency train¬ 
ing. His wife had lost the job that helped support 
him and their baby, then she was stricken with a dis¬ 
abling leg injury that required hospitalization, and 
finally tuberculosis flared up in both the doctor and 
the child. The scholarship money enabled him to 
complete his residency training, and now he is in suc¬ 
cessful practice. 

Like the Sears project, tire Mead Johnson program 
is geared to help the doctor at a critical time in his 
career, when his basic medical education is over and 
he is likely to be at the end of his financial rope. The 
Sears plan, however, benefits two groups: new physi¬ 
cians who are unable to meet all construction or 
other medical practice costs while settling in a med¬ 
ically needy area, and established physicians who are 
not quite able to raise enough funds to transfer their 
practice into communities where there is a doctor 
shortage. 

Scholarships and loans also are offered in a wide 
variety of financial assistance programs, which are 
either supported or administered by 20 state med¬ 
ical associations. Alabama led this doctor-help-doctor 
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their value is either negative or at best unconfirmed. 
The widespread routine use of these substances cannot 
be justified until further knowledge concerning their 
value is forthcoming. 

Recently some interest has developed in the long¬ 
term use of anticoagulants in patients suffering from 
coronary disease. There are a few reports of such 
studies, all of which suggest that the mortality of 
patients who carefully follow such a regimen is less 
than that of patients who have not been receiving 
anticoagulants. Some suggestive evidence is available 
that the incidence of further myocardial infarctions 
is reduced and that angina may even be alleviated. 
Since most of these studies are not well controlled, it is 
too early to definitely state that anticoagulants are of 
real value in such long-term therapy. The patients who 
are undergoing such treatment must have careful regu¬ 
lation of the dosage of the anticoagulant drug checked 
by laboratory tests at frequent intervals. There is also 
a 10 to 15% chance that hemorrhagic complications 
may occur, some of which may prove to be serious. 
The number of patients who can and will undergo 
such therapy is limited, and it should be remembered 
that this is not yet an established form of treatment. 
We await the results of well-controlled studies made 
on a large scale; these are now being planned or al¬ 
ready carried on. 

Radical Therapy .—Two other types of radical ther¬ 
apy may be used in patients with severe angina pec¬ 
toris. Such therapy should be reserved for the patient 
in whom the pain cannot be sufficiently controlled by 
the methods previously described. 

Reduction of thyroid activity by various methods, 
particularly by die use of radioactive iodine, has been 
advocated in such patients, because it reduces the 
oxygen demand by the body. Thus, the heart with 


limited capabilities of performance may be adequate 
for the reduced demand. Good results are reported 
in the majority of carefully studied patients treated 
in this manner. Such a procedure is proper as long as 
the hypothyroid state itself is recognized as an addi¬ 
tional disease diat also may produce distressing symp¬ 
toms. 

The second type of therapy for angina pectoris is 
some form of surgical procedure designed either to 
cut nerve pathways or to improve vascularization of 
the heart by the production of extra coronary channels 
or even the improvement of the coronary channels 
themselves. Sympathectomy for angina pectoris has 
been carried out for a number of years. If properly 
performed, it produces relief of pain in the majority of 
patients, although it probably does nothing funda¬ 
mental to the coronary circulation itself and is a 
rather formidable procedure. 

Operations designed to improve circulation to the 
heart vary in type and in the risk they carry. They 
are all experimental; none has been demonstrated 
actually to improve the vascularization of the human 
heart. They may give immediate relief of anginal ~ N 
pain, which may persist for months or even year s. 

By what mechanism this relief is accomplished has not 
yet been demonstrated. The simplest of these opera¬ 
tions appears to be as effective in this respect as the 
more complicated. One simple operation consists of 
the production of pericardial adhesions by the intro¬ 
duction of an irritant substance and, in addition, often 
the removal of the epicardial barrier by phenoh'zation. 
The operative risk of such a procedure is very low. 
Operations of this type are justifiable in patients with 
truly incapacitating pain. They provide relief for a 
substantial time in the majority of instances; they may 
even improve the oxygen supply to the heart. 


COUNCIL ON FOODS AND NUTRITION 
SYMPOSIUM ON FATS IN HUMAN NUTRITION 


A symposium, “Fats in Human Nutrition,” will be 
held in New Orleans, March 15,1957. Particular atten¬ 
tion will be given to fats, cholesterol, and atherosclero¬ 
sis in this symposium sponsored by the Council on 
Foods and Nutrition, with the cooperation of Tulane 
University School of Medicine, Louisiana State Uni¬ 
versity School of Medicine, the New Orleans Graduate 
Medical Assembly, and the Orleans Parish Medical 
Society. 

The program, which will begin at 9 a. m. Friday, 
March 15, will be held in the auditorium of Louisiana 
State University School of Medicine, 1542 Tulane Ave., 
New Orleans. Six hours of credit in category 1 will be 
(riven to members of the American Academy of Gen¬ 
eral Practice who attend. The meeting will be open to 
all interested persons, and there wall be no registra¬ 
tion fee. 

The following program has been arranged: 

Morning Session 

9:00 a. m.: Dietary Fat—Its Role in Nutrition and 
Human Requirement. Dr. L. Emmett 


Holt Jr., Director of Pediatrics, New 
York University, College of Medicine. 

9:45 a. m.: Biochemical Aspects of Fat, Cholesterol, 
and Lipoprotein Metabolism of I* 71 ' 
portance in Clinical Medicine. Dr. Don¬ 
ald S. Fredrickson, Investigator, National 
Heart Institute, National Institutes of 
Health. 

10:30 a. m.: Pathologic Lesions Related to Disturb¬ 
ances of Fat and Cholesterol Metabolism 
in Man. Dr. W. Stanley Hartroft, Mai- 
linckrodt Professor and Chairman, Do- _ 
partment of Pathology, Washington Uni¬ 
versity Medical School. 

11:15 a. m.: Discussion. Dr. Russell Holman, Chair¬ 
man, Department of Pathology, Louisi¬ 
ana State University. 

11:30 a. m.: Metabolic Studies of Relationships Be 
tween Dietary Fats and Serum Lipi e 
Levels. Dr. Edward H. Ahrens Jr., Asso 
ciate Member, Rockefeller Institute. 
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12:15 p. m.: Discussion. Dr. Roy H. Turner, Professor 
of Medicine, Tulane University School of 
Medicine, 

Afternoon Session 

2:00 p. m.: Epidemiologic Studies of Diet, Blood 
Lipids, and Atherosclerosis. Dr. Ancel B. 
Keys, Director, Laboratory of Physiolog¬ 
ical Hygiene, University of Minnesota. 
2:45 p. m.: Therapeutic Implications of Nutritional 
Studies Relating to the Serum Lipids and 
Atherosclerosis. Dr. F. J. Stare, Dr. T. B. 
Van Itallie, M. B. McCann, and Dr. O. 


W. Portman, Department of Nutrition, 
Harvard School of Public Health. 

3:30-5:00 p. m.: Panel Discussion on Fats, Choles¬ 
terol and Atherosclerosis. 

Participants: Drs. Ahrens, Fredrickson, Hartroft, Holt, 
Keys, Stare, and Turner. 

The presentations will be followed by a discussion 
session among the speakers and physicians and scien¬ 
tists from the New Orleans area. The discussion also 
will be open to the audience. 

The symposium follows the 20th annual meeting of 
the New Orleans Graduate Medical Assembly, to be 
held March II, 12, 13, and 14 in the Municipal Audi¬ 
torium in New Orleans. 
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FINANCIAL HELP FOR DOCTORS 

OVER ONE MILLION DOLLARS AVAILABLE IN LOANS, SCHOLARSHIP FUNDS 


For the past six years , liundreds of sick people have 
resignedly risked their health merely to reach med¬ 
ical aid in die cold little town of Northome, Minn. 

Miles of travel on icy roads was the first hazard to 
many, since young (35) Dr. Gordon W. Franklin 
is tire only physician in the surrounding area of 80 
square miles (die nearest hospital is 42 miles away). 
The next hurdle was getting to his office, a one-time 
storage loft; over the village grocery store (see figure). 
Pregnant women, cardiacs, artliritics—they and other 
patients managed to struggle breathlessly up the 
rickety outside “stairway” contrived of crates and other 
scrap lumber. Then came cramped and frigid waiting 
in the stuffy 6-by-8-ft. reception room. After treat¬ 
ment, there were the steps again and the icy roads. 
No better office was available. 

Finally, a year ago, Dr. Franklin made the long- 
overdue move to build a medical building. He got the 
village to donate land—drat was easy. Then he asked 
the local bank for a discounted interest rate in bor¬ 
rowing 40% of construction funds—that was not dif¬ 
ficult. Soon he was being offered materials at cost 
and construction labor for free—that was great. But 
he still needed much more money to complete the 
building, and it was nowhere to be found—that was 
near-catastrophe. 

One day last spring, John R. Sedgwick called on 
Dr. Franklin in response to his application for a loan. 
Sedgwick is investigating consultant for the Sears- 
Roebuck Foundation, which has made over a quarter 
of a million dollars in “final help” loans to scores of phy¬ 
sicians across tire nation in the past year and a half. 
Sedgwick mounted the stairs, shivered, gasped, and 
bumped shoulders in the tiny waiting room. He re¬ 
ft doctor more in need of a new office or a town more 
turned to Chicago with a report (“I have never seen 
in need of medical service”) recommending a $10,000 
loan. It was just enough to complete tire new medical 
building. And now the town of Northome is holding 
its breath until the place opens later this month. 


What happened to help Dr. Franklin is happening 
in state after state. The Sears Foundation, with its 
long-term, unsecured loans of up to $25,000 for doc¬ 
tors in need within a community in need, is the leader 
in this “helping hand” movement. There are others. 
Each year Mead Johnson and Company allocates to 
executives of five medical academies (general prac¬ 
tice, internal medicine, pediatrics, surgery', and 
obstetrics and gynecology) $36,000 to award to new 
physicians for graduate training. The company takes 
no part in the scholarship program, other than to 
supply the money; recipients are under no obligation 
to the firm. 

Hard Luck Compounded 

One Mead Johnson scholarship made the difference 
between success and failure to a young physician who 
had less than a year to complete his residency train¬ 
ing. His wife had lost the job that helped support 
him and their baby, then she was stricken with a dis¬ 
abling leg injury that required hospitalization, and 
finally tuberculosis flared up in both the doctor and 
the child. The scholarship money enabled him to 
complete his residency training, and now he is in suc¬ 
cessful practice. 

Like the Sears project, the Mead Johnson program 
is geared to help the doctor at a critical time in his 
career, when his basic medical education is over and 
he is likely to be at the end of his financial rope. The 
Sears plan, however, benefits two groups: new physi¬ 
cians who are unable to meet all construction or 
other medical practice costs while settling in a med¬ 
ically needy area, and established physicians who are 
not quite able to raise enough funds to transfer their 
practice into communities where there is a doctor 
shortage. 

Scholarships and loans also are offered in a wide 
variety of financial assistance programs, which are 
either supported or administered by 20 state med¬ 
ical associations. Alabama led this doctor-help-doctor 
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movement in 1943. Among the latest to join the trend 
are the state medical societies of West Virginia and 
Indiana. One loan fund in Iowa is supported by state 
medical society membership dues, and another by 
loans and contributions from individual physicians 
of the state. In Illinois, separate amounts of $50,000 
a year for medical student loans come from the state 
society and the Illinois Agricultural Association, as a 
means of spurring more rural practice. Tax money 
supports scholarships administered by the medical 
societies of Alabama and Mississippi. Doctors’ wives 
are big donors, too, contributing jointly with the state 
medical association in South Dakota, and financing 
scholarships entirely on their own in Georgia and 
Missouri. 

A survey of medical scholarship and loan funds 
available through the Sears Foundation, Mead John¬ 
son, the 20 state societies, the Student American Med¬ 
ical Association, hospitals, and various other nongov¬ 
ernmental sources indicates a total of over 1 million 
dollars available each year. While a sizable portion of 
this total is not actually spent, often because not 
enough applicants qualify or make bids, the money 
that is loaned or given goes a long way for the profes¬ 
sion and for scores of widely scattered communities. 
Undergraduate student loans and grants alone from 
these sources now are helping to support over 500 
would-be doctors at an average annual cost of about 
$1,000 each. (Add to this the many thousands of dol¬ 
lars more for residents, interns, and private prac¬ 
titioners helped by other funds.) 

Rural Practice Increase Is Big Aim 

Last August, Edwin L. Eakin was able to enroll in 
the Cincinnati College of Medicine as a scholarship 
winner designated by the Ohio State Medical Associa¬ 
tion’s rural health committee. He had earned most of 
his premedical expenses by waiting on tables and re¬ 
pairing books. The Rural Kentucky Medical Scholar¬ 
ship Fund receives donations not only from physicians 
but also from farmers, small businessmen, and other 
individuals and organizations. (The Courier Journal 
and Louisville Times donated $800, the Honorable 
Order of Kentucky Colonels gave $500, and the Green 
River Rural Electric Cooperative contributed $3,200.) 
In Culvert City, Ky., young Dr. Carroll Taylor is in 
practice under a plan that helped pay his medical 
school tuition in return for a pledge to hang his shingle 
at least 20 miles from any big Kentucky city. A varia¬ 


tion of the same plan, supported last year by an extra 
appropriation of $200,000 by the Kentucky general 
assembly, is refunding all the tuition of any University 
of Louisville medical school alumnus who agrees to 
practice in one of 10 counties in critical need of med¬ 
ical service. 

The critical need was more individual than geo¬ 
graphical for one Yale medical student on a dark sum¬ 
mer day in 1952. He had been working as a laborer 
to earn tuition money when poliomyelitis struck him 
down. His wife became breadwinner while the disease 
was being licked. No sooner was he back on his feet 
when their first child was on the way—and the couple’s 
sole source of income was cut off. The still-hopeful 
medical student became, in his own words, “an ex¬ 
perimental animal and blood donor,” literally selling 
his body to keep up his tuition. Then, just before 
graduation, a sudden call to military service took a 
four-year bite out of his persistent career effort. When 
the student finally got his M.D. degree, he was broke. 
That is when a “lifesaver” $3,500 loan from the Sears 
Foundation came through to help him (with other 
borrowed money) start a practice that now is thriving - 
in a suburb of New Haven, Conn. 

Only once, so far, has the foundation’s medical ad¬ 
visory board found a case meriting the maximum loan 
of $25,000. That was made a year ago to four physi¬ 
cians who had exhausted their resources in trying to 
transfer their group-practice facilities from a barn-like 
former church to a “dream clinic” that would cost $90,- 
000 in the medically needy town of Clarkesville, Ga. 
Foundation Consultant Sedgwick reported that make¬ 
shift conditions in the old building were “the nearest 
thing to chaos I have ever seen.” After foundation 
funds were approved, he helped expedite a pending 
insurance company loan. 

How It Began 

Sears Foundation President Theodore V. Houser, 
the economist who heads the large store system and 
mail-order house, conceived of the long-term loan 
project as a way to solve a critical problem in physi¬ 
cian distribution. He knew there was no doctor short¬ 
age in the nation—only' a maldistribution. This was his 
reasoning: If large companies could show that a trek 
to rural and suburban areas was meeting a community 
need, then why could not the same concept work for 
medicine? The question had a common link for an 
answer: capitalization. 



Left above grocery. Dr. Gordon Franklin’s office in Northome, Minn. Patients huff and puff along precarious 60-degree stairway 
entered from opening shown beside store front. Now a Sears Foundation loan is helping open a new medical building, at K r0 ' int ! 
level. The foundation’s only 825,000 maximum loan so far went to help relocate a barn-like structure (center) into a modem medical 
center (right) for four physicians at Clarkesville, Ga. 
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So Houser went to the American Medical Asso¬ 
ciation with a proposal to put $125,000 annually into 
a revolving loan fund for 10 years. The A.M.A. trustees 
appointed an advisory board of leading physicians 
representing all parts of the United States, and this 
board began the task of granting unsecured loans 
that would be used in any way by doctors to establish 
medical practice units. There are two chief require¬ 
ments: These units must be needed by the community, 
and applicants must show their prior financial efforts 
to establish in such a community. Originally, it was 
felt that the program was limiting itself to rural areas 
of the nation, but this is not true. With mass popula¬ 
tion shifts from urban to suburban areas still a phe¬ 
nomenon of our times, and with a consequent critical 
need for physicians in many a city outskirts, founda¬ 
tion loans are as welcome there as in the farm, mining, 
and ranch communities. 

Some loans are greater than the amount asked, but 
most are pared down, and a few applicants later 
revise their own estimates downward after raising 
money from unanticipated sources. In one southern 
'down, where a physicians’ group asked for $25,000 to 
put up a new building, a foundation consultant 
trained a cool eye on their grandiose plans. He showed 
them where to cut costs, why they could improve 
financing by forming a corporation for construction, 
and where they could borrow all their money locally 
so as to instill community participation in the project. 
At last report, those doctors were sincerely thanking 
the foundation for their help in not lending them any 
money. 

Planting a Seed 

In fact, foundation service is rendered to a greater 
number of physicians who do not get loans than to 
those who do. One out of four applicants so far has 
obtained a foundation loan, but sound, helpful (and 
free) business management advice was given to 57% 
of all the doctors who applied. The net effect of these 
foundation efforts in helping physicians to help them¬ 
selves has been to “seed” medical facilities far beyond 
the face value of tire borrowed money. In its initial 
18 months of existence, the fund has loaned $261,000, 
but that amount represents the “key cash” responsible 
for $780,000 in new buildings, $83,000 in remodeling, 
and $72,000 in new equipment—a total of $935,000 in 
improved medical facilities that otherwise might never 
have been created. 

As each loan is repaid, the revolving fund (restocked 
regularly by Sears at the rate of $125,000 a year) 
is building into the millions. But ironically enough, 
herein lies a potential danger to the entire project 
and to the medical profession. The danger is that tire 
number of applications from physicians will not keep 
pace with the increased amount of money in the fund. 
-If the number rises from year to year, foundation ad¬ 
ministrators will know they have launched a growing 
service. If the volume of loan requests drops, or even 
remains stable, then they might reasonably deduce 
there is little need for the program. Such an eventu- 
ality, when aligned with reports of apparent uncon¬ 
cern for other well-meaning loan projects, presents a 
disturbing picture. 


Not long ago the Rotary club of Englewood, N. J., 
revealed that its $11,500 loan fund for college students 
had not received a single application in three years. 
A similar negative response was reported by 30 other 
Rotary clubs in the same state. Many medical college 
deans are telling the same story about their student 
loan funds. Everywhere, it seems, the money is there 
but is not being called for. 

This presents a paradox against the backdrop of 
rising costs of medical education, against the glare of 
obviously increased financial need among medical 
students. For example, when the student loan fund of 
the State Medical Society of Wisconsin was estab¬ 
lished several years ago, it was discovered that at least 
half of the students at the two Wisconsin medical 
schools could use some financial help and that about 
one-third needed total support. 

Now administrators of the Sears Foundation, for 
one, are accepting the fact that a need, a growing 
need, really does exist for the many physicians and 
physicians-to-be who lack capital and business know¬ 
how. There is reasonable grounds for the belief that, 
while some financial aid funds are not being fully 
tapped because of their own restrictive requirements 
(such as demanding area of practice, certain special¬ 
ties, specific county of birth, and other strings), most 
are not used adequately because of a communications 
breakdown. Often there merely is a lack of clear in¬ 
formation to potential beneficiaries. 

The solution to this problem of communications 
hinges upon an open line from the loaner or awarder, 
through the local medical association executive secre¬ 
tary, to the man in need—and then back along the 
same route. (Local medical society executives are key 
men in the Sears Foundation project, because they 
can provide essentia] help in evaluating applications 
and determining which communities have a shortage 
of physicians.) 

In one rare case, a communications short-circuit 
sparked a surprise ending. It happened last summer 
when an intern in a Roanoke, Va., hospital replied to 
a community request for him to practice in a Georgia 
town of 5,000. The intern sat at his typewriter with the 
intention of stating that be was “not very interested.” 
But somehow, the "not” was left out. Overjoyed of¬ 
ficials of the community rushed back an invitation to 
visit them. This managed to impress the young doctor, 
and he did make the trip. You guessed it; he is prac¬ 
ticing there now, with the help of a $4,000 foundation 
loan—the happy victim of a typographical quirk. 


Sears Roebuck Foundation loan applications are available to 
both general practitioners and specialists at state, county, or city 
medical societies or through the A. M. A. Council on Medical 
Services. Each request competes with all others. Almost all 
applications lead to follow-up personal visits to the commu¬ 
nity by representatives of the foundation. The loans are in¬ 
terest-free if paid up on schedule within five years, but they 
call for up to 6% interest (declining) on extension to the full 
10-year term. Foundation loans are granted twice yearly. Cur¬ 
rently eligible applicants in the continental United States, Alaska, 
Puerto Rico, and the Hawaiian Islands are urged to send in their 
requests now—well before the April 1 deadline—in order to 
assure prompt consideration by the medical advisor}' board. 
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PREDICTIVE VALUE OF LIPOPROTEIN 
MEASUREMENTS IN CORONARY 
ATHEROSCLEROSIS 


GUEST EDITORIAL 


Irvine H. Page, M.D. 


Clinical study of atherosclerosis continues to be 
handicapped by inability to detect its presence, to 
measure its degree, and to predict the likelihood of 
its complications in the living body. It is not until an 
infarct or some other secondary manifestation of 
underlying atherosclerosis supervenes that its presence 
becomes manifest. Another handicap, now being rapid¬ 
ly overcome, has been the inability to measure with 
precision the various fatty constituents of blood and 
blood vessels that have long been thought to be con¬ 
cerned in the etiology of atherosclerosis. 

Comparatively reliable methods for determining 
serum cholesterol values were the first to be devel¬ 
oped. However, data accumulated in the past few 
years have made it evident that there is no clear an¬ 
swer as to whether coronary disease in a particular 
individual is associated causally with elevated serum 
cholesterol levels, although a statistical association 
seems likely. For this reason, the statement by Gofman 
and co-workers 1 in 1950 that quantitation of the low- 
density serum lipoproteins by the ultracentrifuge 
method could be of individually predictive value in 
coronary disease was of the greatest interest. The 
“atherogenic” lipoprotein molecules were stated to lie, 
for the most part, in the narrow Sf 12-20 fraction and 
their concentration in the blood was considered of 
critical prognostic value. Most physicians are aware of 
the very large numbers of analyses, often of their own 
blood, that were subsequently made. Indeed, a non¬ 
profit corporation was organized to make this service 
available to physicians. For many employed persons 
the implications after high or low Sf values were po¬ 
tentials serious indeed, not only in terms of anxiety 
but also in terms of advancement. 


1 . Cofman, J., and others: Role of Lipids and Lipoproteins in 
Atherosclerosis, Science 111:166-171; 186 {Feb.) 19o0. 

o Lewis, L., and Page, I. H.: Changes in Plasma Protein 
Pattern (Tiselius Electrophoretic Technic) of Patients with 
Hypertension and Dogs with Experimental Renal Hypertension, 
J.Expcr. Med. 86:185-192 (Aug.) 1947. 

3 Hanig M.; ShainofF, J. R., and Lowy, A. D„ Jr.: Flotahonal 
Lipoproteins Extracted from Human Atherosclerotic Aortas, 
- Science 121:176-177 {July 27) 1956. 
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So relatively simple a concept of diagnosis presented 
an exciting challenge in the face of the almost epi¬ 
demic proportions of coronary disease, especially in 
the male American. The National Advisory Heart 
Council, therefore, organized a cooperative study in 
which four laboratories in different parts of the coun¬ 
try—the Cleveland Clinic, the Donner Laboratory, the 
nutrition department of Harvard Medical School, and 
tlie biophysics department of the University of Pitts¬ 
burgh School of Medicine—agreed to pool their efforts 
and study with standardized methods both the lipo¬ 
protein and serum cholesterol levels in a large group 
of subjects who, from reasonably careful examination, 
seemed to be normal. The results of these determina¬ 
tions were sent to the statistical office of the National 
Heart Institute in Bethesda, Md., and, after a period 
of two years, those subjects in whom myocardial in¬ 
farction occurred were also reported to the central 
office for statistical correlation. There was, therefore, 
no chance for bias in evaluation of the study. The 
problem was simply whether blood lipoprotein con¬ 
centration gave good predictability for the occurrence 
of coronary disease as indicated by a myocardial in : ^ 
farction and the degree to which this was a better 
indication than the serum cholesterol concentration. 

These seemed relatively simple objectives, but, as 
with so many research problems, the simplicity lasted 
only a few months. First, many months were spent in 
the tedious task of stabilizing reproducability of the 
ultracentrifugal analyses and, unexpectedly, of serum 
cholesterol determinations. Actually, the investigators, 
tlie statisticians, and the organizers of die study have 
worked hard for several years to clarify what turned 
out to be an extraordinarily complex problem. 

The report of this work has just appeared in the 
American Heart Association’s journal Circulation. In 
a nutshell, it reveals that, as with serum cholesterol 
levels, the low-density Sf 12-20 and 20-100 lipoprotein 
fractions are elevated in some subjects with coronary 
artery disease but there is no advantage in the pre¬ 
dictability of myocardial infarction of one determina¬ 
tion over the other. Tlie cholesterol determination has 
the advantage, however, of being cheaper and less 
time-consuming. The important finding for the prac¬ 
ticing physician is that neither lipoprotein nor choles¬ 
terol values among a population presumed normal 
were of much use in predicting which individuals in 
this large group would develop coronary heart disease. 

That is not to say that such measurements are not 
of value in studies of epidemiology of atherosclerosis. 
There is much to suggest that they are of real import¬ 
ance, particularly if it turns out that the "normal 
levels in the American population are really excessively 
high, possibly thanks to our high-fat diet, when com¬ 
pared with those in populations such as the Japanese 
and colored South Africans, in which, for the most 
part, the “normal” levels are lower and coronary dis- ~ 
ease is much less common. The “normal” American 
population, which is almost universally affected with 
atherosclerosis, may well be an inappropriate control 
group to allow differentiation of those unaffected from 
those affected. 

Much early work, now almost forgotten, suggeste 
that the plasma lipid pattern closely resembled tna 
in atheromatous vessels. It would be expected that 
lipoprotein patterns would share the same correlation. 
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Lewis and Page 3 suggested in 1947 that the beta- 
globulins were associated with vascular disease; now 
much evidence similarly associates the beta-lipopro¬ 
teins, which, in essence, are combinations of lipids 
with the beta-globulins. It is of great interest that 
Hannig, Shainoff, and Lowry 3 have only recently 
found the Sf 12-100 fraction, or something with similar 
characteristics, present in substantial amounts in 
atherosclerotic human aortas; the Sf 0-12 fraction was 
absent. The Sf 12-100 fraction is contained in the 
beta-lipoprotein fraction. 

It may seem to some that this cooperative study was 
a long, expensive, and possibly relatively useless in¬ 
vestigation. It is true that it was long and expensive, 
but it was certainly far from useless. Had it not been 
done in this thorough, unbiased fashion, the problem 
would have been with us for years, as a source of 
confusion and controversy that in the long run would 
have been far more expensive. While there is not com¬ 
plete agreement between the Donner group and the 
other three laboratories on the interpretation of the 
results, the data are all there for those who wish to 
make their own analysis. More could not be asked. 

"As a further result of the combined study, unless 
they feel the need of one, physicians need no longer 
develop cardiac neuroses from contemplation of some 
minor variation in their serum lipoprotein pattern. 
While the outcome was not quite what was hoped for, 
this investigation represents one of the truly solid and 
important contributions to the solution of the problem 
of the cause of atherosclerosis. 

UNSHACKLING MEDICAL EDUCATION 

In Chicago today, over 800 physicians and others 
interested in medical education and licensure are 
gathering for a four-day congress. A full half-day ses¬ 
sion led by six experts looks ahead to medical educa¬ 
tion tomorrow—devoting intensive study to “lasting 
-values,” “the whole patient,” medical education 
“structuring,” and "the underlying cause of unrest in 
university medicine.” 

All this current interest points up the fact that, al¬ 
most unnoticed by a large segment of tire profession, 
medical education in the United States in recent years 
has been undergoing some basic changes. Now it is 
revealed that these changes are on the verge of being 
codified. They promise even better medical service for 
the entire community through the final unshackling of 
restrictions binding student and faculty alike. 

It evolves from a medical revolution that occurred 
in 1910 when an analysis by Dr. Abraham Flexner un- 
eardied the scandalous inadequacy of medical schools. 
His report revealed that two out of every three so- 
called medical schools were little more than mills 
grinding out M.D. diplomas. The detailed disclosure 
^sparked the Association of American Medical Colleges 
and the American Medical Association’s Council on 
Medical Education and Hospitals into an accrediting 
endeavor that has helped elevate the prestige of school 
standards to a new high. 

That same year, 1910, the A. M. A.’s House of Dele¬ 
gates voted its first of 10 versions of “Essentials of an 
Accepted Medical School.” The latest version was 
approved in 1951; in general, it differs little from the 


first. In it, standards are set down for organization, 
administration, faculty, teaching materials, clinical fa¬ 
cilities, curriculum, and requirements for admission. For 
example, the paper spells out that “it is desirable that 
there be a sufficient number of patients so that each 
student on a hospital clerkship can be assigned 3 to 5 
new cases of teaching value per week for thorough 
study.” That is three to five—not two or six or seven. 

As a result of that rigid kind of language, some 
schools were inspired to set more and more strict re¬ 
quirements. On curriculum, for example, there would 
have to be so many hours assigned for anatomy, so 
many for study of physiology, so many for laboratory 
work, so many for classroom—no more, no less. Here 
and there, the criticism was heard that physicians were 
being turned out like morsels from a cookie cutter. 

In reaction, other medical school administrators 
thought they discerned occasional conflict in the 
A. M. A.’s “essentials” and in the set of medical school 
“objectives” announced by tire Association of American 
Medical Colleges. So these schools pursued a policy of 
flexibility that would highlight their special attributes: 
If laboratory facilities in one school were outstanding, 
there was greater emphasis here and a bit less in some 
classrooms; and, if the caliber of classroom teaching in 
another school was regarded as particularly high, then 
the student was allowed to reap more hours of benefit 
there. 

Those reactions began in 1925. They were the first 
rumblings in a natural and inevitable period of change 
away from the trend toward overregimentation. Last 
year, after many months of study, the A. M. A.’s Coun¬ 
cil on Medical Education and Hospitals and the execu¬ 
tive council of the Association of American Medical 
Colleges drafted a new and more flexible set of stand¬ 
ards entitled “Functions and Structure of a Modem 
Medical School.” The 23-page document will be pre¬ 
sented to the House of Delegates for action next June 
in New York City. The two councils believe that here, 
for the first time, medical education is formally given 
the confidence of a growing adult who has some 
responsibilities and is encouraged to seek others. Gone, 
in their opinion, is the misconception that medical 
schools are helpless infants who must be kept in tow 
at every turn by specific directions on how to behave. 

Following are excerpts from the document, which 
will be published in full in the Convention Number 
of The Journal, on April 20: 

“. . . The student should be encouraged to feel a 
genuine responsibility as part of a team of physicians 
studying the patient, and not as a classroom student 
with prescribed hours of study. . . . Lectures and 
other didactic exercises cannot replace although they 
may supplement bedside learning. . . .'The allotment 
of some unscheduled student time in the weekly pro¬ 
gram to allow for reading, research or other independ¬ 
ent pursuits is desirable. ... No rigid curriculum can 
be prescribed for accomplishing the objectives of 
medical education . . 

.. The complexity' of modem medicine can be best 
served by physicians who in composite represent a 
variety' of backgrounds in education and experience. 

... Medical education should emphasize intensive long 
term study by each student of relatively fewer patients 
rather than superficial observation of many patients.” 



456 EDITORIALS AND COMMENTS 

. . Four years of education in medical school is 
not by itself sufficient to prepare a physician for prac¬ 
tice in mid-twentieth century. In fact, the yearly ad¬ 
vances in medicine demand that each physician con¬ 
tinue his education throughout his career. ... It is 
urged that this document not be interpreted as an 
obstacle to soundly conceived experimentation in 
medical education . . .” 

These are the three salient principles of medical edu¬ 
cation's new look as proposed by the two councils: 
I. A medical school should provide for its undergradu¬ 
ate students the opportunity to acquire a sound, basic 
education in medicine and should foster the develop¬ 
ment of lifelong habits of scholarship. 2. A medical 
school should contribute to the advancement of knowl¬ 
edge through research. 3. A medical school should con¬ 
tribute to the development of teachers, investigators, 
and practitioners through programs of graduate educa¬ 
tion and residency training. 

It took many years of deep thought and search by 
medical educators in all parts of the country to formu¬ 
late this new wide view that individualizes the medical 
student and thus places the entire profession on the 
threshold of a new era. For enlightened medical 
education can be a beneficial wellspring of drinking, 
practice, teaching, and research among physicians 
throughout the nation for years to come. 

AN OBJECT LESSON 

Once again, our British cousins find themselves con¬ 
fronted with new hazards as a result of allowing their 
government to administer the practice of medicine. The 
newest incident arising from “socialized” medicine in 
England stems from the government going back on its 
word to die doctors. Elsewhere in this issue of The 
Journal (page 484) are statements from The Journal’s 
correspondents in Great Britain on this problem. 

Since 1948, the majority of physicians in Great 
Britain have been providing medical care on a fee-for- 
number-of-patients basis. This is in contrast to the 
fee-for-service system existing in the United States, 
and still practiced by a few English doctors. The 
British physician who practices under the government 
program receives about $3 each year for every pa¬ 
tient registered with the government as his medical 
responsibility. For this sum, out of which the doctor 
must pay all his expenses, he must provide professional 
service for any and all patient problems, no matter 
how distandy related to health. 

When die National Health Service first began, the 
British Ministry of Health is reported as having prom¬ 
ised the medical profession it would adjust the annual 
payment for each patient according to die cost of 
living. During the past years, the cost of necessities 
has gone up well over 20%, but government health 
officials refuse to make a comparable salary' adjust¬ 
ment as far as the practicing doctor is concerned. The 
government is even said to have gone so far as to now 
deny ever having made such a logical promise. 

This time the practitioners as well as die patients 
face die difficulties that exist when medicine is ruled 
by bureaucrats, whose understanding of humanization 
in die personal practice of the healing arts is professed 
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only in their voluminous files. The physicians of Eng¬ 
land are feeling the strain of being under the yoke of 
nonmedical rule. In keeping with their professional 
ethics, and in no way diminishing the quality and 
quantity of medical care, one solution these doctors 
have proposed is die age-old practice of having the 
ill patient whose means are average or better pay for ' 
the service he receives and those who are in need of 
treatment but unable to pay receive all assistance 
with no fee whatsoever. The only difference in this 
customary way of financing medical care, is that in 
England the patient’s fee shall supplement the govern¬ 
ment’s pittance. 

The situation of a compulsory or national health in¬ 
surance program, therefore, begins to fulfill its original 
predictions—when the government administers med¬ 
ical care (or almost anything else), the public must pay 
twice. With this type of medicine the patient must pay 
taxes to support the bureaucracy, as well as fees for 
services this same patient might have, at half the total 
cost, without government interference. 

The lesson to be learned from the other side of the 
Atlantic Ocean, while an old one, is not just for phy-vj 
sicians, but for our patients as well. Each and every , 
illness, even if caused by the same etiological factor, 
reacts differently in individuals. Just as the successful 
treatment of disease depends on the family physician 
knowing not only the diagnosis but more so how that 
same disease will manifest itself on a particular per¬ 
son, so does the whole realm of medicine, its art and 
its science, depend on the recognition of individuality. 
Not only must a patient be able to choose the phy¬ 
sician who will hold his confidence but, just as im¬ 
portant, the physician must be able to choose the 
treatment that best suits the “total” patient. While 
free choice is the basis of proper medical practice, of 
equal importance, the financial aspects of medical 
care should also be a concern only between the doctor 
and his patient. For those who can pay', there should 
be no difference between this type of personal profes¬ 
sional service and any other service that has a cost. 
For those who find it difficult to finance necessary^ 
medical care, there has ahvay's been, and always will 
be, access to such care without monetary considera¬ 
tions. 

In England, the government has forced economies 
to dominate the care of the sick. Let us, in the United 
States, keep the needs of the sick the dominating force 
that motivates private medical care. 

WHAT A THREE-CENT STAMP WILL BUY 

Drop a penny on a busy American sidewalk and, 
chances are, if you do not pick it up nobody else will- 
That is inflation. But a three-cent stamp? It can b' 1 ? . 
a future for many' a budding or practicing physician. 

Elsewhere in this issue (page 451) Medicine <> l 
Work tells how a letter of application can tap a 1-® 
lion-dollar reservoir of loan and scholarship funds-- 
money made available annually' through 20 state me J* 
cal associations, hospitals, at least one pharmaceutical 
house, and, most recently, through the Sears-Roebuc 
Foundation. Depending on which organization ap 
proves the expenditure, this money' can be used ° r 
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undergraduate medical education, for residency train¬ 
ing costs, and for expenses in outfitting or building a 
medical office. 

Ironically, though, some of these well-intentioned 
funds face possible oblivion because of a relative lack 
of interest among the very doctors they were designed 
to help. What is behind tire paradox that has thousands 
facing increased costs of medical education and prac¬ 
tice units on one hand, and thousands failing to take 
advantage of the growing number of financial aid 
programs on the other hand? When the Sears Founda¬ 
tion (through its medical advisory board nominated by 
the American Medical Association’s Board of Trustees) 
began feeding $125,000 a year into a revolving fund 
for loans to physicians late in 1955, it triggered a sus¬ 
taining response. So far, there have been 36 loans to 52 
doctors in 18 states. The loans seeded $935,000 in addi¬ 
tional expenditures. Doctors who did not qualify among 
the applicants benefited by sound financial advice. 

Now, as the early loans are being repaid and as the 
fund grows, administrators of the foundation are look¬ 
ing for the number of applications to increase. Under¬ 
standably, they regard this as a key to medicine’s 
interest in the 10-year program. If the number rises 


from year to year, they know they have embarked on 
a growing service; if it is stable, or drops, they might 
interpret it as a sign of indifference in the profession, 
particularly among the new doctors. But the facts 
belie that there is any indifference that can be attrib¬ 
uted to plenty of dollars in the pockets of physicians 
setting up practice. Most often those dollars are few, 
or those pockets are empty'. 

As in many cases of a good thing just starting out, 
this appears to be a problem in communications—not 
yet enough loan recipients to spread the word of how 
Sears Foundation money provided them with the extra 
push to succeed after their own fund-raising efforts j 
came short of their needs, not enough well-aimed j 
publicity of the foundation itself, and not enough ! 
awareness in the profession of what the loan program j 
is doing. i 

A three-cent stamp on a letter to the American ; 
Medical Association’s Council on Medical Service or to j 
any state, county, or city medical society will bring an i, 
application that might answer tire financial problems ; 
of many physicians. A delay might be costly: The 
United States post office is thinking of raising first class 
postage rates to five cents. 
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NOTES FROM THE COUNCIL 

At its meeting in Seattle, Nov. 25-26, 1956, the 
Council on Medical Education and Hospitals of tire 
American Medical Association considered numerous 
matters referred to it. Among these tire following items 
are being reported in this column because of tlreir 
general interest. 

Role of Field Staff 

Since the establishment of tire Joint Commission on 
Accreditation of Hospitals, members of the field staff 
of the Council have carried a dual responsibility. As 
needed, they surveyed hospitals for accreditation by 
the Joint Commission and evaluated graduate medical 
education for the Council. This dual role inevitably 
led to misunderstanding of tire function of the Council 
in the minds of many physicians and hospital admin¬ 
istrators. In line with the report and recommendations 
of the Stover committee and with the approval of the 
House of Delegates in Chicago (June, 1956), the field 
staff of the Council on Medical Education and Hos¬ 
pitals will restrict its activities to tire evaluation of 
graduate medical education (internships and residen¬ 
cies) after Jan. 1, 1957. The Council field staff has 
accordingly been decreased in number, and the Board 
of Trustees has authorized transfer of funds to the 
Joint Commission to cover employment of three 
persons for tire field staff to undertake the survey 
activities for hospital accreditation formerly conducted 
for them by Council field staff. 

Publications 

During tire past several months a committee repre¬ 
senting the Council on Medical Education and Hospi¬ 
tals and the Association of American Medical Colleges 


has been working on a revision of the “Essentials of an 
Acceptable Medical School,” to replace the statement 
last issue in 1951. It was felt that the arrangement 
existing in tire past, by which a set of “Essentials” was 
prepared by the Council and “Objectives” prepared 
by the Association of American Medical Colleges, 
tended to be confusing. The new document, which 
will be presented as tire “Functions and Structure of 
a Modern Medical School,” has been approved by the 
Council on Medical Education and Hospitals and by 
the Executive Council of the Association of American 
Medical Colleges. It will be presented to the House 
of Delegates by tire Council with recommendation for 
adoption at tire next meeting. 

Since 1915 the Council on Medical Education and 
Hospitals has published a list of approved colleges of 
arts and sciences as a guide to medical schools in the 
selection of students, and also to assist the prospective 
medical student in choosing a college for his pre¬ 
medical training. The list was annually revised and 
included colleges approved by the North Central 
Association of Colleges and Secondary Schools, Mid¬ 
dle States Association of Colleges and Secondary 
Schools, New England Association of Colleges and 
Secondary Schools, Southern Association of Colleges 
and Secondary Schools, Northwest Association of 
Secondary and Higher Schools, and the Western Col¬ 
lege Association. Since the National Committee of 
Regional Accrediting Agencies now annually revises 
and publishes an accurate, current list of “Accredited 
Institutions of Higher Education in the United States 
of America,” the Council has voted to discontinue the f 
annual revision and publication of its listing of ap- 
proved colleges of arts and sciences. 
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General Practice Training 

At the interim session of the A. M. A. in Seattle, 
the Committee on Medical Practices, headed by Dr. 
Ward Allen, submitted a progress report to the House 
of Delegates. Among the directives undertaken by this 
Committee were those to the effect “that this Com- 
mittee be directed to utilize all possible means to 
stimulate the formation of a department of general 
practice in each medical school,” and “that the Ameri¬ 
can Medical Association approve of the medical school 
teaching programs which afford the medical student 
opportunity for experience in the general practice of 
medicine.” After very careful study the Committee 
concluded that “there was need for a long term 
cooperative study on the part of the Council on Medi¬ 
cal Education and Hospitals, the Association of Ameri¬ 
can Medical Colleges, the American Academy of 
General Practice, and representatives of the specialty 
areas to objectively analyze and make recommenda¬ 
tions for consideration as to the best background 
preparation today for general practice.” Subsequently, 
the Executive Committee of the Board has requested 
that the Council on Medical Education and Hospitals 
undertake the organization of such a representative 
committee to undertake the suggested assignment. It 
is hoped that the first meeting of this committee 
can be held during January, at which time plans 
will be formulated toward the development of a 
comprehensive, long-range study that will result in 
the presentation of constructive recommendations con¬ 
cerning this currently controversial area of medical 
education. 

Postgraduate and Graduate Medical Education 

The Council received the progress report of the 
ad hoc advisory committee on postgraduate medical 
education, prepared as a result of careful study dur¬ 
ing the past year. The Council approved of the “Ob¬ 
jectives and Basic Principles of Postgraduate Medical 
Education” as prepared by this committee and will 
refer them to tire House of Delegates at the June 
meeting with the recommendation that they be pub¬ 
lished as guides for those active in this field as 
well as for those desiring to initiate courses and 
Other programs for the continuing education of phy¬ 
sicians. 

The Council requested that letters be sent to 
all hospitals now approved for straight internships 
again informing them of the request of the House 
of Delegates “that the Council on Medical Edu¬ 
cation and Hospitals be requested to increase its 
efforts to encourage rotating internships rather than 
straight internships in all hospitals approved for 
. the latter.” 

The Essentials Committee recommended with 
Council concurrence that the publication “Essentials 
of an Approved Residency in Dermatology and 
Syphilology” be modified by the deletion of the words 
“and Syphilology.” 

The American Board of Anesthesiology has au¬ 
thorized the development of a Residency Review 
Committee in Anesthesiology 7 in cooperation with 
•the Council on Medical Education and Hospitals. 


This will be the 17th specialty 7 area in which resi¬ 
dency review or conference committees are cur¬ 
rently active in the evaluation of graduate medical 
education. 

In view of the fact that there are only four hos¬ 
pitals currently approved for residency training of 
one year’s duration in contagious diseases, and in 
view of the fact that such experience can be affiliated 
in full residency training in other areas, such as 
pediatrics, the Council voted to discontinue approval 
of such isolated programs. The hospitals involved will 
be duly informed of this decision and advised to seek 
integration or affiliation into complete residency train¬ 
ing programs. 

The Council received and considered the reports 
of the Internship, Residency Review, and Confer¬ 
ence committees in regard to actions taken or recom¬ 
mended on the programs of graduate medical 
education studied by them. The Council deeply ap¬ 
preciates the cooperation represented by these joint 
committees whose members have given so much 
thought and time to the evaluation of graduate med¬ 
ical education. 

The Council staff was authorized to continue to 
explore ways and means of evaluating programs in 
occupational medicine. Arrangements are now under 
way to determine with tire specialists in this field tire 
criteria essential to evaluation of certain phases of 
graduate training now being offered in graduate 
schools in universities where there is currently no 
recognized approving body for this particular area 
of education. 

The Council has requested that a brochure be pre¬ 
pared outlining the history of the development of the 
residency review programs and tire functions of these 
committees. It is believed that this material may be 
prepared in a series of articles for initial publication 
in The Journal and subsequent distribution in bro¬ 
chure or reprint form. 

Congress on Medical Education and Licensure 

The Council staff is now in the midst of final pre¬ 
parations for the 53rd Congress on Medical Education 
and Licensure, scheduled for Feb. 9-12, 1957, at the 
Palmer House in Chicago. This y'ear the Council will 
again sponsor a session with the Advisory Board for 
Medical Specialties, devoting a half-day'session on 
Feb. 10 to a conference on “Graduate Medical Educa¬ 
tion for General Practice—1957.” On the morning of 
Feb. 11, the program will be centered around a 
symposium on “Medical Education Tomorrow” and on 
the afternoon of Feb. 11 there will be a conference on 
postgraduate medical education. Efforts have been 
made to obtain authoritative speakers as participants. 
The Council hopes that the Congress sessions each 
year will serve as constructive and stimulating experi¬ 
ences for those interested in all phases of medical 
education and licensure. The Federation of State 
Medical Boards of the United States will hold its First 
Examination Institute covering obstetrics and gyneco¬ 
logy on Feb. 9 and will center its Feb. 12 program on 
Methods of Examination and Report on the Examina¬ 
tion Institute.” 
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MEDICINE AND THE LAW 


THE HISTORY OF PROFESSIONAL LIABILITY SUITS 
IN THE UNITED STATES 

Andrew A. Sandor, LL.B., M.D., Alhambra, Calif. 


To fully understand the development of the law of 
malpractice in the United States, it is essential that the 
physician first become acquainted with the original 
sources of our law. These are constitutional law, statu¬ 
tory law, and common law. 

Constitutional law is found in the federal and state 
constitutions and the interpretations given to them by 
the courts. Statutory law consists of the enactments 
of the various state legislatures and Congress. Common 
or case law, as it is frequently called, is law based on 
judicial decisions and, in all the states with the excep¬ 
tion of Louisiana, is the basic source of authority of 
our courts. Louisiana follows the civil law, which is a 
form of jurisprudence based exclusively on a code, and 
the judges decide tire cases presented according to the 
principles of the code. 

The common law of England is tire remote ancestor 
of die American law of malpractice. The common law 
originated in the laws of Anglo-Saxon England and old 
English customs and dates from the Norman Con¬ 
quest in 1066. Instead of definite fixed rules as found 
in die Roman law, die common law as it developed 
was a flexible system diat adapted itself to conditions 
as they arose. When a question arose for which there 
was no applicable custom or precedent die judges 
would decide according to their ideas of what consti¬ 
tuted right or wrong. 

During the reign of Richard Coeur de Lion at the 
close of the 12th century, it became the practice to 
keep an official record of die cases decided by die 
courts of common law. These records were known as 
the “plea rolls,” and they have been maintained in an 
unbroken series down to the present day. From the 
plea rolls, there developed a body of recorded deci¬ 
sions. Such decisions were usually followed as prece¬ 
dents in subsequent similar cases, and there was 
developed the doctrine of stare decisis— that a decision 
of one of the higher courts has the force of law and 
is binding in all future cases. One of the most striking 
features of die English common law is this adherence 
to precedent. These precedents control the litigated 
question, and, if the trial court departs from diem, it 
is likely to have its findings set aside by the higher 
courts. When a novel question, for which there is no 
precedent, arises in a state court in die United States, 
then the court will usually look to the precedents of a 
sister state for a decision on a like question. Ordinarily, 
however, a given state is bound only by the precedents 
of its own appellate courts or, on federal questions, by 
the precedents of the United States Supreme Court. 


Early English and American Cases 

The earliest mention of professional liability in Eng¬ 
land, involving physicians, is-found in Britton (circa 
1290) in die chapter on homicide. However, the discus¬ 
sion here evolves around criminal malpractice and no 
distinction is made between those practicing legitimate 
medicine and quackery.’ 

The civil liability' of physicians arises out of the early 
rule laid down in 1534 by the English jurist, Sir An- 
diony Fitzherbert, that “it is the duty of every artificer 
to exercise his art right and truly as he ought.” 2 

Riley 3 relates that, in 1354, the Masters of the Sur¬ 
geon’s Guild were sworn before the mayor, aldermen, 
and sheriff, to testify "as to a certain enormous and 
horrible hurt on die right side of the jaw of Thomas de 
Shene appearing, whether or not such injury was 
curable at die time when John le Spicer of Cornliulle 
took the same Thomas under his care to heal the 
wound.” The surgeons, on oath, said diat “if John le 
Spicer . . . had been expert in his craft or art, or had 
called in counsel and assistance ... he might have 
cured die injury”; and diey furdier said, “that through 
want of skill on the part of the said John le Spicer, 
the injury, under his care, had become apparently 
incurable.” 

American legal writers frequently state that the first 
recorded civil malpractice case in England is Everad 
v. Hopkins (1650), 4 but in the research thesis of Bul¬ 
lock 5 are to be found many earlier cases. The first 
recorded decision in England on die civil liability of 
a physician and surgeon is cited in Y.B., 48th Ed. III., 
f. 6, pi. 11. This was an action brought before the 
King’s Bench in 1374 against J. Mort, surgeon, involv¬ 
ing treatment of a wounded hand, but, because of the 
negligence of the surgeon, “the plaintiffs hand was so 
impaired that it was maimed to his injury and dam¬ 
age.” The defendant was found not liable because of 
a legal technicality in the writ of complaint, but the 
rule was clearly laid down that if negligence is proved, 
the law will provide a remedy. The court further held 
that “if the surgeon does so well as he can and employs 
all his diligence to die cure, it is not right that he 
should be held culpable.” Other earlier decisions were 
handed down in 1433,® 1435, 7 and 1472.® 

In 1518, the College of Physicians of London was 
incorporated, and its charter specifically provided for 
the college to take action against its own members for 
malpractice. Malpractice was punishable by a fine of 
£60 or 14 days imprisonment. 5 
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In 1615, Sir Edward Coke, the "father of the com¬ 
mon law” and, at that time, chief justice of the court 
of the Kings Bench, decided an action against a phy¬ 
sician for negligence and laid the foundation in English 
common law that an action against a physician could 
be had for negligence, separate and apart from any 
contractual obligation. 4 This important decision was 
rendered only eight years after the first colonial settle¬ 
ment in America in 1607. 

The case of Slater v. Baker and Stapleton (1769) 9 
is important because it is frequently cited as a prece¬ 
dent in early American cases. The court said “he who 
acts rashly acts ignorantly, and although the defend¬ 
ants in general may be as skilful in their respective 
professions as any two gentlemen in England, yet the 
court cannot help saying that in this particular case 
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Graph illustrating incidence of civil malpractice appeal cases 
in the United States, 1900 through 1955. 


they have acted ignorantly and unskilfully contrary 
to the known rule and usage of physicians and sur¬ 
geons.” The plaintiff was awarded £500 damages. 

In Scare v. Brcntice (1807) ,n it was held that, if a 
physician is licensed and gives his services gratuitously, 
he is liable for lack of reasonable skill because his 
license implies skill in surgery. 

In 1832, Chief Justice Tindal, in what is still the best 
interpretation of standard of care, said: 

Every person who enters into a learned profession under¬ 
takes to bring to it the exercise of a reasonable degree of care 
and skill; he does not undertake if he is an attorney that at all 
events you shall gain your case, nor does a surgeon undertake 
that he "ill perform a cure, nor does he undertake to use the 
highest possible skill. There may be persons who have a higher 
education and greater advantages and competent degree of skill, 
and you "ill not say whether in this case the injury was occa¬ 


sioned by the want of such skill in the defendant. The question 
is, whether this injury must be referred to the want of a proper 
degree of skill and care in the defendant or not. 11 

In Hancke v. Hooper (1835) 12 it was held that a 
physician would not be liable if the failure of his 
treatment was due solely to some particular constitu¬ 
tional defect of the patient that he had not diagnosed, 
if its existence might have reasonably escaped dis¬ 
covery. 

The first reported malpractice case in the United 
States is Cross v. Quthrey, 2 Root 90, Connecticut, 
1794. Dr. Guthrey was sued by the husband of the 
deceased, who alleged that the doctor was guilty of 
negligence in operating upon the plaintiff’s wife “in 
the most unskilful, ignorant, and cruel manner, con¬ 
trary to all the well-known rules and principles of prac¬ 
tice in such cases, that the patient survived by but 
three hours, and that tire defendant had wholly broken 
and violated his undertaking and promise to the plain¬ 
tiff to perform said operation skilfully and with safety 
to his wife.” The jury found the physician liable and 
awarded damages of £40. No English cases are cited 
as precedents in the decision of the court, but it is 
interesting to note that the pleadings follow the Eng¬ 
lish common law theory of breach of contract. 

The first American case I have been able to find 
that directly cites English malpractice cases as prece¬ 
dents in reaching its own decision is Sumner v. Utley 
(1828). 13 The extent to which our American courts 
rely on these English precedents is clear when it is 
seen that as late as 1853 the Supreme Court of Penn¬ 
sylvania in McCandless v. McWha 14 cites the case 
reported by Fitzherbert in 1553. 2 

Because of the abundance of malpractice litigation 
in tire United States, there has evolved in tin's country 
a great body of decisions, which go far beyond their 
English precedents. We can, therefore, say that there 
exists in the United States today a distinct law of 
malpractice, embodying many new principles of the 
law of negligence that show little relation to their 
English ancestors. 

Analysis of Appeal Cases in the United States 

In an effort to evaluate the problem of malpractice, 
I have collected in this report all the appeal cases 
decided in tire higher courts of the United States from 
1794 through 1955 (table 1 and figure). As far as 1 am 
aware, this is the first time that such a survey has been 
made. Smith 15 in 1941 made a somewhat similar study, 
but he made no distinction as to type of practitioner 
involved. 

This study is expressly limited to liability actions 
against medical doctors arising out of, and during the 
course of, medical practice. Only those cases are con¬ 
sidered in which a physician is a defendant. Eliminated 
from the survey are actions against osteopaths, chiro¬ 
practors, dentists, veterinarians, nurses, druggists, med¬ 
ical and x-ray technicians, Christian Science healers, 
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J.A.M.A., February 9, 1957 


In 1615, Sir Edward Coke, the “father of the com¬ 
mon law” and, at that time, chief justice of the court 
of the King’s Bench, decided an action against a phy¬ 
sician for negligence and laid the foundation in English 
common law that an action against a physician could 
be had for negligence, separate and apart from any 
contractual obligation. 4 This important decision was 
rendered only eight years after the first colonial settle¬ 
ment in America in 1607. 

The case of Slater v. Baker and Stapleton (1769) 9 
is important because it is frequently cited as a prece¬ 
dent in early American cases. The court said “he who 
acts rashly acts ignorantly, and although the defend¬ 
ants in general may be as skilful in their respective 
professions as any two gentlemen in England, yet the 
court cannot help saying that in this particular case 

60 

57 



Graph illustrating incidence of civil malpractice appeal cases 
in the United States, 1900 through 1955. 

they have acted ignorantly and unskilfully contrary 
to the known rule and usage of physicians and sur¬ 
geons.” The plaintiff was awarded £.500 damages. 

In Scare v. Prentice (1807) 10 it was held that, if a 
physician is licensed and gives his services gratuitously, 
he is liable for lack of reasonable skill because his 
license implies skill in surgery. 

In 1832, Chief Justice Tindal, in what is still the best 
interpretation of standard of care, said: 

Every person who enters into a learned profession under¬ 
takes to bring to it the exercise of a reasonable degree of care 
and skill; he does not undertake if he is an attorney that at all 
events you shall gain your case, nor does a surgeon undertake 
that he will perform a cure, nor does he undertake to use the 
highest possible skill. There may be persons who have a higher 
education and greater advantages and competent degree of skill, 
and you will not say whether in this case the injury was occa¬ 


sioned by the want of such skill in the defendant. The question 
is, whether this injury must be referred to the want of a proper 
degree of skill and care in the defendant or not. 11 

In Hancke v. Hooper (1835) 12 it was held that a 
physician would not be liable if the failure of his 
treatment was due solely to some particular constitu¬ 
tional defect of the patient that he had not diagnosed, 
if its existence might have reasonably escaped dis¬ 
covery. 

The first reported malpractice case in tire United 
States is Cross v. Guthrey, 2 Root 90, Connecticut, 
1794. Dr. Guthrey was sued by the husband of the 
deceased, who alleged that the doctor was guilty of 
negligence in operating upon the plaintiff’s wife “in 
the most unskilful, ignorant, and cruel manner, con¬ 
trary to all the well-known rules and principles of prac¬ 
tice in such cases, that the patient survived by but 
three hours, and that the defendant had wholly broken 
and violated his undertaking and promise to the plain¬ 
tiff to perform said operation skilfully and with safety 
to his wife.” The jury found the physician liable and 
awarded damages of £40. No English cases are cited 
as precedents in the decision of the court, but it is 
interesting to note that the pleadings follow the Eng¬ 
lish common law theory of breach of contract. 

The first American case I have been able to find 
that directly cites English malpractice cases as prece¬ 
dents in reaching its own decision is Sumner v. Utley 
(1828). 13 The extent to which our American courts 
rely on these English precedents is clear when it is 
seen that as late as 1853 the Supreme Court of Penn¬ 
sylvania in McCandless v. McWha 14 cites the case 
reported by Fitzherbert in 1553." 

Because of the abundance of malpractice litigation 
in tire United States, there has evolved in this country 
a great body of decisions, which go far beyond their 
English precedents. We can, therefore, say that there 
exists in the United States today a distinct law of 
malpractice, embodying many new principles of the 
law of negligence that show little relation to their 
English ancestors. 

Analysis of Appeal Cases in the United States 

In an effort to evaluate the problem of malpractice, 
I have collected in this report all the appeal cases 
decided in the higher courts of the United States from 
1794 through 1955 (table 1 and figure). As far as I am 
aware, this is the first time that such a survey has been 
made. Smith 15 in 1941 made a somewhat similar study, 
but he made no distinction as to type of practitioner 
involved. 

This study is expressly limited to liability actions 
against medical doctors arising out of, and during the 
course of, medical practice. Only those cases are con¬ 
sidered in which a physician is a defendant. Eliminated 
from the survey are actions against osteopaths, chiro¬ 
practors, dentists, veterinarians, nurses, druggists, med¬ 
ical and x-ray technicians, Christian Science healers, 
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botanic physicians, chiropodists, midwives, naturo¬ 
paths, sanipractors, magnetic healers, masseurs, op¬ 
tometrists, hospitals, and sanatoriums. Also eliminated 
are actions against employers of physicians who are 
sued for the negligent act of the physician-employee 
on the theory of agency and actions for alleged crimi¬ 
nal malpractice and proceedings of state licensing 
boards. 

I have also eliminated all cases in which a physician 
sues a patient for fees and the patient then cross-files 
alleging malpractice as a defense. This is done inten¬ 
tionally because in many fee cases the cross-complaint 
is a legal maneuver. In this respect, it would be well 
for the physician to check the statute of limitations 
for malpractice actions in his state before filing a suit 
for fees. In almost all instances, the statute of limita¬ 
tion favors the physician, i. e., the physician has a 
longer period in which to file a fee suit than the patient 
has to file a malpractice action. 

It should be borne in mind that the cases decided 
by the appellate courts represent only a small fraction 
of the actual number of cases filed in the lower courts. 
It would appear that for every 100 actions filed, only 
1 will eventually reach the appeal court. 16 This obser¬ 
vation is in fine with the report of Regan, 17 who found 
that about 4,000 physicians were sued for malpractice 
in 1937. The malpractice insurance and defense board 
of New York state reports a suit for each 29.4 insured 
members in 1952. 18 In Minnesota, the incidence, at 
one time, was one claim for each 15 physicians prac¬ 
ticing in the state. In one legal counsel’s office today 
there is a backlog of 1,000 liability actions involving 
1,500 physicians. 19 Sadusk reports a total of 94 suits 
filed in Alameda-Contra Costa counties in California 
for the years 1946-1954. 2,1 

Economic Impact of Claims .—From the foregoing 
discussion, one can readily appreciate the economic 
impact of liability claims on the practice of American 
medicine. In Sadusk’s report 20 the amount of damages 
asked for totaled $6,042,700. There is an increasing 
tendency for juries to award higher judgments than 
ever before. The largest sum found to be awarded in 
a trial court was $230,000. 21 There are reported awards 
in two California cases of $128,000 22 and $115,000 23 
respectively. There is an award of $123,904.65 in a 
federal tort action against the United States because 
of the negligence of a physician-employee. 24 The larg¬ 
est sum to be awarded in an appellate court was 
$137,000 against a group of osteopathic physicians. 25 
In addition a $290,000 settlement of a malpractice suit 
was recently approved in California by a federal judge. 

To these sums must be added the cost the physician 
pays to secure protection. The cost for a $5,000/$ 15,000 
policy in 1952 was $106.32 in metropolitan New York 
City’ and $63.96 for upstate New York. 14,623 physi¬ 
cians were covered by such policies. 18 In California, 
the average physician pays between $300 and $400 for 
his malpractice coverage, and California had an aver¬ 
age of 16,66S physicians in 1955. 


Number of Fhysicians Sued.—While the number of 
cases reported from 1794 through 1955 totals 1,936, 
there were actually 2,500 physicians sued. This dis¬ 
crepancy arises from the fact that in many of the 
actions more than one physician is named as a defend¬ 
ant. In liability cases arising in a teaching hospital, it 
is not uncommon to name as defendants all interns, 


Table 2.—Classification of Defendant Physicians in Professional 
Liability Suits by Type of Practice, 1946 Through June, 1956 


Type of Practice 

General practice ..... 

Industrial medicine ....... 

Surgical 

Certified . 

Noncertifled . 

Especially interested in surgery but 

not limiting practice to surgery... 

Orthopedics 

Certified. 

Noncertifled . 

Especially interested in orthopedics 

but not limiting piactice to orthopedics....,... 

Obstetrics and gynecology 

Certified. 

Noncertifled . 

Especially interested in obstetrics and gynecology 

but not limiting practice to these.. 

Radiology 

Certified. 

Noncertifled . 

Urology 

Certified. 

Noncertifled . 

Neuropsycbiatric 

Certified. 

Noncertifled ... 

Neurological surgery 

Certified. 

Noncertifled .. 

Pathology 

Certified... 

Noncertifled .. 

Anesthesia 

Certified —.. 

Noncertifled . 

Especially interested in anesthesia 

but not limiting practice to anesthesia. 

Otolaryngology 

Certified. 

Noncertifled . 

Ophthalmology 

Certified . 

Noncertifled . 

OALR 

Certified in ENT. 

Certified in EYE. 

Certified in ENT and in EYE. 

Noncertifled .. 

Plastic surgery 

Certified. 

Noncertifled ... 

Internal medicine 

Certified...... 

Noncertifled . 

Dermatology 

Certified. 

Noncertifled ... 

Pediatrics 

Certified. 

Noncertifled .. 

Proctology 

Certified.. 

Noncertifled •.... , %.;., i,. k .. > ‘A • • •. 

Interns and residents. !............1 V:V, . . 


No. ol 
Physicians 
Involved 
112 

2S 

25 

18 


23 


16 

4 


1 


15 

4 


8 


II 


6 

3 . 

8 

4 


2 

1 


’‘o 


1 

3 

3 
1 

5 

1 

2 

5 

r> 

4 

“l 

*3 


residents, and nurses, along with the attending physi¬ 
cian who is directly responsible to the patient. Table 2 
is a complete tabulation of the type of practice of ah 
the physicians involved in the appellate cases reported 
from Jan. 1, 1946, through June, 1956. It is interesting 
to note that only three female physicians were sued for 
malpractice in this period. Another interesting observa¬ 
tion made is that the physician can expect his fkst 
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liability claim to arise after about 10 years of practice. 
Stryker, in his study of malpractice claims in New York 
state, found this period to he an average of eight years 
in practice. 2 " 

Table 3.—Rout; of States by Incidence oj Professional Liability 
Suits per Physician 


State 

J9KM925 


1010 Through 

Alabama .. 


It 

31 

Arlzonn . 


26 

33 

Arkansas .... 


22 

17 

California ... 

0«5 

21 

9 

Colorado .. 

. 23 

Si 

24 

Connecticut .. 


30 

37 

Delaware .. 


47 

47 

District ot Commtnn. 


2S 

4 

Florida .. 


40 

19 

Georgia .. 

. 20 

8 

7 

Idaho —....* 

. 1 

3 

3 

Illinois .... 


44 

42 

Indiana..... 


39 

39 

Iowa.... 


37 

29 

Kansas . 


32 

16 

Kentucky .. 


IS 

30 

Louisiana .. 


41 

33 

Maine..... 


13 

28 

Maryland .... 

. 38 

46 

40 

"Massachusetts. 


31 

35 

Michigan .... 

. 21 

23 

42 

Minnesota ..... 


30 

27 

Mississippi .... 


31) 

22 

Missouri .. 


24 

18 

Mon turn .... 


7 

3t 

Nebraska .... 


37 

30 

Nevada .... 


47 

1 

New Hampshire .. 


33 

6 

Ne w Jersey .. 

. 27 

3.’. 

2G 

New Mexico ..... 


47 

12 

Sew York . 


42 

43 

North Carolina .. 


9 

S 

North Dakota... 


3 

31 

Ohio . 


2.*! 

23 

Oklahoma ... 


14 

25 

Oregon ... 


35 

20 

Pcnnsylranlft . 


43 

45 

Rhode Island . 


45 

44 

South Carolina . 


3S 

47 

South Dakota . 


G 

6 

Tennessee. 


10 

14 

Texas .. 


32 

40 

Utah . 

7 

4 

22 

Vermont. 


29 

32 

Virginia . 


27 

38 

Washington .. 

. *> 

5 

2 

West Virginia ... 


39 

21 

Wisconsin .. 


20 

3G 

Wyoming .. f 


2 

35 


Table 4.— Distribution of Defendant Physicians in Professional 
Liability Suits by Population of Community in Which 
Practice Maintained, 1946 Through June, 1956 


Population No. of Physicians involved 

Under 1,000 . 0 

1,000 to 5,000 . 17 

5,000 to 10,000 .. 10 

10,000 to 25,000 . 32 

25,000 to 50,000 . .................... . 29 

50,000 to 100.000 . ................... . 20 

100,000 to 250,000 . 28 

230,000 to 500,000 . ■» 

300,000 to 1,000,000 . 41 

Over 1,000,000 . 45 


Geographical Area of Practice .—Table 3 shows the 
incidence of appeal cases in the United States accord¬ 
ing to the number of physicians. It is of interest to 
note that no appeal case has been found in Delaware 
involving a physician and surgeon. Table 4 gives the 


population of the community in which the physician 
practiced at the time the liability claim arose for the 
period 1946 through June, 1956. 

Analysis of Claims.—Table 5 is a breakdown of all 
the reported appellate cases from Jan. 1,1946, through 
June, 1956, according to type of incident. Orthopedic 
problems accounted for 90% of all reported cases to 
1900, and still heads the list as one of the major pro¬ 
fessional liability hazards. The one single incident that 
gives rise to most of the claims in orthopedics is the 
failure to take x-rays in a suspected fracture. The lead¬ 
ing incident giving rise to claims in the obstetric field 
is abandonment of the patient. 

Table 5.—Distribution of Appellate Cases by Type of Incident, 
1946 Through June, 1956 


No. of 

Type of loch tent Coses 

Fractures ami dislocations (9 incidents of improper casting 

causing pressure necrosis)...... CO 

Unauthorized autopsy. 3 

X-ray and radium hums..... 34 

Hot water bottle horns. C 

Diathermy burns . 2 

Fdectrosurgicnl instrument burns. 3 

Detective equipment imd explosions in operating room 

alleged as cause of injury..... 7 

Foreign bodies left in operative field 

(sponges, needles, hemostats, cte.)..... 29 

Drug sensitivity . 6 

Non surgical incidents, chiefly misdiagnosis 

nml/or negligent treatment. 3S 

Suigtca! incidents .. — <... G9 

Gynecologic surgery .*. 13 

Plastic surgery . 3 

Urologic surgery . 6 

Otolaryngologic surgery .. 12 

Rectal surgery. l 

Ophthalmologies surgery . 2 

Neurological surgery ... G 

Abdominal surgery . « 

Miscellaneous surgical procedures . 33 

Postoperative care . 8 

Ncuroj»sychlatric incidents . 17 

A Hexed injury after shock therapy....... 3 

Allegations of falsely certifying patient as insane. 11 

Allegations of inadequate restraints of psychiatric 

patients leading to suicide......— 2 

Miscellaneous . 2 

Obstetric (delivery) incidents 

(abandonment of patient alleged in § cases)..— 19 

Anesthesia incidents ......... 13 

Spinal injuries. 4 

Aspiration of teeth by negligent insertion of mouth gags 3 
Anesthetic deaths .. G 


Incidental Observations 

The malpractice case of Ritchey v. West 27 is inter¬ 
esting for two reasons: it was the first reported case 
of its kind in Illinois, and Abraham Lincoln was the 
attorney for the defendant physician. Lincoln also 
defended two prominent physicians of Bloomington, 
Ilk, in an unreported case. 29 One of the physicians was 
Eli K. Crothers, father of the famed playwright, Rachel 
Crothers. 

Another malpractice suit in which a United States 
president participated was that of Ewing v. Goode.™ 
William Howard Taft, then a federal circuit judge, 
wrote an excellent opinion on the applicability of the 
res ipsa loquitur (the facts speak for themselves) doc- 
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trine in malpractice eases. Among other things, he 
said: “A physician is not a warrantor of cures. If the 
maxim, res ipsa loquitur were applicable . . . and a 
failure to cure were held to be evidence, however 
slight, of negligence on the part of the physician or 
surgeon causing the bad result, few would he cour¬ 
ageous enough to practice the healing art, for they 
would have to assume financial liability for nearly all 
the ills that flesh is heir to,” 

In all the appellate decisions only one malpractice 
case was found to have come before the United States 
Supreme Court. Mr. Justice Butler wrote the majority 
opinion in Gunning, v. Cooley.™ Other malpractice 
claims have been denied hearings. 1,1 

Of all the appellate decisions handed down from 
1946 through 1955, the plaintiff in 70% of the cases was 
found to he of the female sex. 

The stale of Louisiana has now in effect the direct 
action statute, which permits the plaintiff to sue the 
insurance carrier directly for malpractice committed 
by one of its members. The physician need not be 
made a party defendant. as 

Liability Based on Acts Other Than Malpractice 

In surveying the liability claims against physicians 
in the United States, one becomes impressed with the 
fact that many actions arc not predicated on the law 
of negligence at all, being founded instead on other 
torts and breach of contract/" 1 The important aspect 
of these suits is that the patient may, in most instances, 
dispense with the necessity for expert medical testi¬ 
mony in the proof of such actions. In addition to claims 
being based on breach of warranty by the physician, al 
we find actions against physicians and surgeons for 
technical assault and battery, 05 fraud and deceit, 30 
false imprisonment and malicious prosecution, 37 inva¬ 
sion of the right of privacy, aB interference with the 
family relationship, 3 " interference with contractual re¬ 
lations,' 1 " defamation," and interference with property 
rights.' 13 

Summary 

The evolution of the English common law shows 
the development of the doctrine of stare decisis, which 
forms the very backbone of our own jurisprudence. 
Some early English eases influenced development of 
the American law of malpractice. 

An analysis of all reported malpractice claims against 
physicians in the United States from the first reported 
ease in 1794 through 1955 shows, among other things, 
the economic impact of liability claims on American 
medicine. These reported eases represent only a frac¬ 
tion of the liability claims against physicians; there 
arc far more numerous judgments of trial courts, which 
are decided without being reviewed by a higher court. 
Liability may be based on acts other than negligence, 
which enables the plaintiff to dispense with the neces¬ 
sity of obtaining expert medical testimony in proving 
his case. 


J.A.M.A., February 0 , 1957 
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CALIFORNIA 

Course on Radioactive Isotopes.—A course on the 
physics and clinical applications of radioactive isotopes 
will be held at the Los Angeles County and Cedars of 
Lebanon hospitals on Friday afternoons from 4 to 5 
p. m., March 1-July 12. It is intended (1) to provide 
practical material for physicians who desire to secure 
the clinical training necessary for certification by the 
Atomic Energy Commission and also (2) to be of 
value to physicians who do not plan to apply for certi¬ 
fication but who wish to know more about the possi¬ 
bilities of radioactive isotopes. The course is under the 
direction of Dr. Henry L. Jaffe, associate clinical pro¬ 
fessor of radiology (therapeutic) and Herman R. Hay- 
mond, Ph.D., assistant professor of radiology (physics). 
University of Southern California School of Medicine, 
Los Angeles. 

Course on Common Fractures.—The University of 
California Extension will offer a course on problems 
relating to common fractures at the University of Cali¬ 
fornia at Los Angeles Medical Center on Tuesdays, 
7:30-9:30 p. m., Feb. 19-March 26. Dr. Paul E. Mc- 
Master, Beverly Hills, course chairman, will speak on 
common fractures. Other lecturers in the series and 
their subjects will be Drs. Marshall R. Urist, Los An¬ 
geles, Introduction (Principles in Fracture Healing); 
Robert W. Bailey, Los Angeles, Spinal Fractures; 
Theodore A. Lynn, Los Angeles, Upper Extremity 
Fractures; H. Mason Hold, Beverly Hills, Lower Ex¬ 
tremity Fractures; and Robert Mazet Jr., Los Angeles, 
Complications of Fractures and Management. For 
information contact Dr. Thomas H. Sternberg, Los 
Angeles, Assistant Dean for Postgraduate Medical 
Education, University of California Medical Center, 
Los Angeles 24. 

Meeting of Radiologists.—The ninth annual Mid- 
Winter Radiological Conference sponsored by the Los 
Angeles Radiological Society, will be held at the Bilt- 
more Hotel, Los Angeles, Feb. 22-23. Guest speakers 
will include Drs. John Caffey, New York City; Jolian C- 
Frimann-Dahl of Ulleval Hospital, Oslo; Merrill C. 
Sosman, Boston; and Prof. Brian W. Windeyer, Uni¬ 
versity of London and Middlesex Hospital, London. 
The conference fee, $20, includes two luncheon meet¬ 
ings featuring questions and answers. A banquet 
($7.50 a plate), preceded by cocktails, will be held 
Saturday evening. Reservations may be made through 
Dr. Louis J. Bonann, 1245 Glendon Ave., Los Angeles 
24. Courtesy cards will be available to residents in 
radiology and radiologists in the Armed Forces by 
advanced registration, with reduced tariff for the 
luncheons and banquet. Hotel reservations should be 
made through the Convention Manager, Biltmore 
Hotel, Los Angeles. 

Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


Course on Diseases of the Chest.—A postgraduate 
course on diseases of the chest will be presented at the 
St. Francis Hotel, San Francisco, Feb. 25-March 1, 
under the sponsorship of the council on postgraduate 
medical education, American College of Chest Physi¬ 
cians, with the cooperation of the California chapter 
of the college and the faculties and staffs of the medical 
schools and hospitals of California. The tuition fee, 
$75, includes five luncheons. Tire sessions will open 
Monday at 9 a. m. with introductory remarks by Dr. 
J. Winthrop Peabody, professor, diseases of the respi¬ 
ratory system, Georgetown University School of Medi¬ 
cine, Washington, D. C. There will be a roundtable 
luncheon on “Emotional Aspects of Chest Diseases.” 
Roundtable luncheons on the succeeding days will 
deal with "The Use of Anticoagulants in Heart Dis¬ 
ease,” “Treatment of Inoperable Carcinoma,” “Physio¬ 
logic Approach to the Treatment of Status Asthmati- 
cus,” and "Rehabilitation in Chronic Chest Disease.” 
Panel discussions have been scheduled on “Selection 
of Patients for Surgery with Acquired Valvular Le¬ 
sions,” “The Treatment of Pulmonary Fibrosis and 
Emphysema,” “Hypersensitivity Diseases,” and “Realis¬ 
tic Evaluation of Future Treatment of Tuberculosis.” 

CONNECTICUT 

Society News.— 1 The Yale Medical Society will present 
“Clinical Usefulness and Possible Mechanisms of Ac¬ 
tion of the Oral Hypoglycemic Sulfonyl-Urea Drugs” 
by Dr. Max Miller, associate professor of medicine, 
Western Reserve University School of Medicine, Cleve¬ 
land, Feb. 11, 8:15 p. m., in the Fitkin Amphitheater, 
Yale-New Haven Medical Center (LOcust 2-1161, 
Ext. 865). Physicians are invited. 

Course on Economics of Medical Practice.—The Con¬ 
necticut State Medical Society, in connection with the 
department of public health, Yale University School 
of Medicine, will present “Professional Liability” at 
the Brady Auditorium, 310 Cedar St., New Haven, 
Feb. 14, 4 p. m. The subject will be discussed by Mr. 
C. H. Olson, superintendent of the professional liability 
division, Aetna Casualty and Surety Company, Hart¬ 
ford. Dr. Ira Hiscock, chairman of public health, Yale 
University, will serve as moderator. 

ILLINOIS 

Meeting of Chest Physicians.— Dr. Howard B. Burchell, 
professor of internal medicine. University of Minnesota 
Graduate School, Minneapolis-Rochester, will speak on 
“Clinical and Pathological Aspects of Lesions of the 
Aortic Root and Proximal Aorta” before tire Illinois 
chapter of the American College of Chest Physicians, 
Feb. 19, 8 p. m., at the St. Clair Hotel, Chicago. 

Congress on Maternal Care.-The first Illinois Con¬ 
gress on Maternal Care will be presented at the St 
Nicholas Hotel, Springfield, Feb. 13-14, by the Illinois 
Committee on Maternal Welfare, under the sponsor¬ 
ship of the American Committee on Maternal Welfare. 
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Speakers at the opening session include Drs. Frederick 
H. Falls, Oak Park, Martin W. Green, River Forest, 
and Hubert L. Allen, Alton. Panel discussions have 
been scheduled on “Challenge to Providing Complete 
Maternal Care: Eclamptogenic Toxemia as an Exam¬ 
ple”; “Hemorrhage in Maternal and Infant Care as a 
Team Problem"; and “The Interprofessional Approach 
to Problems of Maternal Care.” A film session Thurs¬ 
day, 12:30 p. m., vail include “Biography of the New¬ 
born”; “Design for Expectant Parents’ Classes”; “Pre¬ 
natal Care"; and “Postnatal Care.” Twenty topics will 
be presented at breakfast conferences and round tables. 
For information write to die Illinois Committee on 
Maternal Welfare, 116 S. Michigan Ave., Chicago 3. 

Chicago 

Meeting on Medical History.—'The Society of Medical 
History of Chicago will hold an open meeting at the 
Institute of Medicine (Fourth Floor, 86 E. Randolph 
St.) Feb. 13, S p. m. L. Margueriete Prime, director, 
library and department of literary research, American 
College of Surgeons, will present a paper on “Larrey, 
Surgeon Raconteur,” and Barn' J. Anson, Ph.D., chair¬ 
man, department of anatomy, Northwestern University 
Medical School, on “The Debt of Medicine to Ancient 
Greece and Rome.” 

INDIANA 

Lecture by Dr. Ricketts.—The Alpha Tau chapter of 
Phi Delta Epsilon fraternity at the Indiana University 
School of Medicine, Bloomington-Indianapolis, will 
hold its first annual lectureship Feb. 22. Dr. Henry T. 
Ricketts, Chicago, professor of medicine, University of 
Chicago School of Medicine, will discuss “Objectives 
of Treatment in Diabetes Mellitus.” 

KANSAS 

Hearing and Speech Conference.—A hearing and 
speech conference, Feb. 22-23, in Battenfeld Audito¬ 
rium at the University of Kansas Medical Center, 
Kansas City, will consider “Differential Diagnosis of 
Language Disorders” and “Therapy for Children and 
Adults.” The topics to be discussed will include “He¬ 
reditary Deafness,” “Atypical Children from the Pedi¬ 
atric Point of View,” “Neurological Signs of Organic 
Brain Disorders,” “Stuttering Therapy,” and “Aphasia.” 
The sessions vail end with a panel discussion, “Inter¬ 
pretation of Language Anomalies in Children and 
Adults.” Information may be obtained from the De¬ 
partment of Postgraduate Medical Education, Univer¬ 
sity of Kansas School of Medicine, Kansas City 12. 
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fluence Long Term Survival” by Dr. Alton Ochsner 
professor of surgery, Tulane University School of Med¬ 
icine, and director of surgery, Ochsner Clinic, New 
Orleans. Dr. Ochsner will be awarded the society’s 
gold medal, which is being given for the 10th time in 
honor of Dr. Roswell Park, professor of surgery, Uni¬ 
versity of Buffalo, 1883-1914. 

Meeting of Chest Physicians.—'The 17th annual Clini¬ 
cal Meeting of the New York State chapter, American 
College of Chest Physicians, at the Park-Sheraton 
Hotel, New York City, Feb. 22-23, will open at 9 a. m. 
Friday with motion pictures, “Ether Analgesia for 
Cardiac Surgery” by Joseph F. Artusio Jr., New York 
City', and “Glossopharyngeal Breathing” from the 
Hondo Respiratory' Center for Poliomyelitis in Cali¬ 
fornia. At luncheon, 12 noon, “A Classification of Per¬ 
sons with Mitral Stenosis as a Guide to Therapy” will 
be given by the guest speaker, Dr. Louis A. Soloff, 
Philadelphia. The afternoon will be devoted to a panel, 
“Stumping the Experts.” The Saturday session will Ire 
held in the Nathan B. Van Etten Hospital, Albert Ein¬ 
stein College of Medicine of Yeshiva University in the. 
Bronx. Bus transportation will be provided from the 
Park-Sheraton Hotel. A clinicopathological conference 
will follow the program on “Diseases Affecting (lie 
Lesser Circulation,” which will begin at 10 a. m. The 
meeting will end with a complimentary luncheon at 
12:30 p. m. 

New York City 

Pollitzer Lecture.—Dr. Allan L. Lorincz, Chicago, as¬ 
sistant professor of dermatology at the University of 
Chicago School of Medicine, will deliver the seventh 
annual Sigmund Pollitzer Lecture of the New York 
University Post-Graduate Medical School, at 4 p. nr, 
Feb. 18, in the amphitheatre of Bellevue Psychiatric 
Hospital. His subject will be “A Dermatologists lie- 
marks on Recent Developments in the Problems of 
Tissue Transplantation.” 

Course on Surgical Anatomy.—Cornell University Med¬ 
ical College will offer a full-time course in surgica 
anatomy (limited to 25), May 27-June 22, under the 
direction of Dr. Ernest W. Lampe. The course, "'hie 1 
will consist of an intensive review of surgical anatom) 
with demonstrations and dissection, will be especially 
designed for candidates for the American Board 0 
Surgery'. Tuition is 8200. Inquiries may be directed to 
the Office of the Dean, Cornell University Meoica 
College, 1300 York Ave., New York 21. 


NEW YORK OKLAHOMA 

Society' News.—The New York Proctologic Society re- Surgical, Radiological, and Pathological Symposium-- 

cently elected Dr. George L. Becker Sr., Paterson, N. J., The Oklahoma Association of Radiologists, Oklahoma 

president; Dr. Saul Schapiro, Brooklvn, vice-president; Association of Pathologists, and the Oklahoma chapter, 

and Dr. Norman L. Freund, Brooklyn, secretary-treas- American College of Surgeons will hold a surgica, 

urer. Physicians are invited to attend the 1957 meet- radiological, and pathological postgraduate sy'mpos’ 

ings at the New York Academy' of Medicine (103rd urn, “Lesions of the Colon,” Feb. 22-23. Guest partici 

Street and Fifth Avenue, New York City') on Feb. 14, pants in the symposium and meetings will include Un- 

April 11, and Oct. 10. J. Arnold Bargen, Rochester, Minn.; R. Russell Bes > 

Omaha; Warren H. Cole, Chicago; Robert S. Grinne , 
Roswell Park Lecture by Dr. Ochsner.—On Feb. 14 the New York City; Elson B. HeKvig, Washington, D. L-', 

Buffalo Surgical Society will sponsor the Roswell Park Philip J. Hodes, Philadelphia; and Edgar J. Poth, Gal- 

Lecture, “Bronchogenic Cancer: Factors Which In- veston, Texas. Physicians are invited. The fee will he 
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$15, but there will be no charge for physicians in mili¬ 
tary service. For complete program and information 
write to the Office of Postgraduate Education, Uni¬ 
versity of Oklahoma School of Medicine, Oklahoma 
City. 

WISCONSIN 

Course on Diseases of Heart and Lungs.—Visiting 
faculty members will join the staff of Marquette Uni¬ 
versity School of Medicine, Milwaukee, to present a 
postgraduate program on “Diseases of the Heart and 
Lungs” March 6, 13, 20, and 27, 9 a. m.-12 noon, in 
cooperation with the Wisconsin chapter of the Ameri¬ 
can College of Chest Physicians. The new faculty 
members will be Drs. Richard Langendorf, cardio¬ 
vascular research associate, Michael Reese Hospital, 
Chicago; Arthur M. Olsen, Rochester, Minn., associate 
professor of medicine, University of Minnesota Medi¬ 
cal School, Minneapolis; John M. Sheldon, professor 
of medicine, University of Michigan Medical School, 
Ann Arbor; Wright R. Adams, professor and chairman 
of the department of medicine, University of Chicago 
—School of Medicine; George E. Wakerlin, professor 
and head of the physiology department, University of 
Illinois College of Medicine, Chicago; Walter S. Priest, 
associate professor of medicine, Northwestern Uni¬ 
versity Medical School, Chicago; and John IV. Kirklin, 
assistant professor of surgery, University of Minnesota 
Medical School, Minneapolis. Dr. Francis D. Murphy, 
head of the department of medicine at Marquette, is 
honorary chairman of the clinics, and Dr. Mischa J. 
Lustok, assistant clinical professor of medicine, is the 
director. 

GENERAL 

Meeting on Milk Sanitation.—The 10th annual meet¬ 
ing of the Dairy Products Improvement Institute will 
be held Feb. 14 at the Hotel Statler, New York City. 
The program will include a report by Albert F. Ranney, 
chief of the brucellosis and tuberculosis eradication 
section, agriculture research service, Washington, 
D. C., on “Current Status of Brucellosis Testing Pro¬ 
grams.” 

Course on Science Writing and Editing.—The journal¬ 
ism department of the New York University School of 
Commerce, Accounts, and Finance is offering a course, 
“Science Writing and Editing,” from 2 to 3 p. m. on 
Mondays and Wednesdays. The course deals with tire 
techniques and history of science writing, coverage of 
conventions and technical meetings, writing for tech¬ 
nical journals, interviewing scientific personalities, 
science writing in advertisements, and writing science 
news for radio, television, and books. Information may 
be obtained from Prof. Hillier Krieghbaum at the New 
York University School of Commerce, Accounts, and 
Finance, 236 Wooster St., New York 3. 

Symposium on Heart Sound Analysis.—A symposium 
on The Present Status of Heart Sound Production 
and Recording” at the University of Buffalo, Feb. 14, 
co-sponsored by the university and the Buffalo-Niagara 
chapter of the Professional Group on Medical Elec¬ 
tronics, will cover the physical characteristics of the 
heart sounds, problems of instrumentation, and newer 


techniques of the analysis of heart sounds. Those in¬ 
terested in attending or contributing to the program 
are invited to communicate with the Program Chair¬ 
man, Dr. Robert M. Kohn, at the Chronic Disease Re¬ 
search Institute, University of Buffalo, 2183 Main St., 
Buffalo 14. 

Course in Maxillofacial Surgery.—Northwestern Uni¬ 
versity Dental School announces a postgraduate 
course in maxillofacial surgery March 11-15. Registra¬ 
tion is limited to physicians interested in the surgery 
of trauma in the maxillofacial region. Teaching will 
be largely by lecture demonstration with the use of 
models, cadavers, and animals. The leader of the 
course is Dr. Orion H. Stuteville, Chicago, chairman, 
department of oral surgery. The number of registrants 
will be limited according to the facilities available. 
For information, address the Director of Postgraduate 
Study, Northwestern University Dental School, 311 E. 
Chicago Ave., Chicago 11. 

Phi Lambda Kappa Meeting.—The fifth annual In¬ 
terim Scientific Meeting, Phi Lambda Kappa frater¬ 
nity, will be held at the Desert Inn, Las Vegas, Nev., 
March 19-26. The five-day professional program will 
be for the benefit of the general practitioner and will 
feature papers and symposiums by specialists. Mem¬ 
bers of the American Medical Association are welcome. 
For information, write to Dr. Samuel L. Lemel, na¬ 
tional secretary. Phi Lambda Kappa, 1030 Euclid Ave., 
Cleveland 15. This year marks the 50th anniversary of 
the fraternity, which was founded at the University 
of Pennsylvania, Philadelphia. The 50th annual con¬ 
vention will take place at the Waldorf-Astoria in New 
York, Dec. 29-31. 

Influenza.—The Communicable Disease Summary of 
the U. S. Public Health Service for the week ended 
Jan. 19 states that the first report of influenza in the 
United States for the current season has been received 
from Dr. Gordon Meikeljohn, University of Colorado 
School of Medicine, Denver. He reports a mild out¬ 
break of the disease from an Air Force base in Colo¬ 
rado, which began earlier in January. Two strains of 
virus with A-prime properties have been isolated from 
throat washings collected on Jan. 14. The World 
Health Organization, Geneva, states that, “In connec¬ 
tion with the strains collected during the mild epi¬ 
demic (Japan) in December, it is reported by the 
World Influenza Centre, London, that preliminary 
tests suggest the strain A/Japan/6/56 to be serolog¬ 
ically similar to the Dutch ’56 viruses.” 

Conference in Surgery.—Stanford University School of 
Medicine, Stanford University-San Francisco, will pre¬ 
sent a postgraduate conference in surgery, March 18- 
22. Registration (unlimited) will be open to applicants 
with an M.D. degree. Patients with common surgical 
problems will be presented. The surgical anatomy of 
the affected region will be demonstrated while the 
patient is taken to surgery. After the anatomic demon¬ 
stration the operation will be broadcast in black and 
white television to the audience. The monitor and 
director of the course, Dr. Roy B. Cohn, San Francisco, 
associate professor of surgery, will answer questions 
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from the audience. Programs and information may be 
obtained from die Office of die Dean, Stanford Uni¬ 
versity School of Medicine, 239S Sacramento St., San 
Francisco 15. 

Institute on Rehabilitation Centers.—The Conference 
of Rehabilitation Centers will hold an institute on 
rehabilitation center planning at die Morrison Hotel, 
Chicago, Feb. 25-Marcli 1. The institute, sponsored by 
die conference under a training grant from the office of 
vocational rehabilitation, U. S. Department of Healtii, 
Education, and Welfare, will be open to all persons 
interested in the establishment or improvement of 
comprehensive rehabilitation facilities and will offer 
a series of “problem clinics,” lectures, discussion, and 
consultation from a faculty of outstanding rehabilita¬ 
tion center personnel in diis country and Canada. The 
keynote address, “The Evolution of the Rehabilitation 
Center as a Social Force,” will be delivered by Dr. 
Dean W. Roberts, director, National Society for Crip¬ 
pled Children and Adults, formerly director of the 
commission on chronic illness. Otiier featured speakers 
will include Drs. Henry Kessler, Newark, N. J., and 
Donald A. Covalts, New York City. Information is 
available from the division of special projects, Con¬ 
ference of Rehabilitation Centers Inc., 5 Franklin Ave., 
Saranac Lake, N. Y. 

Psychiatrists Meet in New York City.—The Eastern 
Psychiatric Research Association will present a sym¬ 
posium, “Preliminary Findings in the Treatment of 
Neuropsvchiatric Disorders with the Sedac,” Feb. 14, 
8 p.m., at the New York Academy of Sciences, 2 E. 
63rd St., New’ York. The program will include the fol¬ 
lowing presentations: 

Ferruccio A. diCori and David J. Impastato, New York, Gen¬ 
eral Psychiatric Practice. 

Merril Moore and Leo Alexander, Boston, Theoretical and 
Special Aspects. 

Charles Bachman, Dczso Annan, and Irving Pinsley, Kings 
Park, N. Y., Psychotic Patients. 

Saul I. Heller, New York, Neurological Problems (illustrated 
with movies). 

Harold H. Berman, Staten Island, N. Y., Certain Aspects of 
Mental Deficiency. 

Juan Negrin, New York, Intracranial Electrotherapy: Observa¬ 
tions with the Sedac Unit. 

James E. Milligan, Warren, Pa., Hospital Practice of Psychiatry. 
Alfred E. Eyres, Detroit, A Special Technical Study. 

Also scheduled is the first showing of the motion 
picture, “Safe Neraval-Succinyl Anestho-Softened 
Cerebral Electrotherapy,” by Dr. T. R. Robie, East 
Orange, N. J. 

Cooperation with Hungarian Scientists.—The health 
resources advisory committee of the Office of Defense 
Mobilization has called on all health organizations and 
educational institutions to cooperate with voluntary 
organizations in the professional integration of Hun¬ 
garian physicians, dentists, medical and dental stu¬ 
dents, and other health personnel now' entering the 
United States. Its resolution reads in part: “With our 
national shortage of health personnel of all types, 
these new Americans can make a distinct contribution 
to our health resources. To the dignity of political and 
personal freedom let us help give them the dignity’ of 
" Sessional status.” Health organizations and agencies 


having service or training opportunities for these men 
and women are urged to contact the following or¬ 
ganizations: 

American Hungarian Federation, 527 Mills Bldg., Washington 
D. C. 

Catholic Relief Services, National Catholic Welfare Conference 
149 Madison Ave., New York. 

Church World Sendee, 215 Fourth Ave., New York. 
Hungarian League of America, Inc., 30 E. 30th St., New York 
16. 

International Rescue Committee, Inc., 65 W. 45th St., New 
York. 

Lutheran Refugee Service, 235 Fourth Ave., New York, 
Tolstoy Foundation, Inc., 300 W. 58th St., New York. 
United HIAS Service, 435 Lafayette St., New York. 

Tri-State Medical Meeting.—The 58th annual meeting 
of the Tri-State Medical Association of the Carolinas 
and Virginia will convene at the Clemson House, 
Clemson, S. C., Feb. 18-19. The sessions will open 
Monday at 9:30 a.m. with a panel on diabetes, with 
Dr. Willard B. Mills, Greenville, S. C., as moderator, 
and Drs. F. I. Stephens and Richard C. Nailling, Ashe¬ 
ville, N. C., as collaborators. Luncheon will be pre¬ 
ceded by' a report on the Sludge Blood Team from the 
Medical College of South Carolina and followed by a 
panel on psy'chiatiy, with Dr. Iverson O. Brownell, 
Greenville, S. C., as moderator, and Drs. Richard C. 
Proctor, Winston-Salem, N. C., and Joseph J. Nan- 
narello, Greenville, S. C., as collaborators. The Mon¬ 
day session will close with “Advances in Cancer Diag¬ 
nosis and Treatment” by Dr. Brewster S. Miller, 
American Cancer Society', New York City'. A social 
hour, 6:30 p.m., will precede the banquet, 7:30 p.m. 
Dr. Roy B. McKnight, Charlotte, N. C., will deliver 
the presidential address. The guest speaker will be 
Mr. C. A. McKnight, editor of Charlotte Observer. 
Dr. Karl J. Karnaky, Houston, Texas, will open the 
Tuesday program at 9 a.m. with a paper on office 
gynecology and at 10:30 a.m. will speak on endometri¬ 
osis. At 11:30 a.m. an orthopedic panel will be pre¬ 
sented by Drs. Walter Hunt, Charlottesville, Va., and 
Charles B. Thomas, Greenville, S. C. “Observations 
Concerning the Bronchi Relative to Smoking and En¬ 
vironment” will be the topic of Dr. H. R. Pratt' 
Thomas, Charleston, S. C., at 2:30 p.m. 

New Orleans Graduate Assembly and South American 
Tour.—The 20th annual meeting of the New Orleans 
Graduate Medical Assembly will be held March 11-14, 
with headquarters at the Municipal Auditorium. The 
guest speakers include Drs. Emery' A. Rovenstine, 
New York City; Nelson P. Anderson and Erie Hen- 
riksen, Los Angeles; J. Edward Berk, Detroit; Ovid 0. 
Mey'er, Madison, Wis.; Irvine H. Page, Cleveland; 
Barnes Woodhall, Durham, N. C.; John E. Savage, 
Baltimore; C. Dwight Townes, Louisville, Ky.; Don 
E. King, San Francisco; Glassell S. Fitz-Hugh, Char¬ 
lottesville, Va.; Malcolm B. Dockerty, Rochester, 
Minn.; Sydney' S. Gellis and Laurence L. Robbins, 
Boston; Karl Zimmerman, Pittsburgh; Danely P. 
Slaughter, Chicago; C. Stuart Welch, Albany, N. Y.; 
and William L. Valk, Kansas City, Kan. The registra¬ 
tion fee, $20, includes lectures, symposiums, clinico- 
pathologic conferences, roundtable luncheons, medica 
motion pictures* and exhibits. An "Around South 
America Postclinical Tour” has been substituted for 
the Mediterranean tour originally planned. This wil 
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be a 30-day tour, leaving New Orleans March 15 and 
returning on April 13, visiting the South American 
capitals of Caracas, Venezuela; Rio de Janeiro, Brazil; 
Montevideo, Uruguay; Buenos Aires, Argentina; Santi¬ 
ago, Chile; and Lima, Peru, with medical programs 
at the major stops. There will be excursions to Petropo- 
lis, Brazil; Vina del Mar, Chile; and Cuzco and 
Maclm Picchu, Peru. For information concerning the 
tour write Secretary, Room 103, 1430 Tulane Ave., 
New Orleans 13. 

LATIN AMERICA 

Surgeons Meet in Mexico City.—'The International 
College of Surgeons will bold its 10th International 
Congress in Mexico City, Feb. 24-28. The scientific 
program will be presented at the University of Mexico. 
Social functions have been scheduled, and two post¬ 
congress tours have been arranged. Physicians, medi¬ 
cal personnel, and their friends are invited. Arrange¬ 
ments may be made through the International Travel 
Service Inc., Palmer House, Chicago 3. 

^ FOREIGN 

French Medicosurgical Prize.—The annual prize for 
Medicosurgical Cinema, which comprises a cash award 
of 100,000 francs (about 8290) and various other 
awards, will be given by La pressc mcdicalc during the 
last session of the course of “Actualites medieo- 
chirurgicales” at the Faculte de Medecine de Paris 
in March, 1957. The main prize, which may be be¬ 
stowed on one winner or divided among several, can be 
awarded only for amateurs’ films, unpublished, not 
subsidized, and not produced by any laboratory or 
firm. The jury will consider the didactic value of the 
film as well as its cinegraphic quality. Films may be 
sound or silent, in color or black and white, but only 
16-mm. films will be admitted. Entries should reach 
La pressc mcdicalc before Feb. 28. 

CORRECTIONS 

Suitable Controls in Surgical Investigations.—In the 
initial summary in bold-face type of the article con¬ 
cerning suitable controls in surgical investigations, in 
The Journal, Jan. 5, 1957, page 25, the sentence be¬ 
ginning in the 11th line should read as follows: “Biliary 
intestinal anastomosis for stricture of the bile ducts 
that contracts sufficiently will produce jaundice regard¬ 
less of whether a biliary duodenal or a biliary jejunal 
anastomosis is made.” 

Medicare.—On page 120 of The Journal, Jan. 12,1957, 
references in the fourth and eighth paragraphs indicate 
incorrectly that the government’s Medicare program 
provides civilian medical facilities for members of tire 
uniformed forces. Only dependents receive direct 
benefits, as is specified correctly in the editorial on 
the previous page of the same issue. A physician will 
be reimbursed by the government if he renders care 
to ineligible patients only if he can show that he has 
exercised reasonable care and precaution in accepting 
evidence of eligibility. Medicare patients are billed 
$1.75 a day or a total of $25 (whichever is more) by 
the hospital, not by the government. 


EXAMINATIONS 
AND LICENSURE 


American Board of Anesthesiology: Part I. Various locations, 
July 19. Final date for filing application was Jan. 19. Ora!. 
Asheville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

American Board of Dermatology: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application is April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

American Board of Internal Medicine: Written. Oct. 21. 
Oral. Boston, April 3-6. Final date for filing application was 
Jan. 2. Chicago, May 27-29; San Francisco or Los Angeles, 
September. Final date for filing application was Feb. 1. 
Sidispccialtics. Gastroenterology. Philadelphia, April 5-6. Final 
date for filing application is March 1. Exec. Sec., Dr. W, A. 
Werrell, 1 West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. See., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: Part II. 
Chicago, May 16-25. Request for reexamination in Part II 
must be received prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

American Board of Ophthalmology: Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

American Board of Otolaryngology: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date for filing application is March 1. See., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

American Board of Pediatrics: Oral. New Orleans, Feb. 22-24. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilitation: 
Parts I and H. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

American Board of Plastic Surgery: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerieh, 4647 Pershing 
Ave., St. Louis 8. 

American Board of Preventive Medicine: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 

American Board of Proctology: Oral and Written. Parts l and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y\ 

American Board of Psychiatry and Neurology: New Orleans, 
Mar. 18-19. Final date for filing application was Sept. 10. New 
York, Dec. 16-17. Sec., Dr. David A. Boyd, Jr., 102-110 Sec¬ 
ond Ave., S. W., Rochester, Minn. 

American Board of Radiology: Tampa, April 1-6. Final date 
for filing application was Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi¬ 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Part 11. Houston, Feb. 18-19; 
Nashville, Mar. 11-12; Boston, April 8-9, and New York, 
June 10-11. 

American Board of Urology: February 1957. Sec., Dr. William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Board of Thoracic Surcery: Written. Various centers through¬ 
out the country, February 1957, and the closing date for regis¬ 
tration was Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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AIR FORCE 

Noise and the Conservation of Hearing.—The Air Force 
Medical Sendee, with the help of the Armed Forces- 
National Research Council committee on hearing and 
bioacoustics and others, has developed criteria for 
evaluating exposures to noise on a time and intensity 
basis so as to calculate the probable degree of damage, 
as is done for ionization radiation. It established the 
policy of securing a base-line audiogram for all per¬ 
sonnel of the Air Force and the requirement of peri¬ 
odic surveys of the hazardous noise areas of an 
installation. The Air Force provides for delineating 
the area, both on the ground and on survey maps, 
where personal protective devices should be worn, as 
well as indicating the type of device furnishing ade¬ 
quate protection. It provides for periodic follow-up 
on all personnel employed in these designated areas. 
Personnel showing a shift in their hearing threshold 
will be studied to determine if this shift is permanent 
or temporary, and disposition will be made in accord¬ 
ance with the symptoms, severity, and the occupa¬ 
tional hazard involved. 

Diagnostic hearing centers are established by regu¬ 
lation, which also provides for trained audiologists to 
evaluate and screen these employees. Thus, those 
whose hearing has stabilized or improved are so as¬ 
signed as to protect their hearing from further damage 
or returned to their former task with properly fitted 
protective devices and full instructions for the preser¬ 
vation of their hearing. 

NAVY 

Transfers to Regular Navy.-The following naval re¬ 
serve medical officers have recently been commissioned 
in the Medical Corps of the regular Navy: Commander 
Karl C. Weidemann, Lieut. Commander Thomas S. 
Marks, Lieut. Commander R. F. Reinhardt, and lieu¬ 
tenants G. L. Johnson Jr., J. C. Parks Jr., R. C. Sowell, 
B. M. Webb, A. G. Webb Jr., G. M. Akin Jr., J. W. Led- 
with. Max E. Musgrave, G. F. Kelly, R. L. Hadlund, 
P. J. Concannon Jr., S. Barchet, P. Pleotis, and J. A. 
Desjardins. 

Reserve Active Duty.—The Bureau of Medicine and 
Surgery announces that medical department officers in 
certain grades and categories may obtain tours of ex¬ 
tended active duty with active duty agreements under 
the revised voluntary recall program. The program, as 
revised, provides for the automatic issuance of active 
duty' agreements for terms of two to five years to all 
officers voluntarily recalled to active duty. The issu¬ 
ance of active duty agreements is authorized by the 
Armed Forces Reserve Act of 1952, as amended. 
A recent amendment to the Armed Forces Reserve Act 
prorides that, after completion of five years’ continu¬ 
ous active service, a reserve officer becomes eligible to 
receive lump-sum readjustment pay in the amount of 
one-half of one month’s pay for each year of active 
service performed, if the officer is involuntarily re¬ 
leased to inactive duty. 


J.A.M.A., February 9, 1957 

Applications for extended active duty should be sub¬ 
mitted in letter form, addressed to the Chief of Naval 
Personnel (Attention: Pers B115) and forwarded via 
the respective district commandant or the chief of 
naval air reserve training. The letter should indicate 
the date on which the applicant will be available for 
active duty and the amount of advance notification 
desired. Normal processing time for applications is one 
month; however, if a national agency check is needed, 
processing time is three months. The applicant’s prefer¬ 
ence for type and location of duty may also be in¬ 
cluded and will be given consideration. 

VETERANS ADMINISTRATION 

Changes in Hospital Managers.—Dr, Lloyd B. Andrew, 
manager, VA Hospital, Birmingham, Ala., will be trans¬ 
ferred as manager of the VA Hospital at Fayetteville, 
Ark., to succeed the late Dr. Hursel C. Manaugh. Dr. 
Andrew will be succeeded at Birmingham by Dr. 
John S. Herring, manager of the VA Hospital at Mont¬ 
gomery, Ala., who, in turn, will be succeeded by Dr. 
Thomas L. Harvey, director of professional services at 
the VA Hospital, Lake City, Fla. 

PUBLIC HEALTH SERVICE 

Health Services for American Indians.—The Depart¬ 
ment of Health, Education, and Welfare this year will 
seek continued improvements in federal health serv¬ 
ices for American Indians, according to Secretary 
Marion B. Folsom. A recent survey by die U. S. Public 
Health Service indicates that die average age at time 
of death for Indians is 39, compared widi 62 for the 
general population. Out of every 1,000 live births, 65 
Indian infants die in the first year of life, compared 
with 27 in the general population. The Indian death 
rate from diarrheal diseases, which result from poor 
environmental sanitation, is 11 times higher among 
Indians than for the country as a whole. Indian death 
rates from tuberculosis are five times higher, from 
pneumonia and influenza diree times higher, and from 
accidents two and one-half times higher than for the 
general population. 

Secretary Folsom said that safe water supplies and 
better sanitary facilities are among the first require¬ 
ments for raising the level of Indian healdi. Last year, 
the administration proposed a federally aided cooper¬ 
ative five-year program to improve sanitary facilities 
among the Indians at a cost of 29 million dollars. He 
said this measure, which was not enacted by' the Con¬ 
gress last year, will be introduced again this year: 
“Plans will be presented for the training of greater 
numbers of Indians as practical nurses, sanitarian 
aides, and dental assistants, and for the training of 
professional staffs in the special problems of Indian 
health.” 

Health services for about 370,000 Indians are made 
available by the Public Health Service through both 
its own facilities and those of nonfederal agencies 
under contract. In many reservation areas, state or 
local health services available for the Indians are 
either extremely' limited or nonexistent. Federal ap¬ 
propriations for Indian health activities for the 1957 
fiscal year were 39 million dollars, and for construction 
of Indian health facilities, $8,800,000. 
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Elman, Robert ® St. Louis; born in Boston Nov. 9,1897; 
Johns Hopkins University School of Medicine, Balti¬ 
more, 1922; assistant in pathology at the Rockefeller 
Institute in New York City from 1923 to 1925; profes¬ 
sor of clinical surgery at the Washington University 
School of Medicine, where he was a member of the 
teaching staff since 1925; in 1939 received honorable 
mention from the American Medical Association for 
his exhibit illustrating acute pancreatic disease and in 
1950 received a silver medal from the Association for 
an exhibit on acute sodium potassium and calcium 
deficiencies in surgical patients; member of the Society 
of Experimental Biology and Medicine and in 1948 
president of the Missouri Section; past-president of 
the American Gastroenterological Association; mem¬ 
ber of the American Surgical Association, American 
Association for the Advancement of Science, Phi Beta 
Kappa, Alpha Omega Alpha, Harvey Society, and 
Sigma Xi; fellow of the American College of Surgeons; 
member of the committee on infected wounds and 
burns, committee on convalescence and rehabilitation. 
National Research Council from 1943 to 1945; mem¬ 
ber of the National Professional Advisory Council, 
Office of Vocational Rehabilitation Federal Security 
Administration (chairman, Missouri State Office of 
Vocational Rehabilitation Advisory Council); awarded 
the quinquennial Samuel D. Gross Award, Philadel¬ 
phia Academy of Surgery in 1945; member of the 
founders’ group of the American Board of Surgery; 
associate surgeon at the Barnes and St. Louis Chil¬ 
dren’s hospitals; director of the surgical sendee and 
chief of staff, Homer G. Phillips Hospital; served as a 
member of the editorial board of Gastroenterology 
and Archives of Surgery; author of “Surgical Care” and 
“Parenteral Alimentation in Surgery”; died Dec. 23, 
aged 59, of a heart attack. 

Morrison, Lewis Francis ® San Francisco; born in San 
Francisco April 7, 1899; University of California 
School of Medicine, San Francisco, 1926; clinical pro¬ 
fessor of otorhinolaryngology and chairman of the de¬ 
partment at his alma mater; specialist certified by the 
American Board of Otolaryngology; president-elect of 
the American Laryngological, Rhinological and Oto- 
logical Society; past-president of the Pacific Coast 
Otological and Ophthalmological Society; member of 
the American Academy of Ophthalmology and Oto¬ 
laryngology, American Laryngological Association, 
American Otological Society, and the American Bron- 
cho-Esophagological Association; fellow of the Ameri¬ 
can College of Surgeons; consultant at die Veterans 
Administration Hospital and the Letterman Army 
Hospital; on the courtesy staff of the Mount Zion Hos¬ 
pital; on the staffs of the University of California, San 
Francisco, Franklin, and Children’s hospitals and the 
Laguna Honda Home; died in St. Luke s Hospital Nov. 
10, aged 57, of acute myocardial infarction and coro¬ 
nary occlusion. 


® Indicates Member of the American Medical Association. 


McComas, Arthur Rochford ® Sturgeon, Mo.; bom in 
Sturgeon Aug. 4, 1868; Beaumont Hospital Medical 
College, St. Louis, 1890; during the annual session in 
April, 1956, of the Missouri State Medical Association, 
of which he was past-president and for many years 
chairman of the council, became the first doctor of 
medicine to receive an award from the Alumni Associ¬ 
ation of the University of Missouri; the citation was 
presented “as an indication of the association’s pride 
in an alumnus who exemplified the ideals and leader¬ 
ship so necessary in the preservation of American 
Society”; fellow of the American College of Surgeons; 
delegate to the American Medical Association in 
1917-1918, from 1919 to 1928 and from 1930 to 1948; 
veteran of World War I; on the courtesy staff of the 
Audrain Hospital in Mexico; vice-chairman of the staff 
and visiting surgeon of the Boone County Hospital in 
Columbia, where he died Nov. 13, aged 88, of acute 
cholangitis, chronic cholecystitis, and arteriosclerosis. 

Johnson, Julius A. ® Bottineau, N. D.; born in Black 
River Falls, Wis., Nov. 3, 1876; College of Physicians 
and Surgeons in Chicago, School of Medicine of the 
University of Illinois, 1903; mayor of Bottineau from 
1938 to 1954; served as trustee and president of the 
League of North Dakota Municipalities; during World 
War 1 served on the draft board; local medical exam¬ 
iner for inductees during World War II and until tire 
time of his death was a member of the State Selective 
Service Appeal Board; member of the American Asso¬ 
ciation of Railway Surgeons; for many years a member 
and for a time president of the school board; chief 
surgeon for the Bottineau area for the Great Northern 
Railway for over 35 years; at one time president of the 
Bottineau National Bank; died in Rochester, Minn., 
Nov. 10, aged 80. 

Siewers, Albert Bernard * Syracuse, N. Y.; bom in 
Richmond, Va., June 10,1893; Medical College of Vir¬ 
ginia, Richmond, 1918; clinical associate professor of 
medicine at the State University of New York College 
of Medicine; specialist certified by the American 
Board of Psychiatry and Neurology; fellow of the 
American College of Physicians; member of the Amer¬ 
ican Psychiatric Association; psychiatrist for the city 
board of education; on the staffs of the Syracuse Psy¬ 
chopathic, Syracuse Memorial, and St. Joseph’s hos¬ 
pitals; director of the Red Cross Clinic for Veterans; 
died Nov. 14, aged 63, of bronchopneumonia and 
fracture of the right femur. 

Stealy, Clair Lazarus ® San Diego, Calif.; University 
of Michigan Medical School, Ann Arbor, 1916; special¬ 
ist certified by the American Board of Internal Medi¬ 
cine; fellow of the American College of Physicians 
and tire Endocrine Society; past-president of the San 
Diego County Medical Society; veteran of World War 
I; chief of the department of internal medicine at the 
Rees-Stealy Clinic; consultant in internal medicine at 
the San Diego County General Hospital; on the staff 
of Mercy Hospital, where he died Nov. 14, aged 66. 
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Cefalu, Victor ® Los Angeles; Medical Department of 
Tulane University of Louisiana, New Orleans, 1919; at 
one time assistant clinical professor of forensic medi¬ 
cine at the University of Southern California School 
of Medicine; specialist certified by the American Board 
of Pathology; founding fellow of the College of Ameri¬ 
can Pathologists; member of the American Society of 
Clinical Pathologists; chief deputy coroner of Los 
Angeles County; died Nov. 7, aged 60, of melanocar- 
cinoma. 

Long, Samuel Herman ® Chattanooga, Tenn.; Uni¬ 
versity of Maryland School of Medicine, Baltimore, 
1909; specialist certified by the American Board of 
Otolaryngology; fellow of the American Academy of 
Ophthalmology and Otolaryngology; past-president 
of the Chattanooga and Hamilton County Medical 
Society; veteran of World War I; on the staffs of the 
Baroness Erlanger Hospital and T. C. Thompson 
Children’s Hospital; died Nov. 10, aged 71, of an 
asthmatic attack. 

Snoddy, Cary Alexander, Vallejo, Calif.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1901; 
formerly on the faculty of his alma mater and Stanford 
University School of Medicine in San Francisco; an 
associate member of the American Medical Associa¬ 
tion; veteran of World War I; served as superinten¬ 
dent of the Knoxville (Tenn.) General Hospital; at one 
time a director of an American Red Cross unit in 
Russia; died Nov. 3, aged 79, of coronary insufficiency 
with occlusion. 

Allen, Edwin Marshall, Florence, S.C.; Medical Col¬ 
lege of the State of South Carolina, Charleston, 1905; 
died Nov. 11, aged 76. 

Boyd, Maxwell Delmore, Hana, Hawaii; College of 
Physicians and Surgeons, Boston, 1937; interned at 
St. Luke’s Hospital in Newburgh, N. Y.; served resi¬ 
dencies at tire Royal Victoria Hospital in Montreal, 
Canada, and the North Country Community Hospital 
in Glen Cove, N. Y.; veteran of World War II; mem¬ 
ber of the American Academy of General Practice; 
county physician; drowned while swimming at the 
beach Aug. 5, aged 52. 

Boyer, Ulysses Simpson ® Davenport, Iowa; Kansas 
City (Mo.) Hahnemann Medical College, 1914; con¬ 
tract surgeon for the Rock Island Arsenal in Rock 
Island, Ill.; and during World War II was stationed 
at the Rock Island Arsenal Post Hospital; died in the 
Mercy Hospital Nov. 16, aged 72, of cerebral vascular 
thrombosis and Parkinson’s disease. 

Bradley, Robert C., Phoenix, Ariz.; Beaumont Hospi¬ 
tal Medical College, St. Louis, 1898; formerly prac¬ 
ticed in Peoria, Ill.; veteran of the Spanish-American 
War and World War I; died in the Veterans Admin¬ 
istration Hospital Nov. 9, aged 83, of uremia. 

Branche, George Clayton ® Tuskegee, Ala.; Boston 
University School of Medicine, 1923; specialist certi¬ 
fied by the American Board of Psychiatry and Neurol¬ 
ogy; member of the American Psychiatric Association; 
veteran of World War II; on the staff of the Veterans 


Administration Hospital, where he died Sept. 10, aged 
60, of rupture of aneurysm of the right common iliac 
artery, hypertension, and arteriosclerosis. 

Bransford, Samuel Gant, Vallejo, Calif.; California 
Medical College, San Francisco, 1897; Marion-Sims 
College of Medicine, St. Louis, 1901; for many years 
county physician; died Nov. 16, aged 87. 

Bruton, Tyrrel Stanton ® Springfield, Mo.; Barnes 
Medical College, St. Louis, 1900; at one time staff 
member of the Missouri State Sanatorium at Mount 
Vernon; on the associate staff of St. John’s Hospital 
in Springfield; died Oct. 31, aged 88, of coronary 
thrombosis. 

Buckley, William Raymond, Wayne, Pa.;" Medico- 
Chirurgical College of Philadelphia, 1913; died in the 
Hahnemann Hospital, Philadelphia, recently, aged 69, 
of cerebral vascular accident. 

Burt, John Fred, Junction, Texas; Fort Worth School 
of Medicine, Medical Department of Texas Christian 
University, 1911; died Aug. 10, aged 78. 

Butler, Homer Kirk, Cottage City, Md.; George Wash¬ 
ington University School of Medicine, Washington, 
D. C., 1925; also a graduate in pharmacy; died in 
Baltimore Nov. 10, aged 67. 

Byrd, Carl Hendrix, Harrodsburg, Ky.; University ol 
Louisville (Ky.) School of Medicine, 1933; died Oct. 
29, aged 65, of a heart attack. 

Cannaday, Julius Eldred ® Sedalia, Mo.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1901; 
died in the Bothwell Hospital Sept. 28, aged 81. 

Caldwell, Charles Lory ® Tulsa, Okla.; Washington 
University School of Medicine, St. Louis, 1928; certi¬ 
fied by the National Board of Medical Examiners; 
veteran of World War II; on the staffs of the St. Johns 
Hospital and the Hillcrest Medical Center, where he 
died Nov. 14, aged 54, of coronary thrombosis and 
arteriosclerosis. 

Cary, French Strother, Chicago; College of Physicians 
and Surgeons, Baltimore, 1906; served on the faculty of 
the University of Illinois College of Medicine; member 
of the American Urological Association and the Asso¬ 
ciation of Military Surgeons of the United States; fel¬ 
low of the American College of Surgeons; past-presi¬ 
dent of the Chicago Urological Society; veteran of the 
Spanish-American War and World War I; died Dec. 
11, aged 77, of acute coronary thrombosis. 

Chesebro, Edmund D. ® Greenville, R. I.; College of 
Physicians and Surgeons, medical department of Co¬ 
lumbia College, New York City, 1890; died Nov. 12, 
aged 93. 

Christensen, Newell A., Philadelphia; College of Phy¬ 
sicians and Surgeons, Baltimore, 1914; an associate 
member of the American Medical Association; on the 
staffs of the Thomas M. Fitzgerald Mercy Hospital in 
Darby, Pa., and St. Vincent’s Hospital; died Nov. 10, 
aged 69, of cancer of the stomach. 

Clarke, Joseph Julius, Orting, Wash.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1896; veteran of World War I; died Nov. 12, aged 87. 
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Cline, Jesse Andrews ® Oran, Mo.; Kentucky Uni¬ 
versity Medical Department, Louisville, 1904; died 
Oct. 29, aged 74, of endocarditis. 

Coleman, William Joseph ® Baltimore; University of 
Maryland School of Medicine, Baltimore, 1908; veteran 
of World War I; formerly superintendent of the Uni¬ 
versity Hospital and Maryland General Hospital, where 
he died Nov. 25, aged 75. 

Colglazier, Granville G. ® Leipsic, Ind.; Kentucky 
School of Medicine, Louisville, 1907; died Sept. 6, 
aged 77, of coronary occlusion and arteriosclerosis. 

Collier, Alfred, Chillicothe, Mo.; University of Louis¬ 
ville (Ky.) School of Medicine, 1910; member of the 
Missouri State Medical Association; served as county 
coroner, as member of the school board, and as phy¬ 
sician at the State Training School for Girls; died 
Nov. 9, aged 70. 

Collins, Bailey Reeves ® Wichita Falls, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 1923; 
member of the American Academy of General Prac¬ 
tice; a veteran of World War I; on the boards of the 
- Bethania Hospital and the Wichita General Hospital; 
died Nov. 5, aged 5S, of myocardial infarction. 

Connor, Harold Leon, San Rafael, Calif.; Northwest¬ 
ern University Medical School, Chicago, 1946; spe¬ 
cialist certified by the American Board of Pediatrics; 
an officer in the Medical Corps, Army of the United 
States, from 1946 to 1948; on the staff of the Kaiser 
Foundation Hospital in Oakland; died Nov. 9, aged 38. 

Cornelius, Ira Woodson, Jr., Pittsburgh; Howard Uni¬ 
versity College of Medicine, Washington, D. C., 1931; 
died in Washington, D. C., Nov. 17, aged 53. 

Cramer, Lloyd L. ® Hot Springs, S.D.; John A. Creigh¬ 
ton Medical College, Omaha, 1911; veteran of World 
Wars I and II; died in the Veterans Administration 
Hospital Nov. 8, aged 70, of acute coronary insuffi¬ 
ciency. 

Currie, Samuel Addison, Wilson, Ark.; Meharry Med¬ 
ical College, Nashville, Tenn., 1912; died in Memphis, 
Tenn., Sept. 5, aged 73. 

Davis, Bessie Delano ® Cambridge, Mass.; College of 
Physicians and Surgeons, Boston, 1893; Tufts College 
Medical School, Boston, 1895; died Oct. 18, aged 93. 

De Freece, Austin Byron ® Bellevue, Wash.; North¬ 
western University Medical School, Chicago, 1924; 
veteran of World War I; past-president of the Seattle 
Academy of Surgery; on the staffs of the Maynard 
Hospital and the Doctors Hospital, Seattle, where he 
died Dec. 3, aged 65, of acute pancreatitis. 

Denson, Thomas Leland ® Cameron, Texas; Univer¬ 
sity of Texas School of Medicine, Galveston, 1929; 
member of the American Academy of General Prac¬ 
tice; served as president and secretary of the Milarn 
County Medical Society; died Oct. 13, aged 55, of 
coronary occlusion. 

Diamond, Nathan ® Freeport, N. Y,; University of 
Texas School of Medicine, Galveston, 1928; member 
of the American Academy of General.. Practice; vet¬ 
eran of World War II; served on the staffs of the 


Brunswick General Hospital in Amityville, and the 
Doctors Hospital, where he died Oct. 28, aged 53, of 
leukemia. 

Dismond, H. Binga ® New York City; Rush Medical 
College, Chicago, 1921; veteran of World War I; on 
the staff of the Harlem Hospital, where he died Nov. 
21, aged 64. 

Dolan, Francis Patrick ® Lieutenant, U. S. Navy, re¬ 
tired, Montebello, Calif.; Marquette University School 
of Medicine, Milwaukee, 1914; commissioned in the 
U. S. Navy in 1917; retired July 19, 1919; served on 
the staff of the Wisconsin Anti-Tuberculosis Associa¬ 
tion; died Sept. 30, aged 65, of myocardial infarction. 

Dorsey, Michael Francis ® Chicago; Rush Medical 
College, Chicago, 1900; for many years practiced in 
Streator, Ill., where he was on the staff of St. Mary’s 
Hospital; died Nov. 29, aged 84, of bronchopneumonia 
and cerebral thrombosis. 

Eekles, Dora Bower, West Lafayette, Ind.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1898; died 
Aug. 28, aged 82, of hypostatic pneumonia. 

Edge, Harriet Lane Chamberlain, Pasadena, Calif.; 
Hahnemann Medical College of the Pacific, San Fran¬ 
cisco, 1900; died Oct. 29, aged 84, of arteriosclerosis. 

Edgerton, Harry Walton, Oswego, Ore.; Kansas City 
(Mo.) Medical College, 1904; veteran of World War I; 
died in Oregon City Nov. 17, aged 76, of malignant 
lymphoma. 

Enneis, William Howard ® Knoxville, Tenn.; Univer¬ 
sity of Georgia Medical Department, Augusta, 1921; 
specialist certified by the American Board of Preven¬ 
tive Medicine; at one time city epidemiologist; past- 
president of the Tennessee Public Health Association; 
for many years city health officer; died in the Fort 
Sanders Presbyterian Hospital Nov. 8, aged 61, of 
lateral sclerosis. 

Felt, Walter Lawrence, Sr. ® Salt Lake City; Co¬ 
lumbia University College of Physicians and Surgeons, 
New York City, 1918; on the staff of the Dr. W. H. 
Groves Latter-Day Saints Hospital; died Nov. 16, 
aged 62. 

Giannotti, Carl Charles ® West Haven, Conn.; Albany 
(N. Y.) Medical College, 1919; for many years school 
physician; on the staff of Hospital of St. Raphael in 
New Haven, where he died Nov. 6, aged 64, of cere¬ 
bral thrombosis. 

Gillander, Erwin Wade, Henniker, N. H.; McGill Uni¬ 
versity Faculty of Medicine, Montreal, Canada, 1927; 
member of the New Hampshire Medical Society; died 
Oct. 1, aged 58, of coronary thrombosis. 

Glauner, Frederick Earl, San Antonio, Texas; the 
Hahnemann Medical College and Hospital, Chicago, 
1908; died in Pittsburgh Oct. 25, aged 72, of coronary 
occlusion. 

Gould, Vincent Clarence ® Mayo, Md.; George Wash¬ 
ington University School of Medicine, Washington, 
D. C., 1929; served with the Canadian Army during 
World War I; died Nov. 7, aged 56, of heart disease. 
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Graham, James Frank, Memphis, Tenn.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1900; fellow of the American College of 
Surgeons; veteran of World War I; died Oct. 29, aged 
80, of Parkinson’s disease and arteriosclerosis. 

Greiss, William Henry, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1905; died Aug. 15, aged 74, of myocardial failure and 
arteriosclerosis. 

Guertin, Diomede, Waretown, N. J.; University of 
Montreal Faculty of Medicine, Montreal, 1925; spe¬ 
cialist certified by the American Board of Psychiatry 
and Neurology; veteran of World War II; served as 
clinical director and superintendent of the New Jersey 
State Village in Skillman and superintendent of the 
Indiana Village for Epileptics in New Castle; died 
Oct. 14, aged 56. 

Harding, George Forstner, Santa Monica, Calif.; Rush 
Medical College, Chicago, 1903; for many years 
served as secretary for the Utah State Board of Med¬ 
ical Examiners; formerly member and president of 
the city board of education; instrumental in establish¬ 
ing Santa Monica City College; died Oct. 29, aged 87, 
of bronchopneumonia and arteriosclerosis. 

Harris, James Linwood, Danville, Va.; Meharry Med¬ 
ical College, Nashville, Tenn., 1921; died Sept. 13, 
aged 60, of acute coronary occlusion. 

Hart, Adiel Erie, Carriers Mills, Ill.; St. Louis College 
of Physicians and Surgeons, 1903; retired pharmacist; 
died Oct. 5, aged 75. 

Hart, Mabel Marguerite Eckstedt, Dumont, Colo.; 
University of Oklahoma School of Medicine, Okla¬ 
homa City, 1928; for 12 years director of health for 
the Tulsa public school system; died in St. Mary’s 
Hospital, Denver, Nov. 6, aged 54, of cerebral hemor¬ 
rhage. 

Hataway, Garrett Arthur ® Longview, Texas; South¬ 
western Medical School of the University of Texas, 
Dallas, 1952; served an internship and residency at 
the Parkland Hospital in Dallas; died in the Veterans 
Administration Hospital, Dallas, Aug. 18, aged 34, of 
peritonitis, retroperitoneal abscess, and acute inter¬ 
stitial pancreatitis. 

Hauer, Adam Light ® Lebanon, Pa.; Hahnemann Med¬ 
ical College and Hospital of Philadelphia, 1903; for 
many years on the surgical staff of the Good Samari¬ 
tan Hospital, where recently he was appointed consult¬ 
ant to die staff; died Sept. 22, aged 77, of coronary 
occlusion. 

Hawkins, Lewis Monroe ® Blackshear, Ga.; Atlanta 
College of Physicians and Surgeons, 1910; on the staff 
of the Pierce County Hospital, where he died Nov. 16, 
aged 72. 

Heaton, Jesse John, Tiffin, Ohio; Ohio Medical Uni¬ 
versity, Columbus, 1905; veteran of World War I; 
served as county health officer; died in the Grant Hos- 
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pital, Columbus, Nov. 9, aged 74, of perforated duo¬ 
denal ulcer, acute bilateral hydrothorax, and coronary 
arteriosclerosis. 

Henry, James ® Grand Rapids, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1900; died Nov. 7, aged 79, of arteriosclerosis. 

Hewitt, William Beall, Mansfield, La.; Medical De¬ 
partment of Tulane University of Louisiana, New 
Orleans, 1911; an associate member of the American 
Medical Association; for many years parish coroner; 
charter member and past-president of the Mansfield 
Rotary Club; died Nov. 1, aged 69. 

Hicks, Joseph Lewis ® Arcadia, Ind.; Kentucky School 
of Medicine, Louisville, 1892; died Aug. 31, aged 89, 
of pulmonary embolism and carcinoma of the prostate. 

Hirsch, Charles Solomon, Philadelphia; Jefferson Med¬ 
ical College of Philadelphia, 1901; served on the staffs 
of the Jewish and Mount Sinai hospitals; died in the 
Hospital of the University of Pennsylvania Sept. 14, 
aged 77, of cancer of the lung. 

Hunter, John Edward, Lexington, Ky.; Western Ee- 
serve University Medical Department, Cleveland, 
1889; charter member and past-president of the 
National Medical Association; served on the staffs of 
the Good Samaritan and St. Joseph hospitals; died in 
Dayton, Ohio, Nov. 14, aged 97, of uremia and arte¬ 
riosclerosis. 

Hyde, LeRoy Walter ® Washington, D. C\; University 
of Virginia Department of Medicine, Charlottesville, 
1916; veteran of World War I; member of the consult¬ 
ing staff of Children’s Hospital and the emeritus staff 
of the Episcopal Eye, Ear and Throat Hospital; served 
as chief of the ophthalmology service at the Garfield 
Memorial Hospital, where he died Nov. 22, aged 66. 

Ito, Paul Kiuji ® Los Angeles; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1922; past- 
president of the Japanese Medical Association; died 
in the White Memorial Hospital Oct. 15, aged 68, of 
adenocarcinoma of the bladder. 

Johnson, James Edward, Fort Smith, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1914; 
member of the American Trudeau Society and the 
Arkansas Medical Society; served as medical director 
of the Sebastian County Health Unit; on the staffs of 
Sparks’ Memorial Hospital and St. Edward’s Mercy 
Hospital, where he died Nov. 13, aged 66, of pulmo¬ 
nary emphysema. 

Johnson, William, Lancaster, Ky.; Louisville (Ky.) 
National Medical College, 1902; served as county phy- 
sician; died in the Ephraim McDowell Memorial Hos¬ 
pital in Danville, Nov. 6, aged 82, of infarction of the 
myocardium and coronary thrombosis. 

Kaylor, Frank Blair ® Bellefontaine, Ohio; Medical 
College of Ohio, Cincinnati, 1901; on the staff of the 
Mary Rutan Hospital; died Sept. 29, aged 88, of myo¬ 
cardial failure. 
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Kelly, Clinton Wayne, Louisville, Ky.; University of 
Louisville School of Medicine, 1909; veteran of World 
War I; on the staffs of St. Anthony, SS. Mary and 
Elizabeth, and Children’s hospitals and St. Joseph 
and the Norton Memorial infirmies; died Nov. 15, 
aged 70. 

Kenney, Verna E., Joplin, Mo.; Kansas City (Mo.) 
College of Medicine and Surgery, 1921; formerly 
city commissioner of health; served on the city coun¬ 
cil; on the staffs of the Freeman Hospital and St. 
John’s Hospital, where he died Nov. 4, aged 62, of 
azotemia. 

Kettelhut, Edward John ® Milwaukee; Milwaukee 
Medical College, 1907; member of the American 
Academy of General Practice; on the staff of the 
Evangelical Deaconess Hospital; died Nov. 13, aged 
70, of coronary occlusion. 

Keune, Harry August, New York City'; Columbia Uni¬ 
versity College of Physicians and Surgeons, New York 
City, 1905; on tire staff of the Knickerbocker Hospital; 
died Nov. 9, aged 73, of heart disease. 

Kimbro, Charles H., Tillar, Ark.; Gate City Medical 
College, Dallas, Texas, 1907; member of the Arkansas 
Medical Society'; died Sept. 2, aged 80, of cancer. 

Leaphart, Edward Christian, Milledgeville, Ga.; Uni¬ 
versity' of Georgia School of Medicine, Augusta, 1942; 
interned at the Crawford W. Long Memorial Hospital 
in Atlanta; director of the tuberculosis department of 
the Milledgeville State Hospital; veteran of World 
War II; died Nov. 3, aged 44. 

Lehmann, Adolph Gustav, Oak Park, Mich.; Michigan 
College of Medicine and Surgery, Detroit, 1905; died 
Sept. 15, aged 82, of cerebral thrombosis and arterio¬ 
sclerosis. 

Leopardi, Enrico Alfredo, Old Forge, Pa.; Regia Uni¬ 
versity di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1910; an associate member of the American 
Medical Association; director of the school board; on 
the staffs of the Taylor Hospital in Taylor, the Hahne¬ 
mann Hospital in Scranton, and Scranton State Hos¬ 
pital in Scranton, where he died Nov. 7, aged 73, of 
carcinoma of the pancreas. 

Lipset, Louis Jacob, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1902; died in the Knickerbocker Hospital Oct. 1, aged 
81, of cerebral hemorrhage. 

Lorton, Samuel Clifford ® Shumway, Ill.; Barnes Med¬ 
ical College, St. Louis, 1906; veteran of World War I; 
on the staff of St. Anthony’s Memorial Hospital; died 
Nov. 12, aged 77, of a heart attack. 

McShea, James Joseph ® Norristown, Pa.; University 
of Pittsburgh School of Medicine, 1928; member of 
the American Academy of General Practice; veteran 
of World War II; chief of staff of the Sacred Heart 
Hospital and on die staff of the Montgomery Hospital, 
where he died Nov. 7, aged 53, of aortic aneurysm. 


Martin, Nathan Bamert ® New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1905; on the staff of the New York Poly¬ 
clinic Hospital; died Nov. 8, aged 74, of coronary 
arteriosclerosis with occlusion. 

Michaels, Lemuel Percy, Richmond, Va.; Medical 
College of Virginia, Richmond, 1893; died in the 
Medical College of Virginia Hospital Sept. 27, aged 
87, of congestive heart failure and arteriosclerotic 
heart disease. 

Newman, Jeremiah Milton, Richmond, Va.; Leonard 
Medical School, Raleigh, N. C., 1905; died Sept. 26, 
aged 77, of coronary thrombosis. 

Peluso, Pasquale, New York City; Regia Universita di 
Napoli FaeoM di Medicina e Chirurgia, Italy, 1909; 
an associate member of the American Medical Asso¬ 
ciation; died Oct. 14, aged 74, of coronary occlusion. 
Phillips, Pitney, Robbins, Tenn.; Lincoln Memorial 
University Medical Department, Knoxville, 1913; died 
in the Scott County Hospital, Oneida, Sept. 27, aged 80. 
Posinka, Benjamin, New York City; University' and 
Bellevue Hospital Medical College, New York City, 
1915; an associate member of the American Medical 
Association; died Nov. 1, aged 65, of cerebral hemor¬ 
rhage. 

Rayburn, Clute Edward, Lovelady, Texas; University 
of Texas School of Medicine, Galveston, 1908; died in 
tire Veterans Administration Hospital, Marlin, Sept. 9, 
aged 73. 

Reed, George D., Topeka, Kan.; Kansas Medical Col¬ 
lege, Medical Department of Washburn College, To¬ 
peka, 1899; died Nov. 19, aged 86, of arteriosclerosis 
and pleural effusion. 

Rogers, Franklin Norwood ® Manchester, N. H.; Tufts 
College Medical School, Boston, 1905; specialist certi¬ 
fied by the American Board of Pediatrics; member of 
the American Academy of Pediatrics; on the staff of 
the Elliot Hospital; died in the Peter Bent Brigham 
Hospital, Boston, Nov. 17, aged 75, of aneurysm of 
the aorta. 

Thomas, Alfred Eugene, Detroit; Meharry Medical 
College, Nashville, Tenn., 1903; served as president 
of the Meharry Alumni Association and as vice-presi¬ 
dent of the National Medical Association; died Nov. 
5, aged 78, of coronary thrombosis. 

Vincent, Ira Houston, Dover, Okla.; Hospital College 
of Medicine, Louisville, Ky., 1904; died Nov. 9, 
aged 79. 

Wittson, Albert Jackson, New York City; University of 
Virginia Department of Medicine, Charlottesville, 
1893; died Oct. 4, aged 84, of carcinoma of the colon. 

Wright, Eugene Pierson ® North Miami Beach, Fla.; 
Jenner Medical College, Chicago, 1909; formerly 
practiced in Chicago, where he was on the staff of the 
Norwegian American Hospital; member of the Illinois 
State Medical Society; veteran of World War I; died 
Dec. 3, aged 77. 
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AUSTRIA 

Pulmonary Abscesses.—At the meeting of the Vienna 
Medical Society on Nov. 30, E. Wodak reported on the 
endobronchial treatment of pulmonary abscess. A 49- 
year-old man was admitted on April 9 for endo¬ 
bronchial treatment with antibiotics; he had had a 
progressive pneumonia complicated by a pulmonary 
abscess about the size of a child’s head. The abscess 
was evacuated by a Metras catheter introduced 
through a bronchoscope, and the cavity was filled 
with 100,000 units of penicillin. The patient was rais¬ 
ing 300 cc. of sputum daily, but after nine such treat¬ 
ments within two weeks this discharge cleared up. 
By April 24, the abscess could no longer be seen on 
the roentgenogram. The so-called endobronchial in¬ 
tubation was well tolerated by the patient. Bronchiec¬ 
tasis, chronic pneumonia, tuberculous cavities, and 
bronchotuberculosis may also be treated successfully 
by this method. Although a systematic endobronchial 
treatment with antibiotics sometimes fails, an attempt 
at endobronchial therapy should be made in patients 
with these conditions. 


BRAZIL 

Tuberculous Meningitis.—The spinal fluid in 16 pa¬ 
tients with tuberculous meningitis who were being 
treated with streptomycin was studied by Dr. Joao 
Batista dos Reis and co-workers (Seara Medica, vol. 9, 
July, 1956). Spinal punctures were done monthly. 
None of the patients developed any serious neurologi¬ 
cal or psychiatric complications. The authors found 
that only the normalization of the spinal fluid is a safe 
criterion for discontinuance of treatment. The appear¬ 
ance and color of the spinal fluid tended to become 
normal after a few months. Fibrinous pellicles were 
present in the spinal fluid of all patients in the first 
month, but they gradually decreased after the 6th 
month and were absent by the 13th month. The cell 
count gradually decreased. Most of the cells present 
during treatment were lymphocytes. Polymorphonu¬ 
clear leukocytes, which were present in a small number 
at tire onset, gradually decreased and were generally 
absent by tire fourth month. Plasma cells and eosino¬ 
phils were not frequently found and were present only 
during the first month of treatment. The total protein 
content showed an initial increase that persisted until 
the 3rd month, when it gradually decreased, reaching 
normal values in the 10th month. The colloidal gold 
curve showed wide variations for several months but 
gradually returned to normal. The sugar content was 
very low for several months but gradually reached 
normal values by the sixth month. The chloride con¬ 
tent, which was initially low, reached normal values 
usually by the second month. 


The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


Hepatosplenic Schistosomiasis.—In Revista dc la Aso- 
ciacion medica argentine for September, 1956, Profes¬ 
sor Bogliolo describes the postmortem portoradiogram 
in hepatosplenic schistosomiasis. A portoradiogram and 
a plastic model of the portal tree were obtained in 
every case. The radiologic picture could be exactly 
superimposed on the model, and tire latter was identi¬ 
cal with those obtained from 24 other patients with 
this disease. The controls included 35 patients with 
hepatic cirrhosis on whom a postmortem portoradio¬ 
gram was obtained. In some of them an acetate of 
vinyl model of the portal tree was made, while in 
others colored gelatin was injected into tire portal tree, 
the hepatic artery, and, in some, the suprahepatic 
system. There were three patients with posthepatic cir¬ 
rhosis on whom a postmortem portoradiogram and a 
model of tire portal tree were made, three patients 
with malignant blastoma of tire liver in whom a post¬ 
mortem portoradiogram was made, and two patients 
with chronic hepatic congestion with slight fibrosis on 
whom a postmortem portoradiogram and a model of 
the portal tree were obtained. In all these cases, be¬ 
sides the radiogram and the model, macroexamination 
and microexamination were performed. 

Analysis showed that the portoradiogram of patients 
with hepatosplenic schistosomiasis differed from that 
of the controls and that it is exactly superimposable 
on the images obtained by means of plastic models 
of the portal tree. The postmortem portoradiogram 
showed the following characteristics: 1. The existence 
of a newly formed vascular network involving the di¬ 
chotomous branches. This network accompanies the 
branches systematically all along the portal tree, but 
it is not found in other hepatopathies. 2. Conservation 
of the normal and general architecture of the portal 
tree, without lacunas or systematic amputations arid 
with absence of subversions of the portal tree. 3. Mono- 
podic and dichotomous branches, with a normal course 
having no distortions, deviations, and twistings. The 
association of the three preceding elements, especially 
the presence of the first, is characteristic of hepato¬ 
splenic schistosomiasis. Systematized vascular peri¬ 
portal new formations may be observed in the porto¬ 
radiogram intra vitam, especially when it is due to the 
slowing of the intrahepatic portal circulation. 

Injuries of the Spleen.—An analytic study of 59 cases of 
splenic trauma was presented by Dr. J. P. do Amaral 
before the Medical School of the State of Bio de 
Janeiro. Splenic trauma was not rare in civil practice, 
where the most frequent causes were physical violence, 
falls, and road accidents. Cataclysmic hemorrhage was 
the most usual clinical manifestation. These lesions 
are characterized by a history of trauma, abdominal 
pain, guarding attitude, limitation of respiratory' ex¬ 
cursions, dulness in the flank, Kehr’s sign, peritonea 
reaction, discoloration of the skin, thirst, perspiration, 
rapid pulse, and arterial hypotension. The author be¬ 
lieves that severe anemia and shock are not contra- 
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indications to operation and that operation should not 
be delayed when they are present On the contrary, 
they demand prompt action, both to remove the spleen 
and to relieve tire shock. The case fatality rate in tire 
author’s series was 17.4%. 

CANADA 

Corporations in the Practice of Medicine.—For various 
reasons, including the wish to secure perpetuity, 
groups of physicians have in various places incor¬ 
porated themselves as clinics. A case tried before the 
Supreme Court of Ontario concerned a clinic whose 
purpose was stated to be the provision of facilities for 
physicians to practice medicine and surgery. Services 
supplied included such things as physiotherapy, lab¬ 
oratory and x-ray diagnostic procedures, and other 
adjuncts to diagnosis and treatment. The plaintiff was 
the clinic and the defendant was a surgeon who came 
into the service of the clinic, practiced there for two 
years, and then left to practice independently in the 
same city. In his original agreement with the clinic, 
there was a clause forbidding him to carry on the 
business of physician and surgeon within 20 miles of 
the clinic site. Suit was brought against him to enforce 
this restriction. Of the defenses raised on behalf of 
the defendant, the judge found it necessary to deal 
with only two: that the covenant was in restraint of 
trade and illegal and that the plaintiff company was 
unlawfully practicing medicine contrary to the med¬ 
ical act. The judge found for the defendant He 
pointed out certain anomalies in the original contract: 
Although the clinic was stated to be for the purpose 
of supplying certain facilities to physicians, there was 
actually a master and servant relationship in that all 
fees earned were turned over to the clinic and a fixed 
salary given back to the physicians, while conditions 
of their practice (hours of duty, etc.) were regulated. 

The judge concluded that the plaintiff’s business 
was to supply office space and equipment, and the de¬ 
fendant’s business was to practice medicine and sur¬ 
gery. Since a covenantee was not entitled to restrain a 
covenantor carrying on business other than that which 
the covenantee carries on, it did not appear that the 
restriction imposed was legally justifiable. The judge 
then considered the problem from another aspect. He 
stated that all the evidence he had heard led him to 
think that the plaintiff was in point of fact actually 
practicing medicine. This he held to be opposed to 
the purpose and policy of tire medical act. The judge 
made some unfavorable remarks on the tendency for 
the practice of medicine by corporations. He said that 
the shareholders of the company are in the final 
analysis the controllers of it; although in the first in¬ 
stance the shareholders in a clinic may be all phy¬ 
sicians, in the normal course of events lay persons may 
become shareholders and they are not imbued with 
the ideals of the medical profession in rendering serv¬ 
ice to the sick and injured first. They may be interested 
solely in profits and can make this interest felt and 
effective in the operation of the company. The judge 
said that, “Where an unqualified person or entity, 
whose motives are solely with that of gain, becomes a 


party to the relationship between doctor and patient 
as master of the doctor, and whether openly or by 
stealth, die welfare of the patient is subject to a com¬ 
peting interest which is not necessarily consistent with 
it and may be opposed to it,” it is unlawful medical 
practice contrary to the medical act. This decision may 
be appealed. 

Columbus Plan in Hospitals.—Three medical practi¬ 
tioners in London, Ontario, brought suit in the Su¬ 
preme Court of Ontario against the Board of Trustees 
of the Victoria Hospital and the remainder of the 
medical staff, seeking to show that the bylaws of the 
medical staff, in particular as they referred to the 
Columbus Plan, were of no force. Points objected to 
were the prohibition by the hospital of any form of 
fee-splitting and the provision that the account books 
of any staff member should be open for inspection at 
any time to an auditor appointed by the board of 
trustees. It is not suggested that the physicians who 
brought suit were motivated by anything else than a 
feeling that the hospital had no authority to examine 
their books. The judge dealt with the powers of a 
hospital to regulate the practice of the medical staff 
by bylaws and other regulations and upheld the insti¬ 
tution’s right to do so. He pointed out that there was 
an additional complication in that the hospital in 
question was a training hospital for medical students 
and its approval by the Royal College of Physicians 
and Surgeons of Canada would have been withheld 
if it had approved the practice of fee-splitting. The 
judge was satisfied that the Columbus Plan bylaw is 
valid and binding on the members of the medical staff 
of Victoria Hospital. He pointed out that the medical 
practitioner, like the lawyer, is bound to see to it that 
in no circumstances is his professional duty in conflict 
with his personal interests. He said: “When a patient 
consults his physician, he is entitled in equity to as¬ 
sume that this adviser has no pecuniary interest in the 
surgical operation he advises, or in the choice of the 
surgeon, or in the amount of the proposed surgeon’s 
fees. If the medical adviser has a pecuniary interest— 
and a fee-splitting arrangement is such an interest—he 
must disclose it or fail in the discharge of his duty to 
his patient, and by failing in that way, he acts illegally 
in my opinion. His conduct does not amount to a crime 
under the provisions of the Criminal Code of Canada, 
it is true, but it is illegal none the less.” 

Laryngotraeheobronehitis.—It is the impression at the 
Hospital for Sick Children, Toronto, that the inci¬ 
dence of acute laryngotraeheobronehitis in children 
is increasing (Canad. M. A. J. 75:638,1956). Although 
recent advances in treatment, particularly the use 
of antibiotics and cool moist air, have improved 
the outlook in this disease, causative factors are 
not yet clear. A careful study of 70 patients was made. 
The patients selected had either a severe attack 
and required a tracheotomy to relieve respiratory ob¬ 
struction or a moderately severe attack in which 
tracheotomy was considered but proved ultimately 
unnecessary. Bacteriological studies were made on 
nasopharyngeal secretions, bronehoscopic suction ma- 
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terial, and blood. Nasopharyngeal and bronchoscopic 
suction material was cultured for 18 hours in Levin- 
thal broth and serum broth, subcultured onto blood 
agar, and examined. A special medium was used for 
blood culture, including brain-heart infusion broth. 
Virus studies were made, including culture in asso¬ 
ciation with human embryo lung fibroblasts and 
monkey-kidney cells. Micrococcus pyogenes was the 
most common pathogen isolated from the naso¬ 
pharynx and bronchial secretions. Diplococcus pneu¬ 
moniae was the next most common. The incidence of 
finding of pathogens in bronchoscopic suction ma¬ 
terial was higher in the less severe cases. In virus 
studies, two agents were successfully propagated in 
monkey-kidney cells and three other agents caused a 
similar type of destruction of the cells. More recently, 
cytopathogenic agents have been isolated from 10 of 
15 patients at this hospital, by the use of HeLa and 
human amnionic cells. It would seem that viruses may 
be isolated from the tracheal secretions in these cases 
and that there is no constant pattern of organisms in 
this condition. 

Home-Care Program for Respirator Patients.—Des- 
marais and co-workers ( Canad. M. A. ]. 75:654, 1956) 
state that an increasing number of patients now re¬ 
quire permanent respirator care. As a result of polio¬ 
myelitis epidemics in 1952 and 1953, a total of 228 
patients required respirator care in the Winnipeg 
Municipal Hospital. Of these, 44 are long-term respi¬ 
rator patients, and many others have achieved only a 
tenuous freedom from their respirators and are po¬ 
tential candidates for the apparatus if they develop 
upper respiratory tract infections. A number of these 
patients have been discharged or are being discharged 
to their homes with some form of respirator. Before a 
patient can be considered for discharge, he should be 
able to survive outside of his respirator for at least 
several hours a day. Another factor in the choice is the 
time required to transport the patient back to the 
respirator center in an emergency. Complications such 
as renal calculi, frozen chest, and secondary polycy¬ 
themia must be looked for and treated before dis¬ 
charge. Close liaison between the respirator center 
and the family physician is essential. After the pa¬ 
tient’s discharge, the success of the experiment must 
be judged by critical review over several months, car¬ 
ried out by regular home visits by a social worker or 
public health nurse and also by periodic medical re¬ 
view. Physical facilities in the home must be suitable 
for the equipment. Outlying districts should have a 
portable type of respirator operated with batteries and 
a tank respirator available. In Manitoba the province 
retains ownership of equipment that is on loan to the 
patient and can be called in for servicing. 

The whole program is directed by conferences of a 
home-care committee in which not only government 
but voluntary agencies are represented. Patients are 
usually proposed by the hospital physician. A pre¬ 
liminary report on medical and social aspects of the 
case is submitted, and the various requirements before 
discharge are listed. Necessary arrangements, such as 


alterations of the home, electrical survey, purchase of 
equipment, and provision of an attendant, are all 
made before discharge. A final discharge conference 
is held with the patient, the relatives, die attendant, 
die family physician, and other interested persons. 
With an adequate follow-up service, die risks in¬ 
volved in a home-care program are more than com¬ 
pensated for by the benefits to the patients. 


FRANCE 

Cutaneous Lesions in Leukemia.—R. Degos and co¬ 
workers (Presse med. 64:1835, 1956) state that cu¬ 
taneous lesions in leukemia are more frequent than 
appears from statistics, because they are chiefly ob¬ 
served by dermatologists. Most of these lesions, how¬ 
ever, are suggestive of a diagnosis of hematoderma, 
such as erythroderma, infiltrations, and tumors, but 
some are more common, such as pruritus, eruptive 
erythemas, papules, and vesicles. The dermatological 
aspect is not always consistent with the histological 
aspect. The infiltrated and tumorous lesions, as well - 
as most of the erythrodermal forms, correspond to ,1 
leukemic infiltrate in the derma, but the other cuta¬ 
neous manifestations may show no specific structure. 
On the other hand, such apparently trivial changes 
may be present in lesions that prove histologically to 
be leukemic. A comparison of cells from histological 
sections with cells from hemograms, myelograms, and 
adenograms does not afford conclusive information. 
More precision is given by skin biopsies, but it is 
difficult to differentiate a proliferation of malignant 
cells from a simple inflammatory reaction. An associa¬ 
tion of obviously malignant cells with histiomonocytes 
may be observed in the skin, blood, lymph nodes, or 
bone marrow. A concurrent malignant proliferation of 
two types of cells is hard to identify. Thus it is im¬ 
possible to ascribe a proper dermatological aspect to 
a certain type of leukemia. No accurate classification 
can be established. One can only say that certain 
cutaneous forms are more frequently encountered in 
the course of acute lymphocytic or monocytic leukemia. 

Peptic Ulcer.—Dubarry and Pisot (Presse med. 64: 
1857, 1956) report that, whereas it has been generally 
admittecl that peptic idcer may be a hereditary disease 
in some patients, they have statistical proof that this 
condition is always hereditary. It shows recessive char¬ 
acteristics and it involves two pairs of genes, of which 
one is connected to the sex chromosome. This explains 
the 4:1 predominance in men. The disease becomes 
manifest when the hereditary factors are reinforced 
by environmental factors. 

A. Guichard and co-workers (Presse med. 64:1618, 
1956) state that in 12% of their patients with peptic 
ulcers there was an accompanying hypoglycemia (para- 
ulcerous hypoglycemia), the symptoms of which are 
similar to those of the hypoglycemia following gas¬ 
trectomy (postulcerous hypoglycemia). The authors 
show that an autonomous hypoglycemia may precede 
by many years the occurrence of a gastric ulcer (p re ' 
ulcerous hypoglycemia). Hypoglycemia, as observed 
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more or less tardily after gastrectomy, might be but 
a previous para-ulcerous manifestation that is detected 
at the time of gastric resection. To this “postgastrec¬ 
tomy revealed pathology” may also belong the tuber¬ 
culosis of persons who have undergone gastrectomy 
and certain rare cases of so-called vascular ulcer of 
the stomach (ulcerigenous gastric angiosclerosis). Six 
such cases are reported by the authors, who point out 
that the real nature of such ulcers is only revealed 
after gastric resection on the occasion of throm¬ 
boses or unexplained visceral vascular complications, 
such as certain postgastrectomy carcinomatoses. 

Ulcerous hypoglycemia is related to endocrine vagot¬ 
omy with hyperinsulinism or dysinsulinism. As in the 
case of polycythemia and vagotonic ulcer, the hypo¬ 
glycemic ulcer indicates an ulcer-producing gastritis, 
which suggests that Cruveilhier’s ulcer should be con¬ 
sidered as due to endocrine hyperfunction or adapta¬ 
tion. Gastrectomy acts by removing the ulcer and the 
hyperacidity and by reducing the area of the stomach, 
which is a condition of ulcer-producing hyperfunction. 
Hypoglycemia constitutes, therefore, the chief predis¬ 
posing factor of die ulcer-producing gastric autophagia, 
accounting for the mutual relationship of the hypo¬ 
glycemia of starvation, prisoners’ ulcers, hunger dis¬ 
ease, and gastric autodigestion due to relative en¬ 
dogenous inanition. Finally, hypoglycemic ulcer might 
be a segmental, metameric, regional disease of the 
stomach, pancreas, and vagoinsular complex. Being 
more than a peculiar clinical form of Cruveilhier’s dis¬ 
ease, gastroduodenal hypoglycemic ulcer represents a 
pathogenic figure of an affection the concept of which 
might be extended to all gastroduodenal ulcers. 

Inhibition of Hypersecretion of Corticosteroids.—L. de 
Gennes and co-workers (Presse mid. 64:1855, 1956) 
report a case of metabolic hypercorticalism due to a 
nontumorous adrenal hyperplasia (Cushing’s syn¬ 
drome). Inhibition of the hypersecretion of corticoste¬ 
roids with 2 to 6 mg. of 9-a-fluoro-A r dehydrocortisoI 
was tried. It was highly successful from die biological 
point of view. On die sixdi day the hydrocortisone ex¬ 
cretion changed from 15.1 to 1.6 mg. per day and the 
17-ketosteroid excretion from 18.9 to 4.3 mg. On the 
third day after the discontinuance of the drug the ste¬ 
roid excretion returned to its previous level. For the 
first time a new compound, 9-a-fluoro-A r dehydrocor- 
tisol, with an anti-inflammatory activity at least 50 
times as high as that of cortisone, in relatively low and 
harmless doses, has afforded an immediate and mark¬ 
edly inhibiting action on the corticoids. This com¬ 
pound makes it possible to tell whether hypercortical¬ 
ism is of tumorous or nontumorous origin. In large 
doses it may be therapeutically more effective than any 
synthede corticoid. 

Clilorpromazine for Pulmonary Edema.—R. Lacassie 
(Presse mid. 64:1837, 1956) says that chlorpromazine 
should be considered a major remedy for acute pul¬ 
monary edema with arterial hypertension. It is effica¬ 
cious in the recurrent forms of the disease when mor¬ 
phine and venipuncture can no longer be used. In 


such forms its curative value is much higher than that 
of morphine and venipuncture. In contrast to these 
measures, chlorpromazine seems to prevent relapse 
and is the remedy of choice when relapse occurs. It 
should not be given by perfusion but should be given 
intravenously in 10% solution under controlled pres¬ 
sure. When given intramuscularly chlorpromazine pre¬ 
vents pulmonary edema in patients with cardiac and 
respiratory disorders as effectively as do ouabaine and 
the mercurial diuretics. 

Sciatica.—Sicard and Leca (Presse mid. 64:1635,1956) 
analyzed a series of over 1,000 operations for sciatica 
and concluded that in operations for sciatica one must 
be able to adapt to each case a deliberate technique— 
occasionally a combination of various techniques. Re¬ 
moval of a discal protrusion, when thoroughly effected, 
affords the best result. Rhizotomy is beneficial when 
clearly indicated, but it must be performed with great 
skill. Complementary grafting is often unsuccessful 
and rarely indicated, but it is likely that without such 
grafting intense pains will persist. It is difficult to com¬ 
pare the results of medical treatment with those of 
surgical treatment, because physicians and surgeons 
do not see the same patients. The two methods are not 
in opposition but may complement each other. Surg¬ 
ery lias a definite place in the treatment of sciatica. 

Hemagglutination of “Tanned” Erythrocytes.—Hoenig 
and Hoenigova (Presse mid. 64:1639, 1956) state that 
they have used Boyden’s method for demonstrating the 
presence of specific protein antibodies in certain dis¬ 
eases. The method is based on the fact that, on erythro¬ 
cytes altered by means of a weak solution of tannic 
acid, an antigen that has been prepared with platelets, 
liver, or kidney material is fixed. As a result, there is 
agglutination of the red blood cells in the presence of 
specific antibodies existing in the serum of patients 
affected with thrombocytopenic purpura and diseases 
of the liver or kidneys. The authors conclude that in 
the serum of patients suffering from these diseases 
there is a labile factor causing agglutination of the 
tanned erythrocytes. Traces of this factor are present in 
normal serums. It persists for a long time in the serum 
of the patients in the course of the disease. It is con¬ 
tained in the globulin fraction and is different from the 
complement and labile factors causing coagulation. It 
depends on quantitative modifications in the protein 
spectrum. 

Herpes Zoster.—P. Detrie (Presse mid. 64:1621, 1956) 
states that in certain patients with herpes zoster before 
the eruption has broken out a surgical condition may 
be suspected. Useless operations may result from such 
misleading syndromes. The confusion is the result of 
the fact that the interval between the occurrence of 
the painful phenomena and the eruption may be sev¬ 
eral days or even weeks and that there are attributing 
visceral manifestations to a sympathetic localization. 
The author reports two illustrative cases: one patient 
with cholecystitis followed by a typical intercostal 
herpes zoster, the eruption breaking out four days after 
operation; the other patient with intestinal obstruction 
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accompanied by an intercostoabdominal eruption of 
herpes zoster. The visceral manifestations of this dis¬ 
ease should be better known. Beside the pseudovesicu- 
lar and pseudo-occlusive forms here described, there 
are appendicular, diarrheal, and renal forms. The last- 
mentioned simulates renal colic. Pathogenically the vis¬ 
ceral exacerbations of herpes zoster seem to be due to a 
sympathetic involvement coexistent with the radicu¬ 
litis. This consideration should lead to treatment with 
procaine infiltration into the sympathetic ganglional 
chain. 

Streptococcic Endocarditis.—R. Martin and co-workers 
(Presse med. 64:1655, 1956) say that penicillin V given 
by mouth in dosages of 12 million units per day in¬ 
sures a serum concentration as effective against Strep¬ 
tococcus as is penicillin G. Penicillin V or a penicillin- 
streptomycin combination is therefore recommended in 
treating serious infections of streptococcic origin, par¬ 
ticularly endocarditis. The authors also advocate, as a 
safeguard against embolic accidents, the concurrent 
use of anticoagulants in the treatment of endocarditis. 


INDIA 

Tuberculous Gastrojejunal Ulcer.—Bhat and Abraham 
reported two cases of tuberculous gastrojejunal ulcer 
in the Indian Journal of Surgery (18:5 [Oct.] 1956). 
They were not able to find in the literature a proved 
case of this disease. Both of their patients complained 
of a recurrence of gastrointestinal symptoms following 
a previous gastrojejunostomy for peptic ulcer. A bar¬ 
ium meal revealed in both the presence of anastomotic 
ulcer. At operation a wide gastrectomy, including the 
original anastomosis, was performed. Microscopic ex¬ 
amination showed the presence of tubercle bacilli in 
the giant cells in both specimens. Except for evidence 
of healed tuberculous lesions in the chest, no evidence 
of tuberculosis was present in the other parts of the 
body. Since the symptoms of tuberculous ulcers of 
the stomach and duodenum are similar to those of the 
more common peptic ulcers, the tuberculous nature of 
the lesion must be suspected at least before perform¬ 
ing any operation in patients who have peptic ulcers 
and tuberculosis elsewhere in the body. The possibility 
of recurrence of the ulcer due to tuberculosis in the 
anastomotic region in all gastric operations on patients 
who have active pulmonary tuberculosis should also 
be borne in mind. 

Yeast Feeding Trial.—S. B. Lai (J. Indian M. A, 27:10 
[Nov. 16] 1956) states that repeated surveys on diets 
of persons and communities showed that the average 
daily intake of protein per person per day in India is 
only about 60 gm., of which animal proteins contribute 
only from 1 to 22% of the total intake. The nutritional 
advisory committee of Indian Council of Medical Re¬ 
search has reported a high incidence of protein mal¬ 
nutrition. Yeast is a rich source of protein, with liigh 
biological value. It also contains vitamins of the B 
complex. The author investigated the palatability and 
acceptability of yeast as a dietary supplement. A 
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group of 50 families in a village was selected for the 
feeding trial; the other families of the village served 
as controls. All these persons, before starting the trial 
were examined clinically for nutritional defects. Their 
height in inches and weight in pounds were also re¬ 
corded. Similar measurements were taken at the close 
of the trial. The duration of the trial was 120 days. 
The maximum daily quantity of yeast that could be 
tolerated by an adult was 7 gm. and by a child 3.5 
gm. With the existing diet, a supplement of the yeast 
powder could produce, in 120 days, some improve¬ 
ments in those in the experimental group over those in 
the control group, but the most significant increase in 
both height and weight occurred in the children. It 
must, however, be stated that the experimental group 
of children was nutritionally better off than their 
counterparts in the control group at the start of the 
test period. 


Fellowships for Indian Professors.—Five special fellow¬ 
ships have been awarded to Indian professors by the 
World Health Organization for the study of preventive 
and social medicine at the Harvard School of Public 
Health. These fellowships form part of the government- 
WHO medical education program, in which tire teach¬ 
ing of preventive and social medicine in undergraduate 
courses is to be upgraded. The awards were given on 
the basis of recommendations made by the govern¬ 
ment. After their training abroad, the selected fellows 
are expected to return to their own or other colleges 
as heads of the departments of preventive and social 
medicine. 


Medical Progress.—The results of a survey initiated 
more than 30 years ago on the use of medicinal plants 
in India have been published by the Council of Scien¬ 
tific and Industrial Research. Entitled “Glossary of 
Indian Medical Plants,” the publication describes 
more than 3,000 plants. The survey was conducted 
under the guidance of Col. R. N. Chopra, director of 
the Drug Research Laboratory'. The government has 
approved the establishment of a medical college in 
Pondicherry by upgrading the present medical school 
to a full-fledged medical college. The new college "’in 
be bilingual, with both French and English used. 


Treatment of Herpes Zoster.—J. R. Srivastava gave 
vitamin Bi 2 to 10 patients with herpes zoster (/. Indian 
M. A. 27:10, 1956). There was marked relief hom 
pain, rapid disappearance of vesicles and crusts, and 
no postherpetic pain. The results on the whole were 
excellent. 

Angina Pectoris.—R. J. Vakil ( Indian Practitioner 9:11 
[Nov.] 1956) recommends a combination of drugs for 
patients with angina pectoris, acute coronary insuffi¬ 
ciency, and post-thrombotic angina. The main object 
of combined therapy is to attain the maximum benefit 
with the minimum of pain or inconvenience to the 
patient by exploiting the synergistic properties of di - 
ferent remedial agents and by using smaller but ther¬ 
apeutically effective doses of the various agents, thus 
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minimizing or obviating toxic or unpleasant side- 
effects. The author gave one or two capsules two to 
four times a clay. Each capsule contained 10 mg. of 
khellin, 5 mg. of pentaerythrityl tetranitrate (or 10 mg. 
of mannitol hexanitrate), 100 mg. of theophylline 
cholinate (or aminophylline), 100 mg. of dioxvline 
phosphate, 150 mg. of 1-nicotinylamino-l, 2-diphenyle- 
thane (lyspamine), 125 mg. of Rauwolfia (or 2 mg. of 
the alseroxylon fraction or 0.1 mg. of reserpine), and 
50 mg. of extract of nardostachys jatamansi. One or 
more of the following drugs have been advantageously 
incorporated in the formula for special indications in 
suitable cases: 100 mg. of quinidine sulfate, 15 mg. of 
mephobarbital, 150 mg. of mephenesin, and 10 mg. of 
chlorpromazine. 

Pregnancy Tests.—Wahi and Navani (Journal of Ob¬ 
stetrics and Gynaecology of India, Sept., 1956) recom¬ 
mend the Aschheim-Zondek test as the most reliable 
single test for pregnancy because it is sensitive to even 
low levels of chorionic gonadotropins and gave no false 
results in their series. Tests introduced by Galli Mainini 
.. with use of male frogs and male toads proved equally 
reliable and have the advantages over the Aschheim- 
Zondek test that these animals are cheaper than mice, 
they can be used more than once, and the response is 
given within a few hours of injection. The slightly 
lower percentage of accuracy of these tests is a minor 
handicap, since in doubtful cases the test can be re¬ 
peated in mice. The chemical test of Richardson is 
recommended as a routine screening test for use by 
outpatient departments, as it is easy to conduct and 
requires only a few inexpensive chemicals. A positive 
result is conclusive, but, if the result is negative in a 
patient in whom clinical evidence suggests preg¬ 
nancy, a biological test should be performed. The 
cervical mucus smear test appears to be reliable, but 
it requires further trial before it can be accepted as 
an effective investigative procedure. 

Viral Hepatitis.—K. N. Gour (Indian Practitioner, Sept., 
1956) reports on a series of 24 patients with viral 
hepatitis; 13 were given tetracycline. The patients’ 
temperatures came down to normal rapidly and their 
appetites improved. The icteric index fell rapidly, 
and except in one patient it did not rise again. The 
duration of the illness was reduced. Patients treated 
with tetracycline recovered in two or three weeks; in 
those treated with lipotropic factors recovery took 
three to five weeks. In practically all patients there 
was an increase in icteric index and symptoms a few 
days after the treatment was started. In five untreated 
(control) patients recovery took three or four weeks 
and exacerbations were frequent. Methionine is of 
little value in the treatment of this disease. Corticotro¬ 
pin was found to be of no value. Tetracycline was more 
effective in the stage of viremia and before hepatic 
damage had occurred. It may have antiviral properties 
or it may benefit the patient by acting on the super¬ 
imposed bacterial infection in the upper gastro¬ 
intestinal tract. It seems to be more effective than 
sulfonamides or penicillin. 


Prednisolone in Dermatology.—S. C. Desai (Indian 
Journal of Dermatology and Venereology, July-Sept, 
1956) stated that prednisolone was found to be effec¬ 
tive as an anti-inflammatory agent in most patients 
with moderately severe eczema. Initial doses of 15 to 
20 mg. per day were used, with a maintenance dose of 
5 to 10 mg, per day. The drug was inadequate in con¬ 
trolling severe pemphigus vulgaris, dermatomyositis, 
and erythrodermic generalized psoriasis in doses of 30 
to 60 mg. per day. In a larger dosage it might have been 
effective. The maximum total dose used was 2.86 grn. 
in a patient with atopic dermatitis. The drug was given 
to this patient over a period of eight months without 
any side-effects. It was found that 1 mg. of prednisolone 
is equivalent to 5 mg. of cortisone. The side-reactions 
noted were edema in one patient; severe fulminating 
infections ending in death in two; mild psychic excite¬ 
ment, loss of sleep, and weakness in two; and severe 
epigastric distress with tympanitis in one. Five pa¬ 
tients showed increase in weight. Attention was drawn 
to the possibility of severe infections developing in 
patients on prolonged steroid therapy, particularly in 
those with atopic disease. If infection occurs, die 
author recommends prompt additional administration 
of corticotropin in doses of 15 to 20 mg. per day to 
bring about adequate adrenocortical hyperplasia so 
that the additional stress is properly counteracted. 
The dose of prednisolone or cortisone may have to be 
fortified, depending on the severity of the infection. 
Selective antibiotic therapy should be instituted and 
the patient put to bed even for a minor rise in temper¬ 
ature. For patients in severely toxic condition, it may 
also be necessary to increase the usual doses of steroids 
3 to 10 times. 

Chloroquine for Malaria.—A. P. Ray and co-workers 
(J. Indian M. A. 27:9, 1956) treated 74 patients with 
malaria with a single dose of chloroquine phosphate. 
They gave 0.45 gm. to each of 49 patients with vivax 
malaria and 7 patients with falciparum malaria and 
0.6 gm. to each of 18 patients with falciparum malaria. 
Relief of clinical symptoms in vivax malaria was at¬ 
tained in 98% of the patients within 48 hours and in 
100% within 72 hours. Asexual parasite clearance was 
recorded in all cases within 48 hours. The therapeutic 
response to 0.45 gm. of chloroquine in patients with 
falciparum malaria was slower than that with 0.6 gm., 
as relief of symptoms within 48 hours was observed in 
only 57% under the former and 100% under the latter 
regimen. In the same period, asexual parasite clear¬ 
ance was observed in 71 and 88.8% of these patients 
respectively. 

Treatment of Uremia in Cholera by Gastric Lavage.— 
S. C. Lahiri and co-workers (/. Indian M. A. 27:10 
[Nov. 16] 1956) studied the nitrogen excretion in die 
stomach of average Indian subjects under various 
conditions and the possible application of their obser¬ 
vations in the treatment of uremia, especially in 
cholera. The stomach has an excretory function, as 
nitrogen is excreted in measurable quantities in the 
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gastric secretion. The persons investigated included 
healthy adults as well as patients suffering from severe 
symptomatic anemia, gastric disorders, and uremia. 
The excretion occurred in both the healthy and the 
diseased. Those with gastrointestinal disorders ex¬ 
creted more nitrogen than did those with normal 
stomachs. Those with achlorhydria showed the highest 
figures. Gastric lavage with hypertonic solutions in¬ 
creased tlie gastric excretion of nitrogen. Eleven per¬ 
sons developing uremia after cholera were treated by 
gastric lavage with a 10% solution of cane sugar in ad¬ 
dition to symptomatic supportive treatment. Of'these, 
nine were cured and two died. Gastric lavage failed 
to benefit two patients with malignant hypertension. 

Cynomolgi Malaria.—Jaswant Singh and co-workers 
(Indian Journal of Malariologtj, June, 1956) studied 
tiie comparative efficacy of sulfadiazine, sulfonamide- 
substituted dihydrotriazine (supazine), and the active 
dihydrotriazine metabolite of proguanil in 65 healthy 
rhesus monkeys in which malaria was induced with 
Plasmodium cynomolgi. The dose of inoculum was 
standardized at 5 million parasitized erythrocytes per 
kilogram of body weight. This was injected intra¬ 
venously. Daily parasite counts were recorded in terms 
of 10,000 erythrocytes. Up to the cessation of treatment, 
blood smears were obtained twice a day; subsequently 
they were obtained only once. The minimal effective 
doses of the three drugs were determined as 0.15, 20, 
and 6 mg. per kilogram of body weight respectively. 
Sulfadiazine was found to be 133 times more effective 
than supazine and 40 times more effective than 
proguanil metabolite. 

Toxoplasmosis.—Rawal and Jhala ( Journal of Obstet¬ 
rics and Gynaecology of India, Sept., 1956) state that 
Toxoplasma gondii may be responsible for spontaneous 
abortions and stillbirths. Isolation of Toxoplasma or¬ 
ganisms from aborted products of conception was at¬ 
tempted in 50 cases, with negative results. The 
toxoplasmin skin test, the Sabin-Feldman dye test, and 
the complement-fixation test were performed on 66 
pregnant women. Results were positive in only two 
cases. The toxoplasmin and dye tests were positive in 
four children until symptoms suggestive of toxoplas¬ 
mosis. The mothers of these children were also given 
the dye test. It was positive in two in a titer of 1:16. It 
was concluded that toxoplasmosis is not a common 
cause of repeated abortions in India. 

Body Temperature and Menstruation.—Parvathi and 
Reddy (Journal of the Indian Medical Association, Nov. 
1, 1956) recorded the basal body temperatures during 
the different phases of the menstrual cycle in 50 
healthy women between the ages of 17 and 25 years. 
They found that normal women have a biphasic tem¬ 
perature reaction during their menstrual cycles. This 
is characterized by a low plateau during the first half 
of die cycle and a higher one during the latter half. 
The rise in temperature occurs at about die time of 
ovuladon and is in most subjects about two weeks 
before the next expected period. The-temperature rise 
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indicates that ovulation has occurred within the past 
two days or will occur within the next two davs. The 
basal body temperature is a fairly accurate index of the 
time of ovulation in the menstrual cycle. This temper¬ 
ature cycle probably reflects some hormonal change 
and is different in different women. The basal body 
temperature, if recorded and interpreted suitably, in¬ 
dicates whether a woman ovulates or not, when she 
ovulates, and whether anything is wrong with the 
hormonal influences on the menstrual cycle. An an¬ 
alysis of this series showed that the duration of the 
estrogenic phase ranged from 10 to 18 days (average, 
14.8). The luteal phase varied from 11 to 18 days 
(average, 11.7). The drop in temperature occurred in 
most of the subjects on the 13th and 14th days. The 
drop in temperature was 0.4 to 0.8 F (average, 0.62F). 
The range of postovulatory rise in temperature was 
between 0.8 and 1.4 F (average 1.12 F). This thermal 
shift occupies an average span of 3.5 days. 

Kahn’s Universal Serologic Reaction.—Gupta and 
Gupta ( Journal of the Indian Medical Association, 
Nov. 1, 1956) studied the universal serologic reaction 
in 15 patients with syphilis, 106 with leprosy, 76 with 
eosinophilia, and 52 with visceral leishmaniasis, using 
as controls serums of 70 healthy persons whose Wassei- 
mann reactions and Meinicke tests were negative. The 
universal serologic reaction was carried out with use of 
Kahn’s antigen diluted with varying strengths of 
sodium chloride, and the patterns of flocculation were 
noted. The reaction may show distinctive patterns of 
flocculation in patients with well-established visceral 
leishmaniasis. The reaction may also be helpful in 
patients with eosinophilia and leprosy, in whom ser¬ 
ologic tests for syphilis are sometimes falsely positive. 

UNITED KINGDOM 

Special Report from The Journal’s Correspondenfs.- 
Early in 1956 the British Medical Association notified 
the Minister of Health that it proposed to submit a 
claim for increased remuneration for general practi¬ 
tioners and consultants working in the National Health 
Service. In the summer the Minister categorically re¬ 
jected the claim on the grounds that the time was 
inappropriate in view of the appeal from the Chan¬ 
cellor of the Exchequer for restraint in all claims for 
increased pay. This cavalier attitude was strongly re¬ 
sented by the association, and negotiations continued 
in an atmosphere of increasing tension. The latest 
development was a meeting between the Minister and 
the British Medical Association, which took place on 
Jan. 4. This time the Minister and his advisers seemed 
unable to see the light, and, at the end of what the 
British Medical Association described as a fruitless 
discussion, the Minister offered to meet the associa¬ 
tion’s representatives again after he had given further 
thought to the problem and discussed it anew with 
his colleagues. This offer was accepted, and it was 
agreed that another meeting should take place before 
the end of January. 
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To appreciate what lies behind this bare outline of 
what has developed into a major crisis, on the success¬ 
ful solution of which the whole future of the National 
Health Service depends, it is necessary to give a brief 
account of the method of remuneration of physicians 
in the National Health Service. During the negotia¬ 
tions preceding the introduction of the National Health 
Service, two committees were set up under the 
chairmanship of Sir Will Spens to advise on the 
remuneration of general practitioners and consultants, 
respectively, in the service. The rates of remuneration 
recommended in the reports of both these committees 
—referred to as the Spens reports—were in terms of 
the 1939 value of money, and in both reports it was 
made clear that adjustments would have to be made 
in direct regard not only to estimates of the change of 
value of money but also to the increases that have 
taken place, both in the medical and in other pro¬ 
fessions, since 1939. The committee on the remunera¬ 
tion of general practitioners also expressed the view 
that the prewar incomes were too low. 

On the publication of the Report of the Spens Com¬ 
mittee on the Remuneration of General Practitioner, 
in 1946, the permanent secretary of the Ministry of 
Health wrote to the British Medical Association, stat¬ 
ing that the Minister fully accepted the substance of 
the recommendations on the general scope and range 
of remuneration that general practitioners should en¬ 
joy in a public service. The report on the remuneration 
of consultants and specialists was not published until 
just before the introduction of the National Health 
Service in 1948, but the Minister of Health informed 
the House of Commons that the government accepted 
the recommendations in principle. It was largely on 
the strength of these two assurances that a reluctant 
profession finally agreed to accept service in the Na¬ 
tional Health Service. 

Disillusionment followed immediately when it was 
discovered that the betterment factor proposed by the 
Minister of Health—to bring remuneration into line 
with the recommendations of the Spens committee— 
was to be only 20%. This was firmly opposed by the 
profession, but it was not until 1952 that the govern¬ 
ment agreed to submit the matter to arbitration by 
Mr. Justice Danckwert, a High Court judge. Danck- 
wert recommended a betterment factor of 85% for 1948 
(as against the Minister's imposed 20%) and 100% for 
the year 1950-1951. This advice was accepted by both 
the Minister of Health and the profession, and remu¬ 
neration was adjusted accordingly. 

This is the rate of remuneration that is still in force, 
and it means, according to the Minister of Health, 
that the current average net income of a general prac¬ 
titioner is about $6,220 a year. It was in view of the 
rising cost of living that the British Medical Associa¬ 
tion last year submitted a claim for a further 24% in¬ 
crease. It was explained that this could in no way be 
looked on as a new claim. It was merely a request for 
a belated implementation of the contract entered into 
by the government with the profession in 1946 and 
1948 and confirmed by the Danckwert award of 
1952. What caused such consternation in the profes¬ 
sion was not so much the Minister’s rejection of the 


claim but rather his claim that there was no con¬ 
tractual obligation on the part of die government to 
increase remuneration in accordance with the recom¬ 
mendations of the Spens reports. 

Although the British Medical Association agreed to 
meet the Minister again at the end of January, at the 
same time die council of the association decided to 
bring into action the machinery of the British Medical 
Guild. The guild was established in 1949 to do those 
things that by its constitution the British Medical As¬ 
sociation is prohibited from doing. The latter cannot 
undertake what would be held to be trade union ac¬ 
tivities. The guild can. The trustees of the guild are 
almost identical with the members of die Council of 
the British Medical Association, and the area covered 
by a local committee of die guild corresponds with die 
area of a local division of the association. If the repre¬ 
sentative body of the British Medical Association de¬ 
cided to advise withdrawal from die National Health 
Service, it would be the guild that would organize and 
finance such action and compensate any member who 
suffered financial hardship as a consequence. In edi¬ 
torial comment on this action the British Medical 
Journal (Jan. 5, 1957, page 33) says: “It should be 
stressed that the activating of the Guild machinery is 
a precautionary measure—an obvious measure to neg¬ 
lect which would expose those responsible to justifi¬ 
able criticism. If the profession is forced by the Gov¬ 
ernment’s failure to honour its word to consider with- 
drawal from the National Health Service—eventually, 
as some have suggested—to work in a new and better 
service—then the mechanism must be geared for action 
and well lubricated.” 

What made die Minister’s treatment of the phy¬ 
sicians’ claim even more incomprehensible was that, 
while refusing to give diem anything, he approved a 
generous increase of payment to pharmacists. Not only 
are they to receive 3 cents extra on every prescription 
dispensed from January, 1956, but also they are to 
receive an additional 1.8 cents for every prescription 
dispensed during 1955. Apparently the country can 
afford to give increased remuneration to pharmacists, 
but not to physicians. 

Wliat makes the present crisis so serious is that it 
has developed into one of confidence in the National 
Health Service as a whole. Aldiough, by virtue of his 
categorical rejection of the physicians’ claim, the pres¬ 
ent Minister of Health must accept full responsibility 
for the present position, die friction aroused by his 
action merely served to bring to boiling point a sim¬ 
mering dissatisfaction that was manifest for some time 
throughout the profession. The National Health Serv¬ 
ice is becoming more and more dominated by lay ad¬ 
ministrators and politicians. If anything goes wrong, 
physicians are always held to blame. They are respon¬ 
sible for the rising cost of the service by virtue of 
their prescribing habits; diey are responsible for much 
increased sickness absence by virtue of dieir slack 
certification; and they are responsible for congestion 
in hospitals because diey send patients to hospital 
rather dian treat diem at home. Everywhere he turns, 
the physician finds frustration. When on top of this he 
finds what he considers his legitimate claim for in- 
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creased remuneration rejected, he feels that the time 
has come to seriously consider pulling out of the Na¬ 
tional Health Sendee altogether and either emigrate to 
one of the Dominions or set up in practice on his own. 

To give a fair picture, it must be admitted that a 
large proportion of the profession were doubtful about 
the wisdom of the British Medical Association sub¬ 
mitting a claim for increased remuneration. The Min¬ 
ister was well aware of this, and, if he had adopted a 
statesman-like policy, the present crisis might have 
been avoided. It is problematical whether the Spens 
reports can forever remain as the basis of remunera¬ 
tion for physicians. What the Minister could and 
should have done was to tell the British Medical As¬ 
sociation that he could not meet their claim at the 
moment but that he would like to meet with them to 
discuss some more satisfactory basis for remuneration, 
which would be agreeable to both government and 
physicians. Such a review must come on the initiative 
of the Ministry, and now is the time for it. Whether 
the Minister will yet see the fundamental mistake he 
has made and rectify it is problematical. What is 
equally problematical is whether the profession is now 
prepared to agree to such a conference until its claims 
have been met in full. 

There has been widespread comment in the national 
press, mostly in favor of the physician’s claim. The 
Times says that the government should discuss adjust¬ 
ments now and that it will be to blame if a dispute 
occurs that injures the public. The Economist goes to 
the root of the matter when it says that physicians 
“know only too well that the Government will always 
be firm with professional organizations as it will be 
weak with trade unions.” No trade union would have 
been treated like the physicians and teachers. The 
New Statesman and the Nation notes, “The pledge to 
honor the Spens formula was repeatedly given when 
the Health Service was launched. The least the Gov¬ 
ernment can do is to offer to re-negotiate it.” The 
British Medical Journal, commenting on the situation, 
observes that many young physicians are emigrating 
in order to work under more congenial political and 
economic conditions. 

Hospital Costs.—Detailed costing returns for the year 
ending March 31, 1956, covering 2,500 hospitals, have 
been published (National Health Service: Hospital 
Costing Returns for 1956, London, Her Majesty’s Sta¬ 
tionery Office, 1956). The average figure for the whole 
country for maintaining a patient in hospital for a week 
is almost $50, but the cost from hospital to hospital 
varies greatly, even in the case of hospitals of com¬ 
parable size and function. Thus, at King’s College Hos¬ 
pital, London, a teaching hospital, the weekly figure 
is $75, while that for St. Thomas Hospital, London, 
also a teaching hospital, is nearly $87. A breakdown 
of costs shows that St. Thomas spends more on such 
items as food, drugs, dressings, wages, and salaries. 
The increased cost at St. Thomas may be due to a 
larger outpatient department. It had 134,385 more out¬ 
patient visits than King’s College Hospital in 1955- 
1956. In calculating, expenditure, it is reckoned that 


five outpatient visits equal one inpatient day. This 
assumption may be inaccurate. From April i, 1957 
hospital costs will be undertaken by departments and 
units, and the Ministry of Health hopes that better 
comparisons can then be made between hospitals. 

Shortage of Bodies for Dissection.—Her Majesty’s In¬ 
spector of Anatomy, who regulates the supply of bodies 
for dissection, states that, while the needs for bodies 
for dissection are being met, the supply is uneven. 
Scotland in particular is very short of bodies. The anat¬ 
omy departments of Cambridge, Liverpool, New¬ 
castle, Edinburgh, Glasgow, and Aberdeen do not 
receive enough bodies to meet the needs of medical 
students. Most other schools are well supplied. London 
University, with a minimum requirement of 448 bodies 
based on a two-year period, received 474. The provin¬ 
cial schools and Wales, which need 514 bodies over 
two years, received 621 last year. Although some re¬ 
ceived more than the necessary requirement, others 
were short. The Scottish schools needed 262 but ob¬ 
tained only 190. With the exception of London Uni¬ 
versity, which showed an increase during the last 10 
years (from 215 to 244), the supply of bodies in Wales 
and Scotland fell below the average for the last 10 
years. In Scotland, the 10-year average was 116; last 
year only 93 bodies were obtained. Only 8.4% were 
bequeathed in wills to Scottish schools. The figure for 
London University was 52%. To remedy the shortage, 
physicians are being asked to bequeath their bodies at 
death to medical schools for dissection. 

Radioactive Cobalt Teletherapy Unit.—A radioactive 
cobalt (Co 00 ) teletherapy unit, the first full-sized unit 
to be made in Great Britain, was opened at the London 
Clinic in December. The unit is housed in an under¬ 
ground fort protected by 2 ft. of concrete. The Co f ’ 
is protected by a spherical 2 -ton head, pivoted in a 
fork so that it can be rotated by a motor in any direc¬ 
tion. The shielding of the unit is constructed to pro¬ 
tect against 2,000 curies, and there are safety' devices 
to prevent exposure of patient and personnel to ex¬ 
cessive radiation. Another device shielding the Co 
comes into operation in an emergency or power break¬ 
down. The gamma radiation from the cobalt is ap¬ 
proximately equal to that of a roentgen-ray beam 
produced at 3 million volts. It is hoped that megavolt¬ 
age machines such as this will revolutionize the treat¬ 
ment of cancer in Great Britain. As the maximum dose 
is received not on the skin surface but just below it, 
painful and destructive skin lesions associated with 
deep roentgen therapy will be avoided. The higher 
penetrating power of the radiations and their more 
uniform absorption by all tissues enables a therapeutic 
dose to be given with much less total radiation and 
with fewer side-effects to the patient. 

Britain’s Health in 1955.—Sir John Charles, the chief 
medical officer of the Ministry of Health, has issued his 
report for 1955 (Report of the Ministry of Health for 
the Year Ended December 31, 1955, part 2, Her Ma¬ 
jesty’s Stationery Office). The general death' rate has 
shown little change since the beginning of the last war. 
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The expectation of life at birth remained the same as 
in the previous year—68 years for boys and 73 for girls. 
Infant mortality has been virtually eliminated as one of 
the causes of diminished expectation of life. For those 
aged 65 the expectation of life is 12 years for men and 
15 for women, or only a year or so more than 50 years 
ago. While many more persons are living to an older 
age, the psalmists’ three score years and ten still rough¬ 
ly represents the average span of life. Although man)' 
diseases are being suppressed, if not conquered, cancer 
continues to take its toll of human life. In urban areas 
the incidence of lung cancer continues to rise. Sir John 
refers to the role of tobacco smoking and atmospheric 
pollution and in his report suggests that smoking 
should be prohibited in places of public entertainment 
and in public vehicles. Man appears to be increasing!)' 
surrounding himself with an unnatural chemical en¬ 
vironment whose carcinogenic potentialities are being 
studied. To what extent human cancer is caused by en¬ 
vironmental carcinogens is not known, but, as more 
and more of the chemical substances that man inhales, 
absorbs, or ingests are being proved carcinogenic to 
animals, it seems reasonable to infer that certain can¬ 
cers of the human body may be initiated or promoted 
by such substances. 

Among the neurotropic infections, nonparalytic 
poliomyelitis was again prevalent in 1955. Though it 
was impossible to identify the virus from which pa¬ 
tients with signs of nonparalytic poliomyelitis were suf¬ 
fering, it was almost certain that it was not the com¬ 
mon poliomyelitis virus. There were outbreaks of 
aseptic meningitis for which no cause could be found. 
Reference is made to the outbreak of encephalomyelitis 
at the Royal Free Hospital, London, which affected 
292 persons, including 149 nurses and 27 physicians. 
In spite of extensive laboratory and epidemiologic in¬ 
vestigations, no cause for the outbreak was discovered. 
A South African physician who studied some of these 
patients said that a similar epidemic occurred in 
Addington Hospital near Durban. The growing num¬ 
ber of immunizing agents may eventually prove an em¬ 
barrassment. As many must be given by injection dur¬ 
ing a short period in infancy, the limit of the patience 
of some parents is being reached. They question 
whether they are all really necessary. Although com¬ 
bined agents have been produced, there are still tech¬ 
nical difficulties attached to giving several prophylactic 
substances in a single injection without diminishing 
their immunizing power. A better solution would be to 
develop prophylactics that can be given by mouth or 
to protect infants by immunizing the rest of the family. 

For the second successive year not a single case of 
smallpox was reported, but the number of children 
who are vaccinated shortly after birth is disappointing¬ 
ly small. Over 36.4% of infants were vaccinated in 
1955. Both the incidence and mortality of whooping 
cough showed a marked fall. There were 79,133 cases 
(105,712 in 1954) and 88 deaths (139 in 1954), most of 
which were in children under a year old. A quarter of 
the deaths were in children under 3 months. On 
the other hand the number of cases of measles 
(693,803) was greater than in any year since report¬ 
ing started in 1939. There were in consequence more 


deaths (176), although the mortality rate reached a 
record low. The total number of reported cases of 
diphtheria (155) and deaths therefrom (13) were the 
second lowest figures on record. Yet the number of 
children given primary immunization fell from 100,000 
in 1954 to 86,579 in 1955, and of those given booster 
injections from 588,288 to 510,204. Only 36.7% of chil¬ 
dren were immunized before their first birthday. This 
is barely half the number considered to be advisable 
to insure adequate and continuing community pro¬ 
tection. 

The strains of Salmonella found in Great Britain are 
changing their character and producing an acute gas¬ 
troenteritis resembling food poisoning, rather than a 
typhoid-like fever. There were many outbreaks traced 
to Salmonella paratyphi that were unlike typical para¬ 
typhoid fever. Food poisoning and Sonne dysentery 
showed a marked increase in incidence despite the 
sanitary and educational measures taken to prevent 
them. The incidence would be alarming if the or¬ 
ganisms had the virulence they possessed 40 or 50 
years ago. The increase is partly due to increased re¬ 
porting due to improved diagnostic facilities offered by 
the Public Health Laboratory Service. Sonne dysen¬ 
tery, the bane of day and residential nurseries, still 
causes much inconvenience and suffering. The rising 
incidence of food poisoning is attributed to the in¬ 
creased practice of communal feeding and the con¬ 
sumption of precooked foods. 

Sir John states that the striking decline in the mortal¬ 
ity and morbidity from tuberculosis in the past six 
years is a source of great encouragement to all con¬ 
cerned and justifies the hope that a continuation of 
their efforts should see the end of tuberculosis as an 
important public health problem in the near future. 
Nevertheless, tuberculosis still ranks as a killer in the 
productive years of life. In 1955, it caused 67% of all 
deaths due to infection and 78% of deaths due to in¬ 
fection in tire age group 15-39. Case finding is still im¬ 
portant. The examination of persons who had been in 
contact with persons with known tuberculosis pro¬ 
duced 8% of new cases, and the search for such cases 
is more likely to be rewarding if it is not confined to 
the patients’ nearest relatives. In 1955,4.3 persons who 
had been in contact with the patient were examined 
for every case diagnosed. Mass miniature radiography 
was responsible for the detection of 18% of all new 
cases. 

Rare Medical Manuscript.—A medical manuscript writ¬ 
ten in legible Anglo-Saxon and dating from before the 
Norman conquest was bought for $1,540 by the Well¬ 
come Trust. The text contains recipes for compounding 
remedies and ointments for heartache, diseases of the 
lungs and liver, and tumors. The manuscript was in¬ 
corporated in tire binding of a book printed in Antwerp 
in 1558 and subsequently acquired by Lord Robartes. 
It is supposed that the manuscript was one of the large 
numbers of medieval manuscripts that were pillaged 
from the monasteries in England at the time of their 
dissolution in 1555 by Henry VIII. They were later 
used for all the purposes to which scrap paper might 
be put. 
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TREATMENT OF SHOCK 

To the Editor :—The report on burn shock in a Peruvian 
study of the National Institutes of Health (/. A. M. A. 
161:1465-1473 [Aug. 11] 1956) gave evidence of 
ample facilities used with admirable precision by the 
team of workers. One criticism pertains merely to the 
writing of the report. The final conclusion has a state¬ 
ment “that the oral administration of isotonic saline 
solution would he quite useful in case of mass catastro¬ 
phes or in areas throughout the world where adequate 
medical care cannot be obtained or where plasma, 
blood, colloids, and other intravenous therapy may 
not be available.” Elsewhere there is reference to 
recommendations of “salt solutions as adjuvant therapy 
to plasma, blood, and other colloids as essential in the 
adequate treatment of burn shock.” The wording 
seems designed to spare the sensibilities of the many 
followers of the plasma or colloid theory of shock 
treatment, and it thus obscures the actual result of 
the study, which is a careful large-scale clinical dem¬ 
onstration that salt solution is fully as effective as 
plasma or other colloids for burn shock. 

Underhill suggested water to correct dehydration, 
and Davidson suggested salt to correct fall in chlorides. 
But these had been given since O’Shaughnessy in 1831 
introduced salt solution for the dehydration and shock 
of Asiatic cholera, until the International Shock Com¬ 
mittee in 1919 took the backward step of insisting on 
plasma or colloids. Nothing in the Underhill-Davidson 
work militated against supplying salt and water in the 
approved colloid solution. In 19391 was demonstrating 
the value of saline solution and contradicting the 
doctrine that plasma is specifically effective while all 
“crystalloids” are not only useless but harmful. These 
first rat experiments were followed by dog experiments, 
which were made possible by grants from the Com¬ 
mittee on Scientific Research of the American Medical 
Association. In 1943 Rosenthal in the laboratory of the 
Public Health Service became the first of a series of 
investigators (Allen, F. M.: ]. Internet. Coll. Surgeons 
15:201 [Feb.] 1951; in Conduction Anesthesia: Clin¬ 
ical Studies of George P. Pitkin, edited by James L. 
Southworth and Robert A. Hingson, Philadelphia, 
J. B. Lippincott Company, 1946) to corroborate my 
conclusions, and added the detail of oral administra¬ 
tion of saline solution under some conditions. 

The universal use of plasma is supported by its 
obvious benefits, which are characteristic of solutions 
of sodium salts. Tire uselessness of dialyzed plasma, the 
substitution of dextran, and other considerations are 
sufficient evidence against nutritive or other occult 
values of plasma proteins in shock. If the laboratory 
findings of equivalent benefit with plain saline solution 
have been disputed on the score of clinical experience, 
any such disputant may now be invited to match his 
experience against that of the National Institutes of 
Health. I wish to be on record on two points: (1) 
value of saline solution in shock, without need for 
admixture with any kind or quantity of colloid and 
(2) effectiveness of saline solution in acute hemor¬ 
rhage (Allen, F. M.; Safford, F. K.; and Enad, J. G.: 
Anesth. ir Analg. 32:329 [Sept.-Oct.] 1953). Nothing 


can take the place of blood or corpuscles for blood 
loss. However, in comparison with a single injection of 
plasma or a colloid such as dextran, saline solution is 
merely inconvenient in that two or three successive 
injections are required, but the final saving of life is 
identical. Experimental and clinical evidence from the 
Public Health Service, the National Institutes of 
Health, and several groups of reputable investigators 
in medical schools support a fundamental revolution, 
as follows: The prevailing treatment of shock is un¬ 
scientific. Most of the plasma now used is wasted. Its 
expense and virus dangers and other troubles can be 
eliminated. The urgent pleas for plasma in the recent 
Hungarian tragedy and in catastrophes everywhere 
are unnecessary, and more lives can be saved by quick 
use of the readily available salt solution. 

Frederick M. Allen, M.D. 

1031 Fifth Ave. 

New York 28. 


THYROID REFRACTORINESS 
To the Editor:—I have read with great interest Dr. 
C. R. Tittle’s paper entitled “Effects of 3,5,3’ L-triio- 
dothyronine in Patients with Metabolic Insufficiency 
(J. A. M. A. 162:271-274 [Sept. 22] 1956), in which he 
reports on patients with metabolic insufficiency who 
were not benefited by treatment with desiccated thy¬ 
roid but did respond to treatment with triiodothyro¬ 
nine. I have no doubt that for some reason or other 
some people may be refractory to treatment with whole 
thyroid, while responding to equivalent doses of triio¬ 
dothyronine. However, it is evident from Dr. Tittles 
report that he did not attempt to compare biologically 
equivalent doses of desiccated thyroid and of triiodo¬ 
thyronine, inasmuch as identical amounts of the former 
were substituted by differing amounts of the latter, 
e. g., a daily maximum dosage of 3 grains (0.2 gm.) of 
desiccated thyroid was replaced in different patients 
by a maximum dosage of 50, 62.5, 75, and 100 meg. re¬ 
spectively, of triiodothyronine; thus no true relation¬ 
ship between the activities of the two compounds was 
established. Furthermore, a comparison between equiv- 
alent doses of thyroxine and triiodothyronine should 
have been made with a view to find out whether the 
peripheral tissues of his patients were unable to deio- 
dinate thyroxine, i. e., to transform thyroxine into triio¬ 
dothyronine. Finally, it would have been advisable to 
establish whether his patients, while refractory to the 
usual doses of whole thyroid, might not have re¬ 
sponded to larger ones. It has been my practice ^over 
30 years to administer to such “thyroid-refractory pa¬ 
tients for a short period (mostly a few days only) daily 
doses of 0.4 gm., 0.6 gm., and even 0.8 gm. (6, 9, and 
12 grain respectively) in an attempt to “break throng 1 
their resistance,” much in the same way as is also done 
with insulin in resistant diabetics. As a rule I have ha 
good results with this procedure, being thereafter ab e 
to maintain such patients in metabolic balance with 
much smaller doses of thyroid, usually at a dosage level 
that had formerly been ineffective. 
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As an instance I quote the following observation: 
a 34-year-old woman complaining of easy fatigability 
and sluggishness, had facial puffiness, bradycardia 
(pulse rate around 50 per minute), hypercholesteremia 
(around 260 mg. per 100 cc.), and hypometabolisni 
(around -28%). She had been given elsewhere 0.3 gm. 
of desiccated thyroid a day, which, although taken 
continuously for two years, had not alfected the clinical 
signs and symptoms. After I had administered 0.8 gm- 
a day for 10 days, euthyroidism was achieved: her 
complaints and facial puffiness had vanished, the pulse 
rate was normal, blood cholesterol level was 235 mg. 
per 100 cc., and the basal metabolic rate was +10%. 
Thereupon thyroid was reduced to the former dosage, 
i. e., 0.3 gm. a day; yet the patient remained com¬ 
pletely euthyroid. 

Herman Zondek, M.D. 

8 Maimon St. 

Jerusalem, Israel. 

HYPOTHERMIA AND BURNS 
To the Editor :—The paper of Pillsbury and Arte 
(/. A. M. A. 162:956-95S [Nov. 3] 1956) gives the im¬ 
pression that their treatment of over 1,000 burn cases 
has never wandered so far from routine methods as 
to include any experience with refrigeration. Ice or 
ice-making machinery is so abundant that it is one of 
tire easiest requisites to provide before or after setting 
up the suggested ‘hum center.” Speed is important, 
and general instructions to immerse the affected parts 
immediately will at least make a considerable reduc¬ 
tion below body temperature. The relief of pain is 
prompt. Not only may facilities for debridement be 
unavailable but the procedure may be contraindicated. 
With petrolatum gauze or any kind of greased cloth 
within crushed ice, the changes of dressings are pain¬ 
less and bring away separated dirt or debris, with 
saving of living tissue. 

Lyman W. Crossman, M.D. 

Woods Building 

416 W. De Fee 

Baytown, Texas. 

WITHDRAWAL OF MEPROBAMATE 
To the Editor:—l should like to present a case history 
that I hope will raise some question about the habitu¬ 
ating effects of meprobamate suggested by Dr. Lemere 
(/. A. M. A. 160:1431 [April 21] 1956). Recently a pa¬ 
tient was brought to our hospital suffering from with¬ 
drawal symptoms supposedly precipitated by discon¬ 
tinuation of therapy with meprobamate. The patient 
was a 35-year-old male and had been referred by 
another physician. The patient had previously been ad¬ 
dicted to barbiturates and alcohol and had allegedly 
given these up under the influence of therapy with 
meprobamate (Miltown). As I had never seen any 
signs of withdrawal reactions after cessation of me¬ 
probamate therapy, I questioned this man closely. As a 
result, he finally disclosed that he had continued to 
take barbiturates during the period that he had led his 
physician to believe that he had given them up and 
that he had only discontinued them before the with¬ 
drawal symptoms occurred. The reaction was, thus, 
clearly the result of the withdrawal of barbiturates 


and not of meprobamate. Another patient with a sim¬ 
ilar case was also treated at our hospital, but alcohol 
was the responsible agent. 

The department of psychiatry of Albany Hospital 
has heated 314 patients with meprobamate since Sep¬ 
tember, 1954. Of these, 26 patients continued this 
medication for more than 3 months and up to 15 
months. The standard dose was one 400-mg. tablet 
three times a day. The drug was always withdrawn 
when improvement appeared to warrant, without 
gradual tapering off of the dose. No withdrawal symp¬ 
toms were ever observed. Sometimes there was a re¬ 
turn of the symptoms existing prior to therapy. How¬ 
ever, if treatment with the drug was reinstituted and 
was continued for a longer period, the drug could 
often be withdrawn after further therapy without re¬ 
currence of symptoms. I think it would be a pity if 
a drug as useful as meprobamate, and as free of toxic 
reactions, should acquire an undeserved reputation for 
habituation. 

Walter A. Osinski, M.D. 

Albany Hospital 

Albany, N. Y. 

AMEBIASIS 

To the Editor:—In the paper “Current Status of Ther¬ 
apy in Amebiasis” from the Council on Pharmacy and 
Chemistry in The Journal, April 7, 1956, page 1230, 
the potential hazard of arsenic intoxication by using 
the amebicidal arsenicals is mentioned only in relation 
to “gastrointestinal symptoms and cutaneous disturb¬ 
ances” but not in respect to the far more dangerous 
consequence of encephalitis due to intoxication from 
arsenicals. May I call your attention to my report in 
the Israeli Hebrew medical journal Dapim Refuiim, 
December, 1952, of four fatalities of arsenical enceph¬ 
alitis after use of carbarsone. Here is the summary of 
the paper: 1. Of nearly 8,300 patients treated with 
carbarsone, about 44 developed toxic symptoms: 8 of 
them developed severe encephalomyelitis, and, in the 
4 that died, evidences of hemorrhagic encephalitis 
were found post mortem; the remainder suffered from 
very painful gastric and hepatic disorders. 2. The 
severe and fatal cases, however, resulted from small 
doses, far smaller than those usually employed. 3. The 
immediate withdrawal of the drug at the onset of toxic 
symptoms did not prevent the fatal end. 4. The pa¬ 
tients treated early enough by dimercaprol (BAL) 
seemed to have been saved by it. 5. My findings do 
not agree with the generally accepted opinion that, 
amongst all the organic arsenicals, carbarsone is the 
almost nontoxic one. 6. Neither the certainty of the 
diagnosis nor the severity of the amebic disease justi¬ 
fied—from the retrospective point of view—the risk of 
using such a drug. 

Moreover, two additional fatal cases in Israel that 
occurred after use of carbarsone came to my attention 
after die publication of my paper. On the whole, it 
seems to me diat the risk of using arsenicals, and espe¬ 
cially carbarsone, in the treatment of amebiasis is 
commonly gready underestimated. 

Mosheh Fischl, M.D. 

8 Lassalle St. 

Tel-Aviv, Israel. 
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To the Editor :—The report on burn shock in a Peruvian 
study of the National Institutes of Health (J. A. M. A. 
161:1465-1473 [Aug. 11] 1956) gave evidence of 
ample facilities used with admirable precision by the 
team of workers. One criticism pertains merely to the 
writing of the report. The final conclusion has a state¬ 
ment “that the oral administration of isotonic saline 
solution would be quite useful in case of mass catastro¬ 
phes or in areas throughout the world where adequate 
medical care cannot be obtained or where plasma, 
blood, colloids, and other intravenous therapy may 
not be available.” Elsewhere there is reference to 
recommendations of “salt solutions as adjuvant therapy 
to plasma, blood, and other colloids as essential in the 
adequate treatment of burn shock.” The wording 
seems designed to spare the sensibilities of the many 
followers of the plasma or colloid theory of shock 
treatment, and it thus obscures the actual result of 
the study, which is a careful large-scale clinical dem¬ 
onstration that salt solution is fully as effective as 
plasma or other colloids for burn shock. 

Underhill suggested water to correct dehydration, 
and Davidson suggested salt to correct fall in chlorides. 
But these had been given since O’Shaughnessy in 1831 
introduced salt solution for the dehydration and shock 
of Asiatic cholera, until the International Shock Com¬ 
mittee in 1919 took the backward step of insisting on 
plasma or colloids. Nothing in the Underhill-Davidson 
work militated against supplying salt and water in the 
approved colloid solution. In 19391 was demonstrating 
the value of saline solution and contradicting the 
doctrine that plasma is specifically effective while all 
“crystalloids” are not only useless but harmful. These 
first rat experiments were followed by dog experiments, 
which were made possible by grants from tire Com¬ 
mittee on Scientific Research of the American Medical 
Association. In 1943 Rosenthal in tire laboratory of the 
Public Health Service became the first of a series of 
investigators (Allen, F. M.: J. Internet. Coll. Stirgeons 
15:201 [Feb.] 1951; in Conduction Anesthesia: Clin¬ 
ical Studies of George P. Pitkin, edited by James L. 
Southwortlr and Robert A. Hingson, Philadelphia, 
J. B. Lippincott Company, 1946) to corroborate my 
conclusions, and added the detail of oral administra¬ 
tion of saline solution under some conditions. 

The universal use of plasma is supported by its 
obvious benefits, which are characteristic of solutions 
of sodium salts. The uselessness of dialyzed plasma, the 
substitution of dextran, and other considerations are 
sufficient evidence against nutritive or other occult 
values of plasma proteins in shock. If the laboratory 
findings of equivalent benefit with plain saline solution 
have been disputed on the score of clinical experience, 
any such disputant may now be invited to match his 
experience against that of die National Institutes of 
Health. I wish to be on record on two points: (1) 
value of saline solution in shock, without need for 
admixture with any kind or quantity of colloid and 
(2) effectiveness of saline solution in acute hemor¬ 
rhage (Allen, F. M.; Safford, F, K.; and Enad, J. G.: 
Anesth. 6- Analg. 32:329 [Sept.-Oct.] 1953). Nothing 


can take the place of blood or corpuscles for blood 
loss. However, in comparison with a single injection of 
plasma or a colloid such as dextran, saline solution is 
merely inconvenient in that two or three successive 
injections are required, but the final saving of life is 
identical. Experimental and clinical evidence from the 
Public Health Service, the National Institutes of 
Health, and several groups of reputable investigators 
in medical schools support a fundamental revolution, 
as follows: The prevailing treatment of shock is un¬ 
scientific. Most of the plasma now used is wasted. Its 
expense and virus dangers and other troubles can be 
eliminated. The urgent pleas for plasma in the recent 
Hungarian tragedy and in catastrophes everywhere 
are unnecessary, and more lives can be saved by quick 
use of the readily available salt solution. 

Frederick M. Allen, M.D. 

1031 Fifth Ave. 

New York 28. 


THYROID REFRACTORINESS 
To the Editor:—I have read with great interest Dr. 
C. R. Tittle’s paper entitled “Effects of 3,5,3’ L-triio- 
dothyronine in Patients with Metabolic Insufficiency 
(/. A. M. A. 162:271-274 [Sept. 22] 1956), in which he 
reports on patients with metabolic insufficiency who 
were not benefited by treatment with desiccated thy¬ 
roid but did respond to treatment with triiodothyro¬ 
nine. I have no doubt that for some reason or other 
some people may be refractory to treatment with whole 
thyroid, while responding to equivalent doses of triio¬ 
dothyronine. However, it is evident from Dr. Tittles 
report that he did not attempt to compare biologically 
equivalent doses of desiccated thyroid and of triiodo¬ 
thyronine, inasmuch as identical amounts of the former 
were substituted by differing amounts of the latter, 
e. g., a daily maximum dosage of 3 grains (0.2 gm.) 
desiccated thyroid was replaced in different patients 
by' a maximum dosage of 50, 62.5, 75, and 100 meg. re¬ 
spectively, of triiodothyronine; thus no true relation¬ 
ship between the activities of the two compounds was 
established. Furthermore, a comparison between equiv¬ 
alent closes of thyroxine and triiodothyronine should 
have been made with a view to find out whether the 
peripheral tissues of his patients were unable to deio- 
dinate thyroxine, i. e., to transform thyroxine into triio¬ 
dothyronine. Finally', it would have been advisable to 
establish whether his patients, while refractory to tne 
usual doses of whole thyroid, might not have re¬ 
sponded to larger ones. It has been my practice ov& 
30 years to administer to such “thyroid-refractory pa¬ 
tients for a short period (mostly a few days only) daily 
doses of 0.4 gm., 0.6 gm., and even 0.8 gm. (6, 9, an 
12 grain respectively) in an attempt to “break throug 
their resistance,” much in the same way as is also done 
with insulin in resistant diabetics. As a rule I have ha 
good results with this procedure, being thereafter ab e 
to maintain such patients in metabolic balance wi 
much smaller doses of thyroid, usually at a dosage leve 
that had formerly been ineffective. 
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As an instance I quote tlie following observation: 
a 34-year-old woman complaining of easy fatigability 
and sluggishness, had facial puffiness, bradycardia 
(pulse rate around 50 per minute), hypercholesteremia 
(around 260 mg. per 100 cc.), and hypometabolism 
(around -2S%). She had been given elsewhere 0.3 gm. 
of desiccated thyroid a day, which, although taken 
continuously for two years, had not affected the clinical 
signs and symptoms. After I had administered 0.8 gm. 
a day for 10 days, euthyroidism was achieved: her 
complaints and facial puffiness had vanished, die pulse 
rate was normal, blood cholesterol level was 235 mg. 
per 100 cc., and the basal metabolic rate was +10%. 
Thereupon thyroid was reduced to the former dosage, 
i. e., 0.3 gm. a day; yet the patient remained com¬ 
pletely euthyroid. 

Herman Zondek, M.D. 

8 Maimon St. 

Jerusalem, Israel. 

HYPOTHERMIA AND BURNS 
To the Editor:—The paper of Pillsbury and Artz 
(J. A. M. A. 162:956-958 [Nov. 3] 1956) gives the im¬ 
pression that their treatment of over 1,000 burn cases 
has never wandered so far from routine methods as 
to include any experience with refrigeration. Ice or 
ice-maldng machinery is so abundant diat it is one of 
tire easiest requisites to provide before or after setting 
up die suggested “burn center.” Speed is important, 
and general instructions to immerse the affected parts 
immediately will at least make a considerable reduc¬ 
tion below body temperature. The relief of pain is 
prompt. Not only may facilities for debridement be 
unavailable but the procedure may be contraindicated. 
With petrolatum gauze or any kind of greased cloth 
within crushed ice, the changes of dressings are pain¬ 
less and bring away separated dirt or debris, with 
saving of living tissue. 

Lyman W. Crossman, M.D. 

Woods Building 

416 W. De Fee 

Baytown, Texas. 

WITHDRAWAL OF MEPROBAMATE 
To the Editor:—l should like to present a case history 
that I hope will raise some question about the habitu¬ 
ating effects of meprobamate suggested by Dr. Lemere 
(/. A. M. A. 160:1431 [April 21] 1956). Recently a pa¬ 
tient was brought to our hospital suffering from with¬ 
drawal symptoms supposedly precipitated by discon¬ 
tinuation of therapy with meprobamate. The patient 
was a 35-year-old male and had been referred by 
another physician. The patient had previously been ad¬ 
dicted to barbiturates and alcohol and had allegedly 
given these up under the influence of therapy until 
meprobamate (Miltown). As I had never seen any 
signs of withdrawal reactions after cessation of me¬ 
probamate therapy, I questioned this man closely. As a 
result, he finally disclosed that he had continued to 
take barbiturates during die period that he had led his 
physician to believe that he had given them up and 
that he had only discontinued them before the with¬ 
drawal symptoms occurred. The reaction was, thus, 
clearly the result of the withdrawal of barbiturates 


and not of meprobamate. Another patient with a sim¬ 
ilar case was also treated at our hospital, but alcohol 
was the responsible agent. 

The department of psychiatry of Albany Hospital 
has treated 314 patients with meprobamate since Sep¬ 
tember, 1954. Of these, 26 patients continued tiiis 
medication for more than 3 months and up to 15 
months. The standard dose was one 400-mg. tablet 
three times a day. The drug was always withdrawn 
when improvement appeared to warrant, without 
gradual tapering off of the dose. No withdrawal symp¬ 
toms were ever observed. Sometimes there was a re¬ 
turn of the symptoms existing prior to therapy. How¬ 
ever, if treatment with the drug was reinstituted and 
was continued for a longer period, the drug could 
often be withdrawn after further therapy without re¬ 
currence of symptoms. 1 think it would be a pity if 
a drug as useful as meprobamate, and as free of toxic 
reactions, should acquire an undeserved reputation for 
habituation. 

Walter A. Osinski, M.D. 

Albany Hospital 

Albany, N. Y. 

AMEBIASIS 

To the Editor :—In the paper “Current Status of Ther¬ 
apy in Amebiasis” from die Council on Pharmacy and 
Chemistry in The Journal, April 7, 1956, page 1230, 
the potential hazard of arsenic intoxication by using 
the amebicidal arsenicals is mentioned only in relation 
to “gastrointestinal symptoms and cutaneous disturb¬ 
ances” but not in respect to the far more dangerous 
consequence of encephalitis due to intoxication from 
arsenicals. May I call your attention to my report in 
the Israeli Hebrew medical journal Dapim Refuiim, 
December, 1952, of four fatalities of arsenical enceph¬ 
alitis after use of carbarsone. Here is the summary of 
the paper: 1. Of nearly 8,300 patients treated widi 
carbarsone, about 44 developed toxic symptoms: 8 of 
them developed severe encephalomyelitis, and, in the 
4 that died, evidences of hemorrhagic encephalitis 
were found post mortem; the remainder suffered from 
very painful gastric and hepatic disorders. 2. The 
severe and fatal cases, however, resulted from small 
doses, far smaller than those usually employed. 3. The 
immediate withdrawal of the drug at the onset of toxic 
symptoms did not prevent the fatal end. 4. The pa¬ 
tients treated early enough by dimercaprol (BAL) 
seemed to have been saved by it. 5. My findings do 
not agree with the generally accepted opinion that, 
amongst all the organic arsenicals, carbarsone is the 
almost nontoxic one. 6. Neither the certainty of the 
diagnosis nor the severity of the amebic disease justi¬ 
fied—from the retrospective point of view—the risk of 
using such a drug. 

Moreover, two additional fatal cases in Israel that 
occurred after use of carbarsone came to my attention 
after die publication of my paper. On the whole, it 
seems to me that die risk of using arsenicals, and espe¬ 
cially carbarsone, in the treatment of amebiasis is 
commonly greatly underestimated. 

Mosheh Fischl, M.D. 

8 Lassalle St. 

Tel-Aviv, Israel. 
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MEDICAL FILM REVIEWS 


Infradiapliragmatic Resection of Vagus Nerves and Gastro¬ 
enterostomy: 16 nun., color, sound, showing time 35 minutes. 
Prepared by John L. Madden, M.D., New York. Produced in 
1953 by Sturgis Grant Productions, New York. Procurable on 
loan from Winthrop Laboratories, 1450 Broadway, New York 17. 

This film demonstrates a subtotal vagus nerve re¬ 
section and anterior gastroenterostomy performed 
without clamps. The patient is a 63-year-old male, and 
the indication for the procedure is a duodenal ulcer 
located near the pyloroduodenal junction that was as¬ 
sociated with hemorrhage, pain, and some cicatricial 
stenosis. The vagus-nerve phase of the operation clear¬ 
ly demonstrates not only the bilateral section of both 
the anterior and posterior vagi but also the sectioning 
of 12 additional vagal nerve fibers. The anatomic 
phase depicts an antecolic gastrojejunostomy that is 
performed in a horizontal direction on the greater 
curvature of the stomach. The surgical anatomy is 
lucidly discussed and depicted. The technical aspects 
are executed with precision and neatness. The opera¬ 
tion itself, even at this date, is still a moot one, al¬ 
though many outstanding surgeons are firmly con¬ 
vinced that it has a specific place in the surgical treat¬ 
ment of duodenal ulcer. A question might be raised 
even by those who are enthusiastic about vagus nerve 
resection whether this procedure should be done when 
massive hemorrhage has been noted. Another con¬ 
troversial phase might result from placement of the 
anastomosis on the greater curvature. These points, 
however, do not detract from the film, which can be 
recommended to those interested in the surgical pro¬ 
cedures of vagotomy and gastroenterostomy. 

Marrow Puncture: 16 mm., color, sound, showing time 32 
minutes. Produced in 1953 by the Imperial Chemical Industries 
Film Unit at the RadclifFe Infirmary, Oxford, England. Procur¬ 
able on loan from Imperial Chemical Industries, Ltd., Film 
Library, 488 Madison Ave., New York 22. 

This film begins by showing the instruments used 
for marrow sampling and their mode of operation. By 
means of sections and transillumination, the dis¬ 
tribution of sternal marrow in adults and in children 
of different ages is shown, and the best sites for punc¬ 
ture are indicated. The dangers of possible penetra¬ 
tion of tlie sternum are illustrated by means of models. 
The film then shows in detail the actual operation of 
sternal puncture on a living patient, including the 
selection of the site for puncture, preparation of the 
skin, injection of anesthetic agent, insertion of the 
needle, withdrawal of marrow, and the preparation of 
the films of marrow tissue. It is then demonstrated 
that other bones may be punctured with advantage in 
certain circumstances. As a rather light-hearted re¬ 
capitulation, the film terminates with a scene showing 
a sternal puncture carried out by an inexperienced 
and unskilled operator. All the instructions given in 
the previous part of the film are ignored or forgotten, 
and the disastrous consequences illustrate how im¬ 
portant it is to do things in the right way and in the 
right order. On the whole, the film is excellent. The 
information contained is reliable and most valuable 
for all who are interested in studies of bone marrow. 

lowcver, nothing was stated about the advisability 
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of making microscopic sections from the bone marrow 
material. One also wonders why a mask but no gloves 
were used. This firm will be of great interest, and it 
is recommended for physicians in general as well as 
residents in pathology and medicine. It could also be 
shown to laboratory technicians and nurses. 

Helen Keller in Her Story: 16 nini., black and white, sound, 
showing time 48 minutes. Produced in 1954 by Nancy Hamilton, 
New York. Procurable on rental ($12.50) or purchase ($100) 
from Louis de Rocliemont Film Library, 13 E. 37th St., New 
York 16. 

This film is a factual biography made up of still 
photographs, early motion pictures, newsreels, and 
sequences of Miss Keller’s daily life, shot especially 
for this film, with Miss Keller, appearing as herself 
throughout. The picture begins with the childhood of 
Helen Keller. An introduction, which will seem per¬ 
haps too leisurely to some viewers, gives the audience 
ample time to realize how completely shut in a child 
is when it is not only blind but also unable to hear its 
own voice. The gradual, if incomplete, liberation of 
the child from this psychological prison is a process 
that one cannot view without becoming fascinated 
and emotionally involved. The work required on the 
part of the patient is well brought out, and the film 
shows that other people similarly handicapped re¬ 
quire help if their potentialities as happy and useful 
members of society are to be realized. This stirring 
film could be seen to advantage by every imaginable 
kind of audience, for its human interest is very great, 
it is absolutely documentary, and it focuses attention 
on problems with which everyone is concerned in 
some way, whether personally, professionally, or sim¬ 
ply as a responsible citizen. The film has permanent 
value and will be increasingly interesting to audi¬ 
ences as time goes on. 

The Power of Positive Pressure: 16 mm., color, sound, show¬ 
ing time 11 minutes. Prepared in 1956 by and procurable on 
loan from William D. Loeser, M.D., Medical Director, Respira¬ 
tor Center, 2183 Main St., Buffalo, N. Y. 

This film depicts various simplified methods of giv¬ 
ing artificial respiration to patients with respiratory 
failure due to poliomyelitis. The following devices 
together with their clinical uses are described: inter¬ 
mittent positive pressure, hand bellows, positive- 
pressure mouth stick, and a new cough device. The 
film shows a remarkable variety of way's in which any 
source of air under positive pressure can be used to 
give artificial respiration to patients with extensive 
paralysis of respiratory' musculature. Some of these 
are simple and obvious and probably have not been 
applied in the past—this is simply because people lack 
the courage to do wliat is unconventional or has not 
been taught before. Among the most ingenious de¬ 
vices shown is the mouth stick, through which the 
patient can breathe from the positive-pressure ma¬ 
chine and which, gripped by the teeth, enables him to 
operate an electric typewriter or do other things with¬ 
out the help of hands or feet. This film will be found 
to be full of suggestions for any one engaged in the 
care of patients with poliomyelitis or any others re¬ 
quiring temporary respiratory aid. This film can he 
shown with profit in any hospital, at staff meetings, 
and at nurses’ training schools. It would also be in¬ 
structive to medical students in physiology courses. 



Vol. 1C3, No. 6 


491 


MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Clinical and Diagnostic Contribution to Isthmic 
Stenosis of the Aorta. F. Muratori. Minerva med. 
47:1166-1170 (Oct. 13) 1956 (In Italian) [Turin, Italy]. 

The author reports on a 22-year-old female patient 
with stenosis of the isthmus of the aorta. The patient 
had asthenia, anxiety, vertigo, and palpitation every 
time she made the slightest physical effort. These 
symptoms were present two months before she had a 
medical examination. Pain in the lumbar region, head¬ 
ache, pollakiuria, and nocturia occurred during the 
last two days before the examination. The clinical 
findings were high blood pressure, pulse rate of 85 per 
minute, enlargement of the thyroid, heaving pulsation 
in the subclavicular region and in the arteries of the 
neck, and a systolic murmur over the heart area. 
Roentgenologic findings of marked alterations in the 
cardiovascular shadow and of costal erosions con¬ 
firmed the diagnosis made on the basis of the clinical 
findings. Angiocardiography was used to determine 
the location and the extent of the lesion. The prognosis 
in patients with stenosis of the isthmus of the aorta 
always depends on the possibility of a successful sur¬ 
gical intervention as well as on the patient’s predis¬ 
position to acquire intercurrent infectious diseases. 

Lung Cancer and Other Causes of Death in Relation 
to Smoking: A Second Report on the Mortality of 
British Doctors. R. Doll and A. B. Hill. Brit. M. J. 
2:1071-1081 (Nov. 10) 1956 [London]. 

In 1954, the authors published a preliminary report 
on the results of their inquiry concerning lung cancer 
and other causes of death in relation to smoking in 
British physicians, an abstract of which appeared in 
The Journal (156:449 [Sept. 25] 1954). The number of 
deaths from lung cancer was then 36. The time that 
has elapsed after the questionnaire relating to smoking 
habits was sent to men and women on the British 
Medical Register who were 35 years of age and over 
at the time they answered tire questionnaire is now 
53 months, as compared to the 29 months of follow-up 
on which the preliminary report was based. The num¬ 
ber of deaths increased from 789 to 1,714; 81 of them 
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were certified as caused by lung cancer, and in S 
others lung cancer was considered to be a contributory 
cause. 

The analysis showed that in this population of phy¬ 
sicians there has been a marked and steady increase 
in the death rate from lung cancer as the amount of 
tobacco smoked increased. The death rate per year 
rose from 0.07 per 1,000 in nonsmokers to 0.47 per 
1,000 in “light” smokers of 1 to 14 gm. of tobacco a 
day, to 0.86 per 1,000 in “medium” smokers of 15 to 
24 gm. a day, and to 1.66 per 1,000 in smokers of 25 
gm. or more a day; 1 gm. is almost equal to one ciga¬ 
rette. The death rate of the heavy smokers was ap¬ 
proximately 20 times that of tire nonsmokers. This 
rising mortality from lung cancer was a feature of 
each of the age groups (35 to 54 years, 55 to 64 years, 
65 to 74 years, and 75 years and over). The mortality 
from lung cancer was substantially and significantly 
greater in cigarette smokers than in pipe smokers, 
with smokers by both methods falling in between. 
This difference between pipe and cigarette smokers 
appears to be a function of the method of smoking 
irrespective of the amount. Those who reported them¬ 
selves as smokers at Nov. 1,1951, were compared with 
those who had given up smoking at that time within 
the 10 previous years or for more than 10 years. The 
comparison revealed a progressive and significant re¬ 
duction in mortality with the increase in the length of 
time over which smoking had been given up. The 
highest mortalities occurred among those who re¬ 
ported themselves as continuing to smoke cigarettes 
at Nov. 1, 1951, the annual death rate rising to about 
40 times that of tire nonsmokers. 

An analysis of a random sample of the question¬ 
naires showed that there was remarkably little dif¬ 
ference between the smoking habits of doctors 
resident in Greater London, in large towns, or in 
other districts. The contrasts in lung cancer mortality' 
between smokers and nonsmokers and between light, 
medium, and heavy smokers cannot, therefore, be 
attributed to a differential exposure to atmospheric 
pollution, which happens to be associated with smok¬ 
ing habits. The marked and steadily increasing mor¬ 
tality' from lung cancer in association with smoking 
habits was not compensated for by a decrease in can¬ 
cer of other sites. The results indicated a total mor¬ 
tality from cancer in the smoking group in excess of 
die mortality that would have prevailed in the absence 
of smoking. Mortality from coronary thrombosis re¬ 
vealed a slight but significant relationship with smok¬ 
ing. Division by age showed that die trend was distinct 
only in the ages between 35 and 54 years. Three other 
causes of death, namely, chronic bronchitis, peptic 
ulcer, and pulmonary tuberculosis, showed a steady 
increase in mortality from nonsmokers to heavy smok¬ 
ers. Only with chronic bronchitis was the gradient 
statistically significant. The remaining causes of death 
did not reveal any trend. 
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Lente Insulin: Four Years’ Experience. A. G. Spencer 
and M. E. Morgans. Lancet 2:1013-1017 (Nov. 17) 
1956 [London]. 

The addition of small amounts of zinc to insulin in 
an acetate buffer depresses the solubility of the insulin 
and prolongs its absorption. By adjustment of the pH 
a quick-acting amorphous (“Semilente”) insulin and a 
long-acting crystalline (“Ultralente”) preparation were 
made. These insulin-zinc suspensions were stable on 
mixing, and in the proportions of 30% amorphous to 
70% crystalline they form the preparation “Lente” in¬ 
sulin. Two hundred diabetic patients attending the 
clinic at University College Hospital in London were 
treated with lente insulin. The length of treatment 
with this preparation ranged from 6 months to 4 years, 
the majority of patients having been maintained on 
lente insulin for more than a year. Treatment with 
this form of insulin was begun in the outpatient dia¬ 
betic clinic in 177 patients, only 23 being admitted to 
hospital for this purpose. The calorie value of the diet 
and the proportions of carbohydrate, fat, and protein 
were not changed, but the distribution of the food 
throughout the day was altered to provide substan¬ 
tial snacks at 11 a. m. and 10 p. m., the size of these 
varying with the nature of the patient’s work. The 
starting dose of lente insulin was usually equal to the 
total previous daily dose of insulin plus 10%, and this 
was subsequently adjusted as necessary. For the first 
few weeks patients attended the clinic at weekly in¬ 
tervals, gradually lengthening to intervals of 2 or 3 
months. 

The differences in action between lente insulin and 
the older types of insulin were explained to each 
patient, and they had 2 or more interviews with the 
dietician to make certain that the proper adjustments 
to the diet had been made. The urinary sugar level 
was estimated twice daily, and the patients were 
weighed at weekly intervals in the early stages of the 
treatment. Serial blood-sugar estimations were used 
to assist control when the management bv urine tests 
was unsatisfactory. It was demonstrated that most 
patients (83%) could be well controlled on a single 
injection of lente insulin and that many (36%) were 
improved by the transfer from their old insulins. With 
an intelligent and cooperative patient, the change to 
lente insulin can be made safely under supervision 
from the outpatient diabetic clinic. 

Treatment of Hodgkin’s Granuloma, Chronic Lym¬ 
phatic Leukaemia, Polycythaemia Vera, and Other 
Reticuloses with Triethylenethiophosphoramide. B. J. 
Leonard, M. C. G. Israels and J. F. Wilkinson. Lancet 
2:1017-1021 (Nov. 17) 1956 [London]. 

The advantages claimed for triethylenethiophos¬ 
phoramide (thio-T. E. P. A.) over the intravenously ad¬ 
ministered alkvlamines (nitrogen mustards) were that 
it could be given intramuscularly without pain or local 
discomfort; it did not cause nausea or vomiting; and 
associated depression of the bone marrow was revers¬ 
ible on discontinuance of the treatment. The authors 
describe their experience with thio-T. E. P. A. in 54 
patients with various diseases of the hemopoietic and 
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reticuloendothelial systems, such as polycythemia vera 
chronic lymphatic leukemia, lymphoid reticulosis 
follicular lymphoreticulosis, Hodgkin’s granuloma^ 
reticulum-cell reticulosis, and reticulosarcoma. Be¬ 
cause of the consistently poor results reported for 
acute leukemia, no such cases were treated, and be¬ 
cause satisfactory oral and intravenous preparations 
are available for chronic myeloid leukemia such cases 
were also excluded from this trial. 

Thio-T. E. P. A. produced good clinical and hemato¬ 
logical remissions in polycythemia vera for periods of 
up to 14 months; and, when further treatment was 
needed, further remissions were produced. Thio- 
T. E. P. A. was also effective in some cases of Hodg¬ 
kin’s granuloma, lymphoid reticulosis, and follicular 
lymphoreticulosis where the disease was detectable 
mainly in peripheral glands, but it was not so effective 
when the mediastinal nodes, liver, and spleen were in¬ 
volved. Thio-T. E. P. A. was shown to be capable of 
diminishing the lymph node masses, liver, spleen, and 
white blood cell count in chronic lymphatic leukemia. 
Thio-T. E. P. A. was found easy to administer and rela¬ 
tively easy to control, except in 2 described patients 
with chronic lymphatic leukemia with initially low 
platelet counts. Thio-T. E. P. A. should not be given 
when the platelet count is low. 

Postbulbar Duodenal Spasm Syndrome: 1. Incidence, 
Diagnosis, and Treatment. Z. T. Bercovitz. New York 
J. Med. 56:3664-3672 (Dec. 1) 1956 [New York]. 

The author reports on 128 men and 102 women with 
evidence on roentgenograms of postbulbar spasm in¬ 
volving the descending portion of the duodenum. Five 
patients were less than 20 years old and 8 were over 
70 years, but the largest number of patients (76) were 
between the ages of 40 and 49. One hundred eighty- 
four patients (80%) had abdominal pain and 151 (66%) 
had diarrhea; generalized abdominal pain and diar¬ 
rhea in the same patient occurred in 121 (53%). Unex¬ 
plained biliary' tract ty'pe of symptoms were observed 
in 47 patients (20%). All these symptoms formed a 
clinical symdrome of gastrointestinal invalidism with¬ 
out specificity that apparently resulted from postbul¬ 
bar duodenal spasm. Controlled x-rays studies showed 
evidence of relaxation of postbulbar duodenal spasm 
in 69 (95%) of 73 patients who were treated with pro¬ 
pantheline (probanthine) bromide. There was also 
inhibition of hy'permotility of the small intestine and 
relaxation of spasm in 28 of 31 patients. 

Clinical improvement was recorded in 89 (83%) of 
114 patients who received propantheline bromide for 
long enough periods to make therapeutic evaluation 
possible. The initial dose was usually 30 mg. 3 times 
daily' with meals and at bedtime. Some patients re¬ 
quired larger doses for control of severe diarrhea and 
abdominal pain, such as 45 mg. at bedtime or even 45 
mg. 4 times daily. Fifteen milligrams 3 times a day 
with meals and at bedtime, or the same daytime dose 
but 30 mg. at bedtime, were found to be adequate for 
the prolonged program of treatment. A so-called main¬ 
tenance program of 30 mg. at bedtime with 1 or 2 15- 
mg. doses during the day was found to be adequate 
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in most patients as they progressed and improved. The 
main cause of failure of therapy was inadequacy of 
dosage. No evidence of toxicity, cumulative side- 
effects, or loss of efficacy were observed despite con¬ 
tinuous administration of the drug for more than 3 
years. No sedatives or opiates were found necessary. 
Only dimenliydrinate (Dramamine) or diphenhydra¬ 
mine (Benadryl) hydrochloride, in doses of 50 mg. at 
night or in smaller daytime doses, were used for their 
antispasmodic action in excitable and nervous patients. 
Full, unrestricted diet, except for alcohol in any form, 
was urged in all cases. Psychotherapy was not re¬ 
quired. 

Effect of Corticotrophin on Secretion of Aldosterone. 
A. F. Muller, A. M. Riondel and E. L. Manning. Lan¬ 
cet 2:1021-1024 (Nov. 17) 1956 [London]. 

The effect of corticotropin on the secretion of aldo¬ 
sterone was studied in patients selected at random and 
in several healthy people under strictly controlled but 
differing metabolic conditions. The experiments 
proved that corticotropin stimulates the adrenal cortex 
to secrete aldosterone, but there was a striking divers¬ 
ity in results. This can be explained by earlier investi¬ 
gations, which proved that there is a homeostatic 
corticotropin-independent regulation of aldosterone 
through body-fluid shifts. In particular, the secretion 
of aldosterone seems to be related to changes of some 
extracellular fluid volume: expansion decreases urin¬ 
ary excretion of aldosterone, and contraction of the 
extracellular compartment increases it. 

Since the metabolic consequences of the administra¬ 
tion of corticotropin include expansion of the extra¬ 
cellular fluid, a gain in weight through retention of 
sodium and water, and an internal shift of water from 
the cells to the extracellular compartment—precisely 
the situation that calls for a diminution in the secretion 
of aldosterone—it is not surprising to find the 24-hour 
urinary excretion of aldosterone after the administra¬ 
tion of corticotropin variable and irregular, depending 
on the relative importance of the homeostatic cortico¬ 
tropin-independent regulation, and the metabolic con¬ 
ditions of the experiment. This interpretation explains 
satisfactorily not only the inconsistent and differing 
results of administering corticotropin in preliminary 
studies carried out by the authors but also the contra¬ 
dictory statements that have been published about 
the effect of corticotropin on aldosterone. The urinary 
excretion of aldosterone after an injection of cortico¬ 
tropin always represents the resultant of a homeostatic 
mechanism and of stimulation by corticotropin. 

Observations on 100 Patients with Sciatica Treated 
with Intraspinal Injections of Hydrocortisone Acetate. 
E. Barbaso. Minerva med. 47:1152-1154 (Oct. 13) 1956 
(In Italian) [Turin, Italy]. 

One hundred patients with sciatica were treated 
with intraspinal injections of 1 cc. (25 mg.) of hydro¬ 
cortisone acetate. Fifty patients received 1 injection, 
49 received 2 injections and 1 received 3 injections. 
Headache occurred after 28 injections (18.5%), fever 
after 13 (8.8%), and diffuse pain in the neck after 11 


(7.3%). The results were very good in 13 patients, good 
in 24, fair in 23, and poor in 25; 15 patients were 
therapeutic failures. The effects were still present in 
some patients examined several months after the in¬ 
jection, but in others they lasted a few weeks and in 
still others a few days only. Eight patients were ex¬ 
amined 8 to 12 months after they had received die 
injection and had shown good results; 7 of these pa¬ 
tients were still in very good health, and 1 had a 
relapse of sciatica with very severe pains 40 days after 
the injection. 

Intraspinal injections of hydrocortisone acetate are 
advised mainly for patients with severe symptoms who 
do not derive any benefit from the usual antalgic 
therapies. The steroid has a very marked antiphlogis¬ 
tic effect when it comes in close contact with the dis¬ 
eased root, but it is not a substitute for surgical 
intervention when the pain is the result of a severely 
herniated disk. 

Spontaneous Disappearance of Gallstones. M. C. 
Miller. Gastroenterology 31:588-591 (Nov.) 1956 [Balti¬ 
more]. 

A young woman had many attacks of biliary colic 
during pregnancy. One attack occurred during her 
labor and 2 attacks after delivery. Oral cholecystog¬ 
raphy 3 weeks after delivery showed a normally func¬ 
tioning gallbladder containing many small radiolucent 
calculi, presumably of cholesterol. Cholecystectomy 
was advised and laparotomy was performed, but no 
gallstones were found. The gallbladder was opened 
after removal. It contained normal clear bile. The 
mucosa of the gallbladder was rather whitish and a 
little roughened in color and appearance. Surgery for 
cholelithiasis in the immediate postpartum period 
should be deferred for several months and cholecys¬ 
tography routinely repeated before surgical interven¬ 
tion. The literature fails to reveal a similar case report. 

The Gastric Condition in Patients with Pulmonary 
Tuberculosis: Its Alterations in the Course of Treat¬ 
ment with Antibiotics. J. Chenebault and P. Bertin. 
Semaine hop. Paris 67:3497-3505 (Nov. 14) 1956 (In 
French) [Paris]. 

An exact picture of the condition of the stomach in 
patients with pulmonary tuberculosis has been ob¬ 
tained by the study of the gastric secretion occurring 
after histamine stimulation. Gastric intubation was the 
method of choice. It was used in 115 patients with pul¬ 
monary tuberculosis and without previous gastric dis¬ 
turbances. Ninety patients (78.2%) were less than 40 
years old. Forty-eight (41.7%) had symptoms of pul¬ 
monary tuberculosis for less than 6 months since then- 
admission to hospital. Gastric alterations were found 
in 108 patients (93.9%), 70 of whom were men and 38 
women. Forty-eight of these had mild symptoms of 
gastritis and 60 (50.8%) had moderate or severe gastric 
symptoms. Gastritis led in all patients to hypochlor- 
hydria and gradually to achlorhydria. Gastritis depend¬ 
ed on the extent of the pulmonary lesions, but there 
did not seem to be any correlation between the dura¬ 
tion of the pulmonary lesions and the severity of gas- 
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Lente Insulin: Four Years’ Experience. A. G. Spencer 
and M. E. Morgans. Lancet 2:1013-1017 (Nov. 17) 
1956 [London], 

The addition of small amounts of zinc to insulin in 
an acetate buffer depresses the solubility of the insulin 
and prolongs its absorption. By adjustment of the pH 
a quick-acting amorphous (“Semilente”) insulin and a 
long-acting crystalline (“Ultralente”) preparation were 
made. These insulin-zinc suspensions were stable on 
mixing, and in the proportions of 30% amorphous to 
70% crystalline they form the preparation “Lente” in¬ 
sulin. Two hundred diabetic patients attending the 
clinic at University College Hospital in London were 
treated with lente insulin. The length of treatment 
with this preparation ranged from 6 months to 4 years, 
the majority of patients having been maintained on 
lente insulin for more than a year. Treatment with 
this form of insulin was begun in the outpatient dia¬ 
betic clinic in 177 patients, only 23 being admitted to 
hospital for this purpose. The calorie value of the diet 
and the proportions of carbohydrate, fat, and protein 
were not changed, but the distribution of the food 
throughout the day was altered to provide substan¬ 
tial snacks at 11 a. m. and 10 p. m., the size of these 
varying with the nature of the patient’s work. The 
starting dose of lente insulin was usually equal to the 
total previous daily dose of insulin plus 10%, and this 
was subsequently adjusted as necessary. For the first 
few' w'eeks patients attended the clinic at weekly in¬ 
tervals, gradually lengthening to intervals of 2 or 3 
months. 

The differences in action between lente insulin and 
the older types of insulin were explained to each 
patient, and they had 2 or more interviews with the 
dietician to make certain that the proper adjustments 
to the diet had been made. The urinary sugar level 
was estimated twice daily, and the patients w'ere 
v'eighed at weekly intervals in the early stages of the 
treatment. Serial blood-sugar estimations w'ere used 
to assist control when the management by urine tests 
w’as unsatisfactory. It w'as demonstrated that most 
patients (83%) could be well controlled on a single 
injection of lente insulin and that many (36%) w'ere 
improved by the transfer from their old insulins. With 
an intelligent and cooperative patient, the change to 
lente insulin can be made safely under supervision 
from the outpatient diabetic clinic. 

Treatment of Hodgkin’s Granuloma, Chronic Lym¬ 
phatic Leukaemia, Polycytliaemia Vera, and Other 
Reticuloses with Triethylenethiophosphoramide. B. J. 
Leonard, M. C. G. Israels and J. F. Wilkinson. Lancet 
2:1017-1021 (Nov. 17) 1956 [London], 

The advantages claimed for triethylenethiophos¬ 
phoramide (thio-T. E. P. A.) over the intravenously ad¬ 
ministered alkylamines (nitrogen mustards) were that 
it could be given intramuscularly without pain or local 
discomfort; it did not cause nausea or vomiting; and 
associated depression of the bone marrow w'as revers¬ 
ible on discontinuance of the treatment. The authors 
describe their experience with thio-T. E. P. A. in 54 
patients with various diseases of-the hemopoietic and 
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reticuloendothelial systems, such as polycythemia vera, 
chronic lymphatic leukemia, lymphoid reticulosis 
follicular lymphoreticulosis, Hodgkin’s granuloma 
reticulum-cell reticulosis, and reticulosarcoma. Be¬ 
cause of the consistently poor results reported for 
acute leukemia, no such cases were treated, and be¬ 
cause satisfactory oral and intravenous preparations 
are available for chronic myeloid leukemia such cases 
w'ere also excluded from this trial. 

Thio-T. E. P. A. produced good clinical and hemato¬ 
logical remissions in polycythemia vera for periods of 
up to 14 months; and, when further treatment was 
needed, further remissions were produced. Thio- 
T. E. P. A. w'as also effective in some cases of Hodg¬ 
kin’s granuloma, lymphoid reticulosis, and follicular 
lymphoreticulosis where the disease was detectable 
mainly in peripheral glands, but it was not so effective 
wdien the mediastinal nodes, liver, and spleen were in¬ 
volved. Thio-T. E. P. A. was shown to be capable of 
diminishing the lymph node masses, liver, spleen, and 
white blood cell count in chronic lymphatic leukemia. 
Thio-T. E. P. A. was found easy to administer and rela¬ 
tively easy to control, except in 2 described patients 
with chronic lymphatic leukemia with initially low 
platelet counts. Thio-T. E. P. A. should not be given 
when the platelet count is low. 


Postbulbar Duodenal Spasm Syndrome: 1. Incidence, 
Diagnosis, and Treatment. Z. T. Bercovitz. New York 
J. Med. 56:3664-3672 (Dec. 1) 1956 [New York]. 


The author reports on 128 men and 102 women with 
evidence on roentgenograms of postbulbar spasm in¬ 
volving the descending portion of the duodenum. Five 
patients were less than 20 years old and 8 were over 
70 years, but the largest number of patients (76) were 
betw'een the ages of 40 and 49. One hundred eighty- 
four patients (S0%) had abdominal pain and 151 (66%) 
had diarrhea; generalized abdominal pain and diar¬ 
rhea in the same patient occurred in 121 (53%). Unex¬ 
plained biliary tract type of symptoms were observed 
in 47 patients (20%). All these symptoms formed a 
clinical syndrome of gastrointestinal invalidism with¬ 
out specificity that apparently' resulted from postbul¬ 
bar duodenal spasm. Controlled x-rays studies showed 
evidence of relaxation of postbulbar duodenal spasm 
in 69 (95%) of 73 patients who were treated with pro¬ 
pantheline (probanthine) bromide. There was also 
inhibition of hypermotility of the small intestine and 
relaxation of spasm in 28 of 31 patients. 

Clinical improvement was recorded in 89 (83%) °* 
114 patients xvho received propantheline bromide for 
long enough periods to make therapeutic evaluation 
possible. The initial dose was usually 30 mg. 3 times 
daily' with meals and at bedtime. Some patients re¬ 
quired larger doses for control of severe diarrhea anc 
abdominal pain, such as 45 mg. at bedtime or even 45 
mg. 4 times daily. Fifteen milligrams 3 times a day 
with meals and at bedtime, or the same daytime dose 
but 30 mg. at bedtime, were found to be adequate for 
the prolonged program of treatment. A so-called main¬ 
tenance program of 30 mg. at bedtime with 1 or 215- 
mg. doses during the day was found to be adequate 



Vol. 1G3, No. G 


MEDICAL LITERATURE ABSTRACTS 


493 


in most patients as they progressed and improved. The 
main cause of failure of therapy was inadequacy of 
dosage. No evidence of toxicity, cumulative side- 
effects, or loss of efficacy were observed despite con¬ 
tinuous administration of the drug for more than 3 
years. No sedatives or opiates were found necessary. 
Only dimenhydrinate (Dramamine) or diphenhydra¬ 
mine (Benadryl) hydrochloride, in doses of 50 mg. at 
night or in smaller daytime doses, were used for their 
antispasmodic action in excitable and nervous patients. 
Full, unrestricted diet, except for alcohol in any form, 
was urged in all cases. Psychotherapy was not re¬ 
quired. 

Effect of Corticotrophin on Secretion of Aldosterone. 
A. F. Muller, A. M. Riondel and E. L. Manning. Lan¬ 
cet 2:1021-1024 (Nov. 17) 1956 [London], 

The effect of corticotropin on the secretion of aldo¬ 
sterone was studied in patients selected at random and 
in several healthy people under strictly controlled but 
differing metabolic conditions. The experiments 
proved that corticotropin stimulates the adrenal cortex 
to secrete aldosterone, but there was a striking divers¬ 
ity in results. This can be explained by earlier investi¬ 
gations, which proved that there is a homeostatic 
corticotropin-independent regulation of aldosterone 
through body-fluid shifts. In particular, the secretion 
of aldosterone seems to be related to changes of some 
extracellular fluid volume: expansion decreases urin¬ 
ary excretion of aldosterone, and contraction of the 
extracellular compartment increases it. 

Since tire metabolic consequences of the administr a¬ 
tion of corticotropin include expansion of the extra¬ 
cellular fluid, a gain in weight through retention of 
sodium and water, and an internal shift of water from 
the cells to the extracellular compartment—precisely 
the situation that calls for a diminution in the secretion 
of aldosterone—it is not surprising to find the 24-hour 
urinary excretion of aldosterone after the administra¬ 
tion of corticotropin variable and irregular, depending 
on the relative importance of the homeostatic cortico¬ 
tropin-independent regulation, and the metabolic con¬ 
ditions of the experiment. This interpretation explains 
satisfactorily not only the inconsistent and differing 
results of administering corticotropin in preliminary 
studies carried out by the authors but also the contra¬ 
dictory statements that have been published about 
the effect of corticotropin on aldosterone. The urinary 
excretion of aldosterone after an injection of cortico¬ 
tropin always represents the resultant of a homeostatic 
mechanism and of stimulation by corticotropin. 

Observations on 100 Patients with Sciatica Treated 
with Intraspinal Injections of Hydrocortisone Acetate. 
E. Barbaso. Minerva med. 47:1152-1154 (Oct. 13) 1956 
(In Italian) [Turin, Italy], 

One hundred patients with sciatica were treated 
with intraspinal injections of 1 cc. (25 mg.) of hydro¬ 
cortisone acetate. Fifty patients received 1 injection, 
49 received 2 injections and 1 received 3 injections. 
Headache occurred after 28 injections (18.5%), fever 
after 13 (8.8%), and diffuse pain in the neck after 11 


(7.3%). The results were very good in 13 patients, good 
in 24, fair in 23, and poor in 25; 15 patients were 
therapeutic failures. The effects were still present in 
some patients examined several months after the in¬ 
jection, but in others they lasted a few weeks and in 
still others a few days only. Eight patients were ex¬ 
amined 8 to 12 months after they had received die 
injection and had shown good results; 7 of these pa¬ 
tients were still in very good health, and 1 had a 
relapse of sciatica with very severe pains 40 days after 
the injection. 

Intraspinal injections of hydrocortisone acetate are 
advised mainly for patients with severe symptoms who 
do not derive any benefit from the usual antalgic 
therapies. The steroid has a very marked antiphlogis¬ 
tic effect when it comes in close contact with die dis¬ 
eased root, but it is not a substitute for surgical 
intervention when the pain is the result of a severely 
herniated disk. 

Spontaneous Disappearance of Gallstones. M. C. 
Miller. Gastroenterology 31:588-591 (Nov.) 1956 [Balti¬ 
more]. 

A young woman had many attacks of biliary colic 
during pregnancy. One attack occurred during her 
labor and 2 attacks after delivery. Oral cholecystog¬ 
raphy 3 weeks after delivery showed a normally func¬ 
tioning gallbladder containing many small radiolucent 
calculi, presumably of cholesterol. Cholecystectomy 
was advised and laparotomy was performed, but no 
gallstones were found. The gallbladder was opened 
after removal. It contained normal clear bile. The 
mucosa of the gallbladder was rather whitish and a 
little roughened in color and appearance. Surgery for 
cholelithiasis in the immediate postpartum period 
should be deferred for several months and cholecys¬ 
tography routinely repeated before surgical interven¬ 
tion. The literature fails to reveal a similar case report. 

The Gastric Condition in Patients with Pulmonary 
Tuberculosis: Its Alterations in the Course of Treat¬ 
ment with Antibiotics. J. Chenebault and P. Bertin. 
Semaine hop. Paris 67:3497-3505 (Nov. 14) 1956 (In 
French) [Paris]. 

An exact picture of the condition of tire stomach in 
patients with pulmonary tuberculosis has been ob¬ 
tained by the study of the gastric secretion occurring 
after histamine stimulation. Gastric intubation was the 
method of choice. It was used in 115 patients with pul¬ 
monary tuberculosis and without previous gastric dis¬ 
turbances. Ninety patients (78.2%) were less than 40 
years old. Forty-eight (41.7%) had symptoms of pul¬ 
monary tuberculosis for less than 6 months since their 
admission to hospital. Gastric alterations were found 
in 108 patients (93.9%), 70 of whom were men and 38 
women. Forty-eight of these had mild symptoms of 
gastritis and 60 (50.8%) had moderate or severe gastric 
symptoms. Gastritis led in all patients to hypochlor- 
hydria and gradually to achlorhydria. Gastritis depend¬ 
ed on the extent of the pulmonary lesions, but there 
did not seem to be any correlation between the dura¬ 
tion of the pulmonary' lesions and the severity' of gas- 
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trie disease. Pulmonary tuberculosis produced gastric 
disorders by a mechanism not yet well understood. 
Notable improvement of gastritis occurred after 30- 
to-40-day treatment with antibiotics, which probably 
act directly on the gastric secretion. Isoniazid was 
effective by its antiallergic and antispasmodic action. 
The effect of aminosalicylic acid on the stomach in 
10 patients was studied with the aid of gastric intuba¬ 
tion. High gastric acidity (total and free) was observed 
in 5 of these patients (50%). This finding suggests that 
gastralgia that occurs in patients with pulmonary tu¬ 
berculosis treated with aminosalicylic acid is caused 
by the hyperacidity. 

Typhoid Form of Infectious Mononucleosis. E. Dahl. 
Nord. med. 56:1493-1495 (Oct. 11) 1956 (In Norwegian) 
[Stockholm]. 

Of the 3 forms of infectious mononucleosis com¬ 
monly considered, the glandular, the anginous, and 
the typhoid, the last-named is the most difficult to di¬ 
agnose. Fever dominates, and there may not be pal¬ 
pable lymph nodes. The onset may be sudden, with 
exanthem after some days; the spleen is often enlarged. 
The Widal and Paul-Bunnell reactions can establish 
the diagnosis. Recurrence is frequent, and the course 
is usually more protracted than in the other forms. 
The lungs and bronchial lj’mph nodes are infrequently 
affected. In the case presented, in a woman aged 29, 
these organs were apparently the first to be affected, 
and later also the liver. The symptoms were compli¬ 
cated by intestinal hemorrhage. There was constant 
cough, with pain in the thorax. Improvement, both 
subjective and objective, did not set in until after 
pneumothorax had occurred. Recovery is ascribed to 
the administration of massive doses of corticotropin. 
Chloramphenicol was the only antibiotic to produce 
any effect. 

Early Diagnosis of Pernicious Anemia with Report of 
Case. H. P. 0. Kristensen and A. S. Olesen. Ugesk. 
huger 118:1228-1231 (Oct. 18) 1956 (In Danish) [Co¬ 
penhagen], 

The importance of determination of the vitamin 
B content of the plasma as a supplement to exami¬ 
nation of the bone marrow in the diagnosis of incipient 
pernicious anemia is illustrated by a case in which 
there was a combination of moderately grave achylic 
iron deficiency anemia and beginning pernicious 
anemia. Treatment with iron fully normalized the 
hemoglobin percentage, but the vitamin B,- content 
of the plasma was reduced. Repeated examination of 
the bone marrow after treatment with iron revealed 
distinct megaloblastic changes, which disappeared on 
parenteral treatment with vitamin B 1= . Recognition 
of megaloblastic changes in the bone marrow early in 
pernicious anemia may be difficult. If beginning meg¬ 
aloblastic changes in the bone marrow are suspected 
in patients with simultaneous signs of iron deficiency, 
the plasma B rj level should be determined and exam¬ 
ination of the bone marrow repeated after energetic 
treatment with iron. 


SURGERY 

The Surgical Treatment of Chronic Constrictive Peri¬ 
carditis. W. G. Bigelow, F. G. Dolan, D. R. Wilson 
and R. W. Gunton. Canacl. M. A. J. 75:814-819 (Nov. 
15) 1956 [Toronto]. 

A radical excision of a constricting pericardium or 
a subtotal pericardectomy was performed in 13 pa¬ 
tients between the ages of 16 and 56 years with con¬ 
strictive pericarditis. The venous pressure was elevated 
in all patients, the average venous pressure being 24 
mm. of sodium chloride solution. Twelve patients had 
signs of failure of the right side of the heart. All pa¬ 
tients were prepared for the operation with digitalis 
and were maintained on this drug for several months 
after the operation to prevent dilatation of the heart, 
which may occur after removal of the pericardium. 
A trans-sternal incision, with both sides of the chest 
open, allowed a subtotal pericardectomy with the 
greatest safety. All the pericardium lying over the 
ventricles was removed, including the apex and dia¬ 
phragmatic surface. Both venae cavae and both lung 
roots were dissected free in all patients. Four of the 
13 patients who were considered poor operative risks 
were operated on with the aid of hypothermia at a 
body temperature of from 30 to 31 C (86 to 87.8 F). 

There was one operative death, in a patient with 
preexisting but unrecognized coronary disease. One 
postoperative death was caused by hepatic insuffi¬ 
ciency in a patient in the terminal stage of his disease 
with advanced pulmonary fibrosis and cardiac cirrho¬ 
sis. One of the 11 survivors was operated on too re¬ 
cently for proper evaluation. The remaining 10 patients 
were followed up from 14 months to 3 years, with an 
average of 2 years. Seven obtained excellent results. 
There was continued improvement in venous pressure, 
circulation time, total blood volume, and cardiac out¬ 
put. Preoperative edema and jugular distension dis¬ 
appeared. Two patients obtained good results, and 
one patient obtained fair results but was improving. 
Clinical results and hemodynamic studies would sug¬ 
gest that adequate excision of the pericardium is an 
important factor in success. 

Peripheral Embolism. L, E. Laurent and R. Gordin. 
Finska liik.-sallsk. handl. 99:28-39, 1956 (In Swedish) 
[Helsinki], 

From 1933 to 1955,105 patients (42 men, 63 women 
over one-third aged more than 70) with peripheral 
embolism were treated in Maria Hospital in Helsinki. 
Ninety had cardiac defects. Embolectomv was done 
in 23 patients, 47 received conservative treatment with 
anticoagulants, and 35 were treated conservatively 
without anticoagulants; amputation for gangrene was 
performed in 27 patients. Fifty patients were dis¬ 
charged with good peripheral circulation, 12 were dis¬ 
charged after amputation for gangrene, and 43 died. 
The results in patients with embolism of the aortic 
bifurcation, and the iliac and the femoral artery were 
especially poor. The outcome of conservative treat¬ 
ment combined with anticoagulants in patients with 
embolism in the arm, the popliteal artery, and distal 



Vol. 103, No. (i 


MEDICAL LITERATURE ABSTRACTS 


495 


to it was good, and embolectomy rarely seemed to be 
indicated. The prognosis for life is uncertain because 
of the basic disease and the age of the patients. If im¬ 
mediate conservative treatment with administration 
of anticoagulants does not result in improvement with¬ 
in a few hours, embolectomy must be performed and 
followed by anticoagulation treatment. To improve 
the result of treatment of peripheral embolism it is 
important to have a consistent therapeutic plan. 

Chemodectoma of the Glomus Intravagale: Report of 
Two Cases: One with Regional Lymph Node Metas- 
tases. K. B. Coldwater and D. R. Dirks. Surgery 40: 
1069-10S0 (Dec.) 1956 [St. Louis]. 

Chemodectomas in the upper part of the neck usu¬ 
ally arising from the carotid body or glomus jugulare 
are also known as nonchromaffin paragangliomas, 
carotid-body-like tumors, and receptomas. Two cases 
are presented that the authors believe represent the 
eighth and ninth recorded chemodectomas, or non¬ 
chromaffin paragangliomas, arising in the glomus in¬ 
travagale, and the second case is the first such tumor 
observed with regional lymph node metastases, al¬ 
though widespread bony metastases from this tumor 
were reported by Burman, in 1955. The 2 patients 
presented clinical symptoms suggesting chemoreceptor 
activity and vagal dysfunction: “blacking out” spells 
following exertion with its concomitant hyperventi¬ 
lation, postprandial epigastric pain, sweating, vomit¬ 
ing, dizziness, and palpitation in case 1; “blacking out,” 
hypotension, and unusual carotid sinus sensitivity re¬ 
lieved bilaterally by operation in case 2. 

Nodular clusters of nonchromaffin paraganglionic 
tissue identical to that described in these tumors have 
been found in 5 locations in the body: (1) the region of 
the bifurcation of the common carotid artery, the 
carotid body,- (2) near the aortic arch, the aortic bodies; 
(3) the adventitia of the dome of the jugular bulb and 
along the course of the ramus tympanicus of the glos¬ 
sopharyngeal nerve (glomus jugulare and paraganglion 
tympanicum); (4) the region of the ganglion nodosum 
of tire vagus nerve (paraganglion or glomus intrava¬ 
gale or juxtavagale); and (5) the region of tire ciliary 
ganglion (paraganglion ciliare). It has been suggested 
that these tissue collections represent the components 
of a nonchromaffin paraganglionic system or a system 
of chemoreceptor organs. The carotid and aortic 
bodies have been shown to be sensitive to changes in 
oxygen tension, carbon dioxide tension, and blood pH, 
and it seems likely that the collections of histologically 
identical tissue in the other locations listed above may 
have similar function. The majority of chemodectomas 
or nonchromaffin paragangliomas are benign tumors. 
A small percentage that exhibit a less regular histo¬ 
logical pattern invade locally and may metastasize to 
lymph nodes, viscera, or bone. The glomus intravagale 
tumors, as a group, are more aggresive than carotid 
body tumors. Three of the 9 reported cases have ex¬ 
hibited malignant characteristics showing, respective¬ 
ly, local bone invasion, widespread bone metastases, 
and lymph-node metastases. The combination of a 
mass in the neck and symptoms indicating altered 


chemoreceptor and vagal activity should suggest the 
clinical diagnosis of chemodectoma, although the ex¬ 
act site of origin of the lesion may not be apparent un¬ 
til after surgical exposure. 

Considerations on 100 Patients with Bilateral Cancer 
of the Breast. P. Bucalossi, V. C. Catania and T. Rock. 
Turnori 42:538-558 (July-Aug.) 1956 (In Italian) [Mi¬ 
lan, Italy]. 

The authors studied 3,600 patients with carcinoma 
of the breast who were admitted to the National Insti¬ 
tute for the study and treatment of tumors in Milan, 
Italy, between 1928 and December, 1955. Bilateral 
carcinoma of the breast was present in 197 patients. A 
report is made on 100 of these patients; the remaining 
97 were excluded either because the spread of carci¬ 
noma from one breast to the other was caused by 
lymphangitis or because the carcinoma of the contra¬ 
lateral breast was preceded by a local relapse of/or a 
distal lymph node metastasis caused by the original 
tumor, or because visceral or bone metastasis preceded 
or occurred simultaneously with the tumor in tire other 
breast. Bilateral breast carcinoma occurred simulta¬ 
neously in 26 of 100 patients reported on and occurred 
successively in the other 74. Studies made on the his¬ 
tory of the 100 patients showed that their genital life 
was longer than the genital life of patients with other 
types of carcinoma. The quadrant of the breast in 
which the carcinoma was present had no relation to 
the classic route of lymphatic spread. The prognosis 
was more unfavorable in patients with metastasis to 
the lymph nodes of the internal mammary chain. Re¬ 
sults 5 years after surgical treatment in patients with 
unilateral breast carcinoma were not different from 
those in patients with bilateral breast carcinoma. The 
results depended rather on the invasion of the regional 
lymph nodes. The so-called prophylactic removal of 
the healthy breast did not improve the results obtained 
after 5 years. 

Late Results of Surgical Treatment for Thyrotoxicosis. 
S. Borgstrom. Acta chir. scandinav. 111:351-368 (No. 
5) 1956 (In English) [Stockholm]. 

Three hundred seventy-nine patients with thyrotox¬ 
icosis underwent primary subtotal thyroidectomy at 
the department of surgery, Lund Lasarett, during the 
period 1926 to 1939. Three hundi-ed sixty of them 
were under observation for from 15 to 28 years; 14 
patients died during the first postoperative years, and 
5 could not be traced. Ninety-four of the remaining 
patients died during the period of observation. Follow¬ 
up examinations were started in 1946 and continued 
until the end of 1954 in 297 patients. Preoperative 
basal metabolic rate, age at operation, sex distribution, 
and proportion of nodular and diffuse goiter do not 
differ to any noteworthy degree from those of other 
authors’ series. Eleven patients had received contin¬ 
uous thyroid therapy for hypothyroidism, for from 6 
to 20 years. Seventeen patients (5.7%) required treat¬ 
ment for postoperative tetany. The incidence of post¬ 
operative tetany was high and the onset of recurrences 
late. These two observations suggest that the operation 
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was radical. Postoperative vocal change occurred in 
46% of the patients with a singing voice, consisting in 
45% of deterioration. Postoperative vocal change was 
noted in 12% of the patients lacking a singing voice; 
one voice had become clearer. One hundred thirteen 
patients underwent laryngoscopy; the recurrent laryn¬ 
geal nerve palsy was noted in 2 patients (1.8%). No 
instance of bilateral involvement has occurred. Sev¬ 
enty-one patients (24%) reported a permanent anxiety 
state. Eighteen patients have been or are still hospital¬ 
ized in mental homes. Two committed suicide. The 
high proportion of emotionally unstable patients is not 
due to a current increase in the basal metabolic rate. 
Excessive mortality among the female patients (95- 
99%) operated on for toxic goiter occurred after the 
first 5 postoperative years, and is due solely to the 
large number of deaths from disease of the circulatory 
system. A relation between excessive mortality from 
disease of the circulatory system and preceding 
thyrotoxicosis may exist. The chain of evolution runs 
from toxic goiter, which produces brain damage, 
through emotional instability with resulting hyperten¬ 
sion, to an excessive mortality from cardiovascular 
disease. Thyrotoxic patients should be kept under ob¬ 
servation throughout their lifetime, not only for hypo¬ 
thyroidism and hyperthyroidism, but also for changes 
in the emotional and cardiovascular states. 

Postgastrectomy Syndrome. H. K. Lassen. Acta med. 
scandinav. 155:475-483 (No. 6) 1956 (In English) 
[Stockholm], 

The sequelae that may develop after gastric resec¬ 
tion for gastric or duodenal ulcer consists of dumping, 
weight loss, anemia, neurasthenia, recurrent ulcer, 
jejunal or marginal ulcer, hemorrhage, cancer of the 
stomach stump, biliary regurgitation, diarrhea or con¬ 
stipation, difficulties in gastric emptying, gastritis, 
anastomositis or jejunitis, vitamin deficiencies, and 
pulmonary tuberculosis. 

Two hundred twenty-one patients between the ages 
of 20 and 76 years with gastric or duodenal ulcer who 
underwent some form of surgical treatment, such as 
gastric resection, gastroenterostomy, or vagotomy, 
at the surgical department of the Central Hospital in 
Randers, Denmark, between 1948 and 1953 were 
studied with regard to the occurrence of the sequels. 
One hundred sixty-five of the 221 patients survived. 
Excellent results were obtained in 86 (52.8%, group 1) 
of the 163 patients, fair results in 61 (37.4%, group 2) 
and poor results in 16 (9.8%, group 3). Mild to mod¬ 
erate dumping occurred in 54 patients of group 2 and 
5 of group 3. Fifteen patients of group 1, 27 of group 
2, and 9 of group 3 were underweight. Four patients 
of group 1, 3 of group 2, and 1 of group 3 had a 
tendency to diarrhea. Constipation occurred in 1 pa¬ 
tient of group 1, in 8 of group 2, and in 2 of group 3. 
Only 5 of the 147 patients in whom the hemoglobin 
level was determined had a hemoglobin level below 
S0%, the lowest being 45%. Recurrent, jejunal, or 
anastomotic ulcers were not detected, and no late 
hemorrhages were observed after gastrectomy. Cancer 
of the gastric stump did not occur. Difficulties in 
gastric emptying were observed in some patients. Two 


patients were depressed, and one had hysterical 
paresis of one arm. Active pulmonary tuberculosis oc¬ 
curred in 2 patients. 

Gastrectomy is the operation of choice to relieve 
ulcer symptoms of long duration. In an attempt to 
assess the results of gastrectomy in patients with 
peptic ulcer, one should compare the postoperative 
condition with that during the ulcer disease and not 
with the condition before the onset of the ulcer. 


Collagen Disease of the Small Bowel. I. Marshall. New 
England J. Med. 255:978-983 (Nov. 22) 1956 [Boston], 

The term collagen disease implies a systemic altera¬ 
tion of the connective tissue as seen in rheumatic 
fever, lupus erythematosus disseminatus, generalized 
scleroderma, dermatomyositis, serum sickness, peri¬ 
arteritis nodosa, and possibly intestinal lipodystrophy 
(Whipple’s disease). The histories of 3 patients with 
collagen disease primarily of the small intestine but 
also of other areas are presented. The first patient, a 
47-year-old man, presented scleroderma and Ray¬ 
naud’s phenomenon in all 4 extremities. X-ray studies 
demonstrated delayed motility of the upper jejunum 
as well as an increased caliber and diminished peri¬ 
stalsis of the small intestine. Two laparotomies at in¬ 
tervals of 9 months revealed the gross aspects of the 
early and late stages, and these together with the 
microscopic findings validated the diagnosis. The re¬ 
section of the diseased intestine resulted in recovery. 
This is the first case successfully treated by surgery. 
In the second patient, a 35-year-old woman, no clin¬ 
ical signs of scleroderma were observed, although the 
microscopic examination with Ritter-Oleson periodic 
acid stain revealed generalized scleroderma involving 
the skin, esophagus, small intestine, lung, kidneys, 
and heart and even the pancreas, liver, spleen, and 
bone marrow. The correct diagnosis was established 
at autopsy. X-ray studies of the gastrointestinal tract 
showed dilation, with barium retention and dimin¬ 
ished peristalsis. The gross gastrointestinal changes 
characterized by gray areas and enlarged regional 
mesenteric lymph nodes are typical of tire late stage 
corresponding to advanced polymerization of the 
mucopolysaccharides. The third patient, a 23 -year-old 
man, had pain and distention of the upper part of the 
abdomen after food ingestion, but x-ray changes and 
the peripheral signs of scleroderma and Raynaud s 
phenomena were absent. Laparotomy and histological 
studies established the diagnosis. 

Involvement of the skin or Raynaud’s phenomenon 
was not always present in these patients. The appear¬ 
ance of the intestine in the early stages of collagen 
disease, characterized by edema, diminished tone and 
peristalsis, and enlax-ged caliber, associated with en¬ 
larged, soft lymph nodes and dilated radial lymphatics 
filled with white substance, provides an added means 
of identification. The late stage of collagen disease o 
the small intestine is characterized by white, sclerosec 
serosal surfaces and diminished tone and peristalsis, 
with hard, palpable lymph nodes. Intestinal hp°" 
dystrophy (Whipple’s disease) is associated with en¬ 
larged, soft lymph nodes. The mesentery in these 
cases also showed fatty infiltration. A recent study 
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with mucopolysaccharide stains showed that the 
“fatty substance,” which was supposed to occupy the 
vacuoles and was regarded as diagnostic of intestinal 
lipodystrophy, is really collagen ground substance. In¬ 
testinal lipodystrophy may be another form of collagen 
disease. 

Massive Hemorrhage from Peptic Ulcer Following 
Operation or Trauma: A Report of Seven Cases with 
Six Recoveries. I. Goldfarb and H. C. Saltzstein. Gas¬ 
troenterology 31:525-529 (Nov.) 1956 [Baltimore]. 

The occurrence of peptic ulcer in the period follow¬ 
ing an operation for an unrelated condition (or trauma) 
has recently been emphasized. Seven patients with 
severe peptic ulcer following major surgery were re¬ 
ported. Intestinal hemorrhage occurred in 1 patient. 
It responded to 1,500 cc. of blood given daily for sev¬ 
eral days. X-ray study was negative after 2 months of 
conservative regimen. Recovery followed administra¬ 
tion of 20 pints of blood during 4 days in another 
patient. Elective gastrectomy was necessary here be¬ 
cause of the persistence of symptoms. Emergency 
gastrectomy was required in the other 5 patients. One 
of these died. Tissue hypoxia following operation or 
die stress of trauma and infection is frequent and 
develops insidiously. In burns hemoconeentration may 
dispose to gastrointestinal ulcer. The peptic ulcer is 
often more dangerous than the original disease. These 
patients require emergency gastrectomy even in the 
absence of a previous ulcer history. 

Emergency Gastrectomy as a Preferred Mode of Ther¬ 
apy for Perforated Gastroduodenal Ulcer. F. R. Allen. 
J. Nat. M. A. 48:384-388 (Nov.) 1956 [New York]. 

The principle of emergency gastrectomy as the pre¬ 
ferred method of treatment for perforated ulcer was 
adopted on the surgical service of Harlem Hospital in 
New York City. Thirty-six patients with perforated 
peptic (duodenal) ulcers and 2 with perforated carci¬ 
nomatous (gastric) ulcers were operated on. Fifteen 
of the 38 patients were subjected to a primary gas¬ 
trectomy, 18 to a simple closure of the perforation, and 
5 to a delayed gastrectomy between the 14th and 21st 
day after the perforation. The chief requisite for the 
gastrectomy has been that the patient be in good con¬ 
dition at the time of the operation. Gastric resection 
can be performed safely with time between perfora¬ 
tion and operation beyond the 8-hour limit, and pa¬ 
tients over 60 years of age can be safely treated by 
gastrectomy. An appraisal of the physiological rather 
than the chronological age proved to be the pertinent 
factor as to determine the feasibility of a gastrectomy. 

The emergency gastrectomy requirements are the 
same as those for the elective procedure, namely, re¬ 
moval of the ulcer and the pylorus; a high gastrectomy 
(75 or 80% of the stomach). The author favors the Hof- 
meister antecolic gastrectomy with isoperistaltic or 
antiperistaltic gastrojejunostomy. He also favors plac¬ 
ing a Penrose drain adjacent to the closed duodenal 
stump and bringing it out through a subcostal stab 
wound incision. The operation is performed with tire 
aid of general anesthesia, preferably intratracheal. 


Blood transfusions are given during the operation. 
Penicillin, streptomycin, or the broad-spectrum type 
antibiotics are administered postoperatively, and naso¬ 
gastric suction is instituted for 48 to 72 hours postop¬ 
eratively. Vitamins are given in large doses. 

None of the 15 patients subjected to subtotal gas¬ 
trectomy died. Five (22.2%) of the 18 patients with 
perforated ulcers treated by simple closure died. De¬ 
lirium tremens, peritonitis, and pneumonia were the 
chief causes of death. The time between perforation 
and operation was 10, 11, 15, 48, and 96 hours respec¬ 
tively. The ages of the 5 patients were 31, 48, 49, 54, 
and 55 years. No death occurred among the 5 patients 
who after simple closure had a delayed gastrectomy 
on the 14th, 15th, 18th, 20th, and 21st days respec¬ 
tively. 


NEUROLOGY & PSYCHIATRY 

Unusual EEG in Unconscious Patient with Brain Stem 
Atrophy. A. Lundervold, T. Hauge and A. C. Loken. 
Electroencephalog. & Clin. Neurophysiol. 8:665-670 
(Nov.) 1956 [Montreal, Canada]. 

A 63-vear-old man was admitted to the neurosurg¬ 
ical department of the University Hospital in Oslo 
with clinical signs indicating a bulbar lesion. To con¬ 
firm the suspected vascular lesion of the brain stem 
an injection of 6 ml. of Thorotrast was made into the 
right vertebral artery. Three minutes after the injec¬ 
tion a pronounced aggravation of his bulbar signs 
was evident and the patient became unconscious. 
There was no response to pain stimuli. There was 
hypotonic quadriplegia, and, after some weeks, loss 
of all deep reflexes. The arteriogram showed contrast 
filling of the arteries of the brain stem, including the 
superior cerebellar arteries, but not of the posterior 
cerebral arteries. The patient’s clinical condition re¬ 
mained unchanged for a year and a half, when he 
suddenly succumbed to coronary thrombosis. The 
autopsy revealed arteriosclerosis of the vertebral ar¬ 
terial system and an obliterated saccular aneurysm at 
the top of the basilar artery obstructing the passage 
of contrast medium from the basilar to the posterior 
cerebral arteries; this explained the nonfilling of 
these arteries in the arteriogram. The cerebellar cor¬ 
tex, the dentate nuclei, and the roof nuclei were for 
the most part destroyed. 

During the patient’s stay in the hospital 17 electro- 
enceplialographic recordings were made, 2 of them 
before the vertebral angiography. No pathological 
cerebral electric activity was recorded in this patient 
either before or after his loss of consciousness. The 
autopsy findings proved the posterior cerebral arteries 
to be filled via the carotid system, which explained 
their nonfilling in the vertebral arteriogram. It would 
seem reasonable therefore to assume that the slow 
waves often described in states of unconsciousness 
are derived from structures supplied by the posterior 
cerebral arteries. These structures are not necessarily 
affected in all cases of unconsciousness, as is shown 
in the present case. Similar cases of normal electro- 
encephalographic recordings in unconscious patients 
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was radical. Postoperative vocal change occurred in 
46% of the patients with a singing voice, consisting in 
45% of deterioration. Postoperative vocal change was 
noted in 12% of the patients lacking a singing voice; 
one voice had become clearer. One hundred thirteen 
patients underwent laryngoscopy; the recurrent laryn¬ 
geal nerve palsy was noted in 2 patients (1.8%). No 
instance of bilateral involvement has occurred. Sev¬ 
enty-one patients (24%) reported a permanent anxiety 
state. Eighteen patients have been or are still hospital¬ 
ized in mental homes. Two committed suicide. The 
high proportion of emotionally unstable patients is not 
due to a current increase in the basal metabolic rate. 
Excessive mortality among the female patients (95- 
99%) operated on for toxic goiter occurred after the 
first 5 postoperative years, and is due solely to the 
large number of deaths from disease of the circulatory 
system. A relation between excessive mortality from 
disease of the circulatory system and preceding 
thyrotoxicosis may exist. The chain of evolution runs 
from toxic goiter, which produces brain damage, 
through emotional instability with resulting hyperten¬ 
sion, to an excessive mortality from cardiovascular 
disease. Thyrotoxic patients should be kept under ob¬ 
servation throughout their lifetime, not only for hypo¬ 
thyroidism and hyperthyroidism, but also for changes 
in the emotional and cardiovascular states. 

Postgastrectomy Syndrome. H. K. Lassen. Acta med. 
scandinav. 155:475-483 (No. 6) 1956 (In English) 
[Stockholm], 

The sequelae that may develop after gastric resec¬ 
tion for gastric or duodenal ulcer consists of dumping, 
weight loss, anemia, neurasthenia, recurrent ulcer, 
jejunal or marginal ulcer, hemorrhage, cancer of tlie 
stomach stump, biliary regurgitation, diarrhea or con¬ 
stipation, difficulties in gastric emptying, gastritis, 
anastomositis or jejunitis, vitamin deficiencies, and 
pulmonary tuberculosis. 

Two hundred twenty-one patients between the ages 
of 20 and 76 years with gastric or duodenal ulcer who 
underwent some form of surgical treatment, such as 
gastric resection, gastroenterostomy, or vagotomy, 
at the surgical department of the Central Hospital in 
Randers, Denmark, between 1948 and 1953 were 
studied with regard to the occurrence of the sequels. 
One hundred sixtv-five of the 221 patients survived. 
Excellent results were obtained in 86 (52.8%, group 1) 
of the 163 patients, fair results in 61 (37.4%, group 2) 
and poor results in 16 (9.8%, group 3). Mild to mod¬ 
erate dumping occurred in 54 patients of group 2 and 
5 of group 3. Fifteen patients of group 1, 27 of group 
2, and 9 of group 3 were underweight. Four patients 
of group 1, 3 of group 2, and 1 of group 3 had a 
tendency to diarrhea. Constipation occurred in I pa¬ 
tient of group 1, in 8 of group 2, and in 2 of group 3. 
Only 5 of the 147 patients in whom the hemoglobin 
level was determined had a hemoglobin level below 
80%, the lowest being 45%. Recurrent, jejunal, or 
anastomotic ulcers were not detected, and no late 
hemorrhages were observed after gastrectomy. Cancer 
of the gastric stump did not occur. Difficulties in 
gastric emptying were observed in some patients. Two 


patients were depressed, and one had hysterical 
paresis of one arm. Active pulmonary tuberculosis oc¬ 
curred in 2 patients. 

Gastrectomy is the operation of choice to relieve 
ulcer symptoms of long duration. In an attempt to 
assess the results of gastrectomy in patients with 
peptic ulcer, one should compare the postoperative 
condition with that during the ulcer disease and not 
with the condition before the onset of the ulcer, 


Collagen Disease of the Small Bowel. I. Marshall, New 
England J. Med. 255:978-983 (Nov. 22) 1956 [Boston], 

The term collagen disease implies a systemic altera¬ 
tion of the connective tissue as seen in rheumatic 
fever, lupus erythematosus disseminatus, generalized 
scleroderma, dermatomyositis, serum sickness, peri¬ 
arteritis nodosa, and possibly intestinal lipodystrophy 
(Whipple s disease). The histories of 3 patients with 
collagen disease primarily of the small intestine but 
also of other areas are presented. The first patient, a 
47-year-old man, presented scleroderma and Ray¬ 
naud’s phenomenon in all 4 extremities. X-ray studies 
demonstrated delayed motility of the upper jejunum 
as well as an increased caliber and diminished peri¬ 
stalsis of the small intestine. Two laparotomies at in¬ 
tervals of 9 months revealed the gross aspects of the 
early and late stages, and these together with the 
microscopic findings validated the diagnosis. The re¬ 
section of the diseased intestine resulted in recovery- 
This is the first case successfully treated by surgery. 
In the second patient, a 35-year-old woman, no clin¬ 
ical signs of scleroderma were observed, although the 
microscopic examination with Ritter-Oleson periodic 
acid stain revealed generalized scleroderma involving 
the skin, esophagus, small intestine, lung, kidneys, 
and heart and even the pancreas, liver, spleen, and 
bone marrow. The correct diagnosis was established 
at autopsy. X-ray studies of the gastrointestinal tract 
showed dilation, with barium retention and dimin¬ 
ished peristalsis. The gross gastrointestinal changes 
characterized by gray' areas and enlarged regional 
mesenteric lymph nodes are typical of the late stage 
corresponding to advanced polymerization of 
mucopolysaccharides. The third patient, a 23-year-old 
man, had pain and distention of the upper part of the 
abdomen after food ingestion, but x-ray changes and 
the peripheral signs of scleroderma and Raynaud s 
phenomena were absent. Laparotomy and histologic* 1 
studies established the diagnosis. 

Involvement of the skin or Raynaud’s phenomenon 
was not a!way's present in these patients. The appear* 
ance of the intestine in the early stages of collagen 
disease, characterized by edema, diminished tone ant 
peristalsis, and enlarged caliber, associated with en¬ 
larged, soft lymph nodes and dilated radial lymphatics 
filled with white substance, provides an added means 
of identification. The late stage of collagen disease o 
the small intestine is characterized by white, sclerose 
serosal surfaces and diminished tone and peristalsis, 
with hard, palpable lymph nodes. Intestinal lip 0 ' 
dystrophy (Whipple’s disease) is associated with en¬ 
larged, soft lymph nodes. The mesentery in these 
cases also showed fatty infiltration. A recent study 
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with mucopolysaccharide stains showed that the 
“fatty substance,” which was supposed to occupy the 
vacuoles and was regarded as diagnostic of intestinal 
lipodystrophy, is really collagen ground substance. In¬ 
testinal lipodystrophy may be another form of collagen 
disease. 

Massive Hemorrhage from Peptic Ulcer Following 
Operation or Trauma: A Report of Seven Cases with 
Six Recoveries. I. Goldfarb and H. C. Saltzstein. Gas¬ 
troenterology 31:525-529 (Nov.) 1956 [Baltimore], 

The occurrence of peptic ulcer in the period follow¬ 
ing an operation for an unrelated condition (or trauma) 
has recently been emphasized. Seven patients with 
severe peptic ulcer following major surgery were re¬ 
ported. Intestinal hemorrhage occurred in 1 patient. 
It responded to 1,500 cc. of blood given daily for sev¬ 
eral days. X-ray study was negative after 2 months of 
conservative regimen. Recovery followed administra¬ 
tion of 20 pints of blood during 4 days in another 
patient. Elective gastrectomy was necessary here be¬ 
cause of the persistence of symptoms. Emergency 
gastrectomy was required in the other 5 patients. One 
of these died. Tissue hypoxia following operation or 
the stress of trauma and infection is frequent and 
develops insidiously. In burns hemoconcentration may 
dispose to gastrointestinal ulcer. The peptic ulcer is 
often more dangerous than the original disease. These 
patients require emergency gastrectomy even in the 
absence of a previous ulcer history. 

Emergency Gastrectomy as a Preferred Mode of Ther¬ 
apy for Perforated Gastroduodenal Ulcer. F. R. Allen. 
J. Nat. M. A. 48:384-3SS (Nov.) 1956 [New York], 

The principle of emergency gastrectomy as the pre¬ 
ferred method of treatment for perforated ulcer was 
adopted on the surgical service of Harlem Hospital in 
New York City. Thirty-six patients with perforated 
peptic (duodenal) ulcers and 2 with perforated carci¬ 
nomatous (gastric) ulcers were operated on. Fifteen 
of the 38 patients were subjected to a primary gas¬ 
trectomy, 18 to a simple closure of the perforation, and 
5 to a delayed gastrectomy between the 14th and 21st 
day after the perforation. The chief requisite for the 
gastrectomy has been that the patient be in good con¬ 
dition at the time of the operation. Gastric resection 
can be performed safely with time between perfora¬ 
tion and operation beyond the 8-hour limit, and pa¬ 
tients over 60 years of age can be safely treated by 
gastrectomy. An appraisal of the physiological rather 
than the chronological age proved to be the pertinent 
factor as to determine the feasibility of a gastrectomv. 

The emergency gastrectomy requirements are the 
same as those for the elective procedure, namely, re¬ 
moval of the ulcer and the pylorus; a high gastrectomy 
(75 or 80% of the stomach). The author favors the Hof- 
meister antecolic gastrectomy with isoperistaltic or 
antiperistaltie gastrojejunostomy. He also favors plac¬ 
ing a Penrose drain adjacent to the closed duodenal 
stump and bringing it out through a subcostal stab 
wound incision. The operation is performed with the 
aid of general anesthesia, preferably intratracheal. 


Blood transfusions are given during the operation. 
Penicillin, streptomycin, or the broad-spectrum type 
antibiotics are administered postoperatively, and naso¬ 
gastric suction is instituted for 48 to 72 hours postop¬ 
eratively. Vitamins are given in large doses. 

None of the 15 patients subjected to subtotal gas¬ 
trectomy died. Five (22.2%) of the 18 patients with 
perforated ulcers heated by simple closure died. De¬ 
lirium tremens, peritonitis, and pneumonia were the 
chief causes of death. The time between perforation 
and operation was 10, 11, 15, 48, and 96 hours respec¬ 
tively. The ages of the 5 patients were 31, 48, 49, 54, 
and 55 years. No death occurred among the 5 patients 
who after simple closure had a delayed gastrectomy 
on the 14th, 15th, 18th, 20th, and 21st days respec¬ 
tively. 


NEUROLOGY & PSYCHIATRY 

Unusual EEG in Unconscious Patient with Brain Stem 
Atrophy. A. Lundervold, T. Hauge and A. C. Loken. 
Electroencephalog. & Clin. Neurophysiol. 8:665-670 
(Nov.) 1956 [Montreal, Canada], 

A 63-vear-old man was admitted to the neurosurg¬ 
ical department of the University' Hospital in Oslo 
with clinical signs indicating a bulbar lesion. To con¬ 
firm the suspected vascular lesion of the brain stem 
an injection of 6 ml. of Thorotrast was made into the 
right vertebral artery. Three minutes after the injec¬ 
tion a pronounced aggravation of his bulbar signs 
was evident and the patient became unconscious. 
There was no response to pain stimuli. There was 
hypotonic quadriplegia, and, after some weeks, loss 
of all deep reflexes. The arteriogram showed contrast 
filling of the arteries of the brain stem, including the 
superior cerebellar arteries, but not of the posterior 
cerebral arteries. The patient’s clinical condition re¬ 
mained unchanged for a year and a half, when he 
suddenly succumbed to coronary thrombosis. The 
autojrsy revealed arteriosclerosis of the vertebral ar¬ 
terial system and an obliterated saccular aneurysm at 
the top of the basilar artery obstructing the passage 
of contrast medium from the basilar to the posterior 
cerebral arteries; this explained the nonfilling of 
these arteries in the arteriogram. The cerebellar cor¬ 
tex, the dentate nuclei, and the roof nuclei were for 
the most part destroyed. 

During the patient’s stay in the hospital 17 electro- 
enceplialographic recordings were made, 2 of them 
before the vertebral angiography. No pathological 
cerebral electric activity was recorded in this patient 
either before or after his loss of consciousness. Tire 
autopsy findings proved the posterior cerebral arteries 
to be filled via the carotid system, which explained 
their nonfilling in the vertebral arteriogram. It would 
seem reasonable therefore to assume that the slow 
waves often described in states of unconsciousness 
are derived from structures supplied by the posterior 
cerebral arteries. These structures are not necessarily 
affected in all cases of unconsciousness, as is shown 
in tire present case. Similar cases of normal electro- 
encephalographic recordings in unconscious patients 
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have been published, occurring in a patient with a 
pontomesencephalic hemorrhage and in one with an 
infiltrating glioma of the lower pons and medulla. 
Considerable evidence has thus been adduced in 
support of the contention that unconsciousness is 
not necessarily attended by electroencephalographic 
changes when the lesion in question is situated below 
that area of the brain stem that depends for its blood 
supply on the posterior cerebral arteries. 

EEG Changes in Amyotrophic Lateral Sclerosis. W. J. 
Friedlander. Electroencephalog. & Clin. Neurophysiol. 
8:678-681 (Nov.) 1956 [Montreal, Canada]. 

The electroencephalograms of 15 patients with 
amyotrophic lateral sclerosis or progressive spinal 
muscular atrophy were reviewed. It was found that 
electroencephalographic changes are unusual, and, 
when they do occur, they are not very great. The most 
common cause of the alteration of the electroen¬ 
cephalogram is probably cerebral anoxia secondary 
to respiratory difficulty. 

Loss of Right Hemisphere Due to Natural Causes: 
Absence of Functioning Right Thalamus with Related 
Thalamic Syndrome and Continued Recognition of 
Painful Stimuli on the Hemiplegic Side. S. Weiss, I. 
Levy, D. Smith and J. L. O’Leary. Electroencephalog. 
& Clin. Neurophysiol. 8:682-684 (Nov.) 1956 [Mont¬ 
real, Canada]. 

At age 40, in 1987, the woman whose history is re¬ 
ported complained of life-long, severe, intermittent 
left temporal headache of migranoid character. She 
was admitted in 1940 to St. Luke’s Hospital, St. Louis, 
in a semicomatose state, suspected of having a right 
parietal lobe tumor. Craniotomy revealed a massive 
right subdural hematoma extending from the mid- 
parietal region to the frontal tip. The right frontal 
lobe was pulpy, and a gush of blood appeared from 
its interior. To obtain hemostasis a frontal lobectomy 
was done, excluding the motor cortex but removing 
all of the lobe anterior to it. Systemically, postopera¬ 
tive recovery was uneventful; but from the beginning 
both cerebration and speech were slow. She was also 
totally unable to grasp abstract ideas. One month 
postoperatively she commenced to experience inter¬ 
mittent burning pain in her left arm and leg. As time 
progressed the burning pain affected her whole left 
side and changed from paroxysmal to constant char¬ 
acter. It was relieved only by opiates. The last com¬ 
plete neurological examination was accomplished in 
1952, the year of her death from a coronary throm¬ 
bosis. 

At autopsy, the right hemisphere was entirely miss¬ 
ing with the exception of small detached fragments 
of cortex tentatively identified as lingual gyrus and 
gyrus rectus. The only remainder of the right thalamus 
was a small nubbin attached to the mesial wall of the 
left one. The case has neurophysiological interest be¬ 
cause of a thalamic syndrome of unremitting pain 
upon her hemiplegic left side and other evidence that 
she could recognize painful stimuli there. In the ab¬ 
sence of thalamic relav and association nuclei, and 


with no appreciable remainder of the midline thala¬ 
mus, it is believed that the recognition of pain could 
only have occurred by paths leading to the homo¬ 
lateral thalamus, or alternatively in the brain stem 
reticular substance. 

Cerebral Metastases in Cancer of Lung. R. Jeri and R. 
Landa. Rev. Neuro-psiquiat. 19:215-244 (June) 1956 
(In Spanish) [Lima, Peru]. 

Cancer of the lung gives the greatest incidence of 
cerebral metastases. When the cerebral metastases 
occur the tumor has already metastasized to several 
other structures. Neurological symptoms and changes 
of the peripheral nerves may appear early in the course 
of the disease either from cerebral metastases or from 
nonmetastasing degenerative lesions of the brain, the 
cerebellum, and the peripheral nervous system. Ten 
cases of cancer of the lung with cerebral metastases 
are reported. The patients were between 30 and 50 
years of age. Respiratory symptoms consisting of 
cough with or without sputum and chest pain that 
had lasted for about 2 months or a year predominated 
in 4 patients. Neurological symptoms of 2 months’ s 
duration, consisting of mental disorders, severe head¬ 
ache, hemiplegia, and convulsions, were present in 6 
patients. Roentgen examination of the chest showed 
the pulmonary tumor clearly in 9 cases and vaguely 
in 1 case. The diagnosis was confirmed by histological 
examination of bronchial secretion obtained by bron¬ 
choscopy in 7 cases and by the study of the cerebral 
tumor removed by craniotomy in the other 3. Cranial 
roentgen examination was of no aid in diagnosis of 
the cerebral tumor. The electroencephalogram indi¬ 
cated a tumor in 3 out of 5 cases. A craniotomy was 
performed in 5 patients with a severe intracranial 
hypertension. In 5 patients with intracranial hyper¬ 
tension craniotomy for removal of the tumor and 
ample internal decompression were made and fol¬ 
lowed by immediate postoperative roentgen therapy 
The 5 patients with cerebral metastases and without 
intracranial hypertension had roentgen therapy to the 
primary pulmonary and the metastatic lesions. Total 
roentgen irradiation of the cranium with doses of 
3,500 r was given. Nine patients died within 3 months 
of hospitalization. The only patient who is living 6 
months after hospitalization had craniotomy and im¬ 
mediate postoperative roentgenotherapy. 

Facial Palsy. T. Cawthorne and D. R. Haynes. Brit. 

M. J. 2:1197-1200 (Nov. 24) 1956 [London]. 

The authors report on 557 patients with isolated 
nuclear or infranuclear facial palsy who were referred 
to the National Hospital for Nervous Diseases in Lon¬ 
don between 1952 and 1954. The high incidence of 
facial palsy is attributed to the long and tortuous 
course of the facial nerve through the fallopian canal 
in the temporal bone. Ischemia may result from any¬ 
thing that causes a segment of the nerve or of its 
covering to swell and to squeeze the blood vessels in 
the bony canal. This was probably the cause in 347 
(62%) of the 557 patients. Injury was the cause of 
peripheral facial palsy in 84 patients (15%) and a lesion 



Vol. lfi:!, No. r. 


MEDICAL LITERATURE ABSTRACTS 


499 


in the region of the geniculate ganglion in 39 (7%). 
Differential diagnosis between a lesion close to the 
stylomastoid foramen, in the region of the geniculate 
ganglion, and in the facial nucleus itself may often be 
possible bv testing the patient’s ability to taste and 
. to lacritnate. 

One hundred. sixty-nine of the 347 patients with 
Hell’s palsy who presented the largest group were 
men and 178 were women, and 230 (66%) were be¬ 
tween the ages of 21 and 50. One hundred eighty- 
four patients had right-sided facial palsy, 161 left¬ 
sided, and 2 had bilateral facial palsy. One hundred 
eleven patients with complete and 67 with incomplete 
Bell's palsy were followed for at least 6 months; full 
spontaneous recovery occurred without surgical treat¬ 
ment in 47 (42%) of the 111 patients and in 57 (85%) 
of the 67. Full recovery of movement, however, is 
most unlikely, and surgical exposure of the nerve 
trunk in the fallopian canal should be considered if 
total paralysis from whatever cause with loss of elec¬ 
trical conductivity is present after 1 month. Facial 
nerve operations were performed on 196 patients. 
^Decompression was carried out in 110, with good re¬ 
sults in 86, fair in 21, and poor in 3. Exploration for 
injury or infection was done in 54, with good results 
in 31, fair in 17, and poor in 6. A nerve graft was em¬ 
ployed in 32, with good results in 19, fair in 8, and 
poor in 5. 

Meningococcemia in Two Siblings with Special Refer¬ 
ence to Gangrene as a Complication in One Case. F. 
Tevetoglu, C. P. Trevino and C. Lee. Texas J. Med. 
52-.8U-S13 (Nov.) 1956 [Austin]. 

Two cases of meningococcemia with meningitis oc¬ 
curring in siblings, aged 5 and 6 years, are reported. 
The 5-year-old boy had had mild symptoms of an 
upper respiratory infection 1 week before he was hos¬ 
pitalized, and epistaxis, high fever, headache, vomit¬ 
ing, and diarrhea 4 days later. On the morning of 
admission he became prostrated, and multiple ecchy- 
motic areas appeared on his body. The morning after 
admission the patient appeared stuporous, and the 
blood pressure had fallen to 70/40 mm. Hg. He was 
given 10 cc. of adrenal cortical extract intravenously 
and 200 mg. of cortisone daily. The child continued 
to be febrile and stuporous. Stiffness of the neck was 
observed. The toes on both feet began to show signs 
of gangrene; the pulsation in both dorsalis pedis 
arteries was absent. Eight days after hospitalization 
the patient was much less lethargic and nuchal rigid¬ 
ity had disappeared; all toes became definitely gan¬ 
grenous, appearing black and dry. Many of the 
ecchymotic areas, especially those over the bony 
prominences, became ulcerated and necrotic. The 
temperature returned to normal after 1 week of hos¬ 
pitalization. Sulfadiazine was given for 2 weeks, peni¬ 
cillin for 3 weeks, and cortisone for 10 days. Chicken- 
pox, which developed 19 days after admission, delayed 
the surgical removal of the toes. The disarticulation 
was performed about a month after the first appear¬ 
ance of gangrene. Secondary closure of the wound 
and skin graft was performed 3 weeks later. The 
wounds healed satisfactorily. 


The 6-year-old brother of this boy was hospitalized 
less than 4 hours after onset of symptoms. This boy 
also had hemorrhagic spots, and spinal fluid and blood 
cultures were positive for Neisseria meningitidis. Sul¬ 
fadiazine was administered intravenously for 2 days, 
followed by oral administration. Cortisone was ad¬ 
ministered daily. The patient improved rapidly, the 
temperature became normal, and meningeal signs dis¬ 
appeared within 3 days. The child was discharged in 
good condition 2 weeks after admittance. The clinical 
picture of meningococcemia, which may appear in 
both meningitic and septicemic forms, varies in dura¬ 
tion from acute to chronic and in severity from a mild 
to a fulminating and highly fatal form, the so-called 
Waterhouse-Friderichsen syndrome. Gangrene of the 
extremities from any cause is rarely encountered in 
the pediatric age group. Occasionally it is secondary 
to severe fulminating meningococcic infection, but 
only a few cases resulting from this cause have been 
reported. 

GYNECOLOGY & OBSTETRICS 

Crying of the Fetus in the Uterus. E. Acosta Bendek. 
Obst. y ginec. latino-am. 14:255-256 (Sept.-Oct.) 1956 
(In Spanish) [Buenos Aires]. 

Crying of the fetus, according to literature, indicates 
fetal suffering and requires (1) rupture of the mem¬ 
branes, (2) manipulation of the fetus, and (3) entrance 
of air into the uterus. The phenomenon does not 
necessarily indicate fetal suffering. The entrance of 
air in the uterus, however, is an indispensable condi¬ 
tion. A woman received an intra-amniotic injection of 
700 cc. of oxygen after elimination of 300 cc. of amni- 
otic liquid early in the 9th month of pregnancy for 
visualization of the placenta. When she was placed 
in the Trendelenburg position for radiography the 
fetus began to cry. The cry was audible at a distance 
of 7 m. from the mother. It was heard at repeated 
intervals for 50 minutes and was reproduced on a 
phonographic record. The child was born normal in 
all respects on the 21st day after this had occurred. 
No signs of fetal suffering were observed, and spon¬ 
taneous respiration was normal. Clinical and roentgen- 
ographic examination of the respiratory tract showed 
that the infant was normal. In some cases crying is 
very clear, hut not as clear and loud as in the re¬ 
ported case. 

Pregnancy and Lupus Erythematosus. E. A. Friedman 
and J. W. Rutherford. Ohst. 6c Gvnec. S:601-610 (Nov.) 
1956 [New York], 

The study is based on the case histories of 188 fe¬ 
male patients with lupus erythematosus under care at 
the Presbyterian Hospital for the 23-year period from 
1932 to 1955. In this group there were 117 who had 
been married, and 101 of these exhibited their disease 
during the reproductive age. There were 181 pregnan¬ 
cies in 80 of the 101 women, or 2.3 pregnancies per 
fertile patient. This fertility rate borders on the nor¬ 
mal. However, there was an increased incidence of 
abortions and premature births. The infants, if they 
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are carried to viability, are apparently unaffected by 
the maternal disease. The effect of pregnancy upon 
die course of the disease can be summarized as fol¬ 
lows: The large majority of patients with the acute 
and subacute disseminated form experience notable 
subjective relief and occasional laboratory reversals 
as well. The basic disease process is not apparently 
specifically affected by the pregnancy, there being 
both exacerbations and remissions occurring in nearly 
equal numbers in early pregnancy. Of interest is the 
lack of change in the 3rd trimester. The disease re¬ 
sumes its prepregnancy status postpartum, usually 
within 2 months. Exacerbations are the rule, since so 
many become clinically quiescent during the preg¬ 
nancy. Rapid progression of the disease process by 
pregnancy in patients in whom the disease was pre¬ 
viously quiescent has been seen, but quite infrequent¬ 
ly. This occurs in such small numbers that it may 
perhaps be explained as a chance occurrence, the 
pregnancy being an unrelated, superimposed incident. 
The question of therapeutic abortion is discussed and, 
although insufficient data are available, it is implied 
that no real beneficial effect on the course of the dis¬ 
ease may be expected from it. Exacerbation may oc¬ 
cur postoperatively in already seriously ill patients. 

Acute Fibrinogen Deficiency in Pregnancy: Diagnosis 
and Treatment. P. Hjort. Tidsskr. norske Imgefor. 
76:756-760 {Oct. 15) 1956 (In Norwegian) [Oslo]. 

Acute fibrinogen deficiency in pregnancy is a rare 
complication that is dangerous to life. The patient's 
fate depends on early diagnosis and prompt treatment. 
Fibrinogen deficiency can be established in a minute 
by determining the thrombin coagulation time. In the 
course of 15 minutes the degree of fibrinogen de¬ 
ficiency can be measured by the modified Schneider 
dilution test. Treatment of grave cases requires ad¬ 
ministration of fibrinogen, which should be available 
in all major hospitals. 

Eclampsia as a Cause of Death in Mothers and In¬ 
fants. H. Puder. Geburtslr. u. Frauenh. 16:1013-1023 
(Nov.) 1956 (In German) [Stuttgart, Germany]. 

Puder reviews observations on 463 women with 
eclampsia who were observed between 1906 and 1955 
at a clinic in which 45,148 deliveries took place. The 
average incidence of eclampsia during the 50 years 
was 1%, but it decreased from 2.9% during the years 
from 1906 to 1913 to the present incidence of 0.6%. 
The number of cesarean sections in women with 
eclampsia increased from 13% during the entire period 
(1906-1955) to 27% during the last 9 years (1947-1955). 
The total maternal mortality from eclampsia decreased 
from 13.6% (1906-1955) to 4.3% (1947-1955). The mor¬ 
tality after cesarean section during the last 9 years 
(1947-1955) was 5.26%, that is, very little higher than 
the total maternal mortality of 4.29%, and during the 
last 6 years there has been no maternal death after 
cesarean section. Eclampsia accounted for about one- 
third of all maternal deaths during the period 1906- 


1955. In the past 9 years (1947-1955) a fifth of all ma¬ 
ternal deaths were caused by eclampsia. Neonatal 
mortality was 31.7% (1906-1955) and 27% (1947-1955), 
In cases where cesarean section had been carried out 
it was reduced to 5% (1947-1955). The statistical re¬ 
sults clearly indicate the favorable influence of cesar¬ 
ean section on the maternal and neonatal mortality 
rate in cases of eclampsia. Early active therapy (ce¬ 
sarean section) in combination with conservative 
methods (use of vasodepressors) is advocated. 


PEDIATRICS 

A Controlled Study of the Use of Prophylactic Anti¬ 
microbials in Premature Infants: Bacteriologic Obser¬ 
vations. G. Gialdroni-Grassi, C. V. Pryles and M. Fin¬ 
land. Pediatrics 18:899-917 (Dec.) 1956 [Springfield, 
Ill.]. 

Studies of the aerobic bacterial flora of the nose and 
throat were made during the 1st month of life in pre¬ 
mature infants born in the hospital and selected by 
cyclic rotation for treatment with either penicillin 
combined with streptomycin, sulfadiazine, oxytetra- 
cycline (Terramycin) hydrochloride, or sodium chlor¬ 
ide solution for a period of 10 days. The initial 
cultures made during the first few hours after birth 
yielded no growth in 90% of those made from swab- 
bings of the nose and in 80% of those made from throat 
swabs. The conditions either in the pregnancy, the 
delivery, or the infant at birth were such as to predis¬ 
pose the baby to contamination in nearly every in¬ 
stance in which bacterial growth occurred in the 
initial cultures. 

Micrococci (Staphylococci) were most often the first 
organism to appear in both nose and throat and were 
also the most prevalent and most persistent bacteria. 
Coagulase-positive strains were the most frequent in 
nasal cultures and coagulase-negative in those from 
the throat; the latter variety was particularly prevalent 
during the first 10 days. Strains of Streptococcus viri- 
dans ranked next in incidence; they were recovered 
predominantly from the throat cultures and with in¬ 
creasing frequency through the 30th day. Enterococci 
were cultured only between the 3rd and 15tli days. 
Beta-hemolytic streptococci were repeatedly recov¬ 
ered from a few infants in the sulfadiazine-treated 
group and Hemophilus influenzae was grown once 
from each of 3 infants, but these organisms did not 
cause any overt infections. Coliform organisms firs* 
appeared during the 2nd week and increased in fre¬ 
quency through the 30th day. The strains of micro¬ 
cocci were predominantly resistant to all of the anti- 
microbic drugs used, including sulfadiazine, whereas 
the various streptococci were almost all sensitive to 
these agents. Most of the enterococci were resistant to 
streptomycin alone and moderately resistant to ox)- 
tetracycline. The coliform organisms were nearly al 
resistant to penicillin and to sulfadiazine and most o 
them except the strains of Pseudomonas were sensi¬ 
tive to streptomycin, alone or in combination with 
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penicillin, and also to oxytetracycline. The strains of 
Proteus were either moderately resistant or resistant 
to oxytetracycline. 

Antimicrobic therapy appeared to have only minor 
and limited effects on the bacteriological findings. 
Enterococci were most frequently isolated in the 
course of antimicrobic therapy, particularly with sul¬ 
fadiazine or oxytetracycline, but strains of Str. viridans 
or of Escherichia coll were rarely isolated during treat¬ 
ment with oxytetracycline. Implantation and persis¬ 
tence of beta-hemolytic streptococci were not pre¬ 
vented by treatment with sulfadiazine, although the 
strains isolated were sensitive to that agent in vitro. 
The strains of micrococci, particularly the coagulase- 
positive ones, isolated from the infants treated with 
oxytetracycline, included a smaller proportion that 
were sensitive and more that were resistant to all the 
antibiotics with which they were tested as compared 
with those obtained from the babies in any of the 
other therapeutic groups. 

' Giant Cell Pneumonia: Clinicopathologic and Experi¬ 
mental Studies. J. M. Adams, D. T. Imagava, M. Yoshi- 
mori and R. W. Huntington. Pediatrics 18:888-898 
(Dec.) 1956 [Springfield, Ill.]. 

The authors report 4 cases of giant cell pneumonia 
in 3 boys between the ages of 3 weeks and 5% years 
and in a 2-month-old baby girl. The measles virus was 
evidently the causative agent in 2 patients; the pre¬ 
sumably viral agent was not identified in the 2 other 
patients. All patients died, and autopsies were per¬ 
formed. The presence of typical intranuclear and 
cytoplasmic inclusion bodies in single cells as well as 
in giant cells helped to confirm and establish the diag¬ 
nosis of measles pneumonia in 2 patients. Similar 
autopsy findings consisted of giant cells and cyto¬ 
plasmic but no intranuclear inclusion bodies in the 2 
other patients with “primary pneumonitis with inclu¬ 
sion bodies” evidently not caused by measles. 

The development of giant cells was observed in 
tissue cultures infected with adenoviruses and measle 
viruses obtained from patients and in ferrets infected 
with the Lederle strain of ferret-adopted regular 
canine distemper virus and with another strain of dis¬ 
temper virus designated “hard pad.” Conspicuous 
giant cell production in the lung appears to be a 
rather general virus phenomenon, not peculiar to any 
one virus. 

Unilateral Renal Hypoplasia and Hypertension Dur¬ 
ing Childhood. B. S. Schultze and H. J. Hillen- 
brand. Kinderarztl. Praxis 24:433-442 (Oct.) 1956 (In 
German) [Leipzig, Germany]. 

Fixed hypertension was observed in an 8-year-old 
boy who had been hospitalized because of grand-mal 
attacks. Angiospastic changes were present in the 
fundus oculi. Intravenous pyelography revealed nor¬ 
mal function of the left kidney but no contrast filling 


of the calyces of the right kidney. Retroperitoneal air 
filling showed that, while the size of left kidney was 
near the upper limits of normalcy, the right kidney 
was only about one-third the size of the left one. 
Retrograde pyelography failed to visualize a renal 
pelvis on the right side. Examination of catheter urine 
revealed proteus and coli organisms. The right kidney 
was removed, and histological examination revealed 
severe hypoplasia, hydronephrotic shrinkage, and 
chronic inflammation. Neither the clinical picture, the 
urologic findings, nor the results of the histological 
studies demonstrated whether the renal defect was 
congenital or acquired. 

The postoperative course was uneventful, but there 
was as yet no reduction in blood pressure. Four 
months later, however, the blood pressure values were 
normal and the angiospastic retinitis showed regres¬ 
sion. The status at the end of 7 months suggested that 
the favorable effect of the nephrectomy wall be per¬ 
manent. Literature reports indicate that the prospects 
of permanent cure of hypertension following removal 
of a diseased kidney are much better in children than 
in adults. While reduction in blood pressure following 
nephrectomy in cases of this type has not been com¬ 
pletely explained, it is likely that complex processes 
are involved. Although pressor substances in the kidney 
may play a part, the author feels that neurohistological 
findings of Knoche deserve attention. This investigator 
studied the innervation at the vascular pole of a 
Malpighian body and found a neurofibrillar reticulum 
with Schwann’s cells, and believed this to be a sensory 
end-organ that is interposed into the sympathetic sys¬ 
tem and functions as a “nerve receptor field” for 
blood-pressure fluctuations in the glomerulus. H. 
Becker found that the so-called “paraportal cells” are 
greatly increased during hypertension, and it is pos¬ 
sible that they are the source of the pressor substances. 
Subjective symptoms in children with hypertension 
may be quite varied, consisting only of headaches, 
dizziness, and nausea. The prognosis is the more fa¬ 
vorable the earlier the nephrectomy is carried out. 

DERMATOLOGY 

Cutaneous Changes During the Menstrual Cycle: A 
Clinical and Experimental Study Under Physiological 
Condition and After Therapy. F. Kalz and A. Scott. 
A. M. A. Arch. Dermat. 74:493-503 (Nov.) 1956 
[Chicago]. 

Clinical and experimental studies were carried out 
on 60 patients, of whom 50 were women who were 
subject to premenstrual tension and to exacerbation 
of their dermatological lesions. Forty of the 50 women 
had acne vulgaris and 10 had miscellaneous derma¬ 
toses. A control group consisted of 5 postmenopausal 
women and 5 men; 2 of the men had also acne vul¬ 
garis. The investigation included the identification of 
the ovulatory cvcle bv means of wpicdu 
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ture records together with the observation of altera¬ 
tions in existing dermatoses and the emotional states. 
The following experimental methods were used: (a) 
hyaluronidase and histamine wheal resorption for 
measuring fluid retention; ( b ) measurement of size 
and duration of the flare surrounding the histamine 
wheal for measuring vascular reactivity; and ( c) osmic 
acid filter paper prints to estimate activity of sebaceous 
glands. In the women of child-bearing age, a regularly 
recurring pattern was observed that paralleled the 
phases of tire ovulatory cycle. Exacerbation of the 
dermatoses and increase in emotional tension occurred 
premenstrually. These changes were correlated to the 
faster wheal-resorption time for both hyaluronidase 
and histamine premenstrually, together with a shorter 
duration of the histamine flare. An increase in seba¬ 
ceous gland activity was demonstrated on only about 
50% of the patients. It was concluded that the various 
skin tests, with exception of osmic acid test, could be 
used as objective methods of observation through the 
various phases of the menstrual cycle. 

The 2 medicaments whose effect on the cyclic varia¬ 
tions were studied were (1) Pre-mens, which in addi¬ 
tion to various B vitamins contained ammonium chlo¬ 
ride, homatropine methylbromide, caffeine alkaloid, 
and calcium pantothenate; and (2) ammonium chloride. 
One month Pre-mens was used, the following month a 
placebo, and the month after that ammonium chloride. 
Both drugs prevented the flare of acne vulgaris and 
other dermatoses and controlled the premenstrual 
tension in the majority of cases. Pre-mens appeared to 
be somewhat more effective than ammonium chloride, 
particularly with regard to control of premenstrual 
tension. Both preparations eliminated the cyclic altera¬ 
tions in the test responses used to demonstrate fluid 
retention and to a smaller extent the vascular reac¬ 
tivity, A correlation between the degree of fluid re¬ 
tention and the clinical states was established. The 
drugs had no effect in the postmenopausal women 
and in the males. Fluid retention, therefore, appears 
to play a significant role in the premenstrual exacer¬ 
bation of acne vulgaris and other dermatoses, as well 
as in the premenstrual tension syndrome. 

Kerato-Acanthoma: A Lesion Simulating Carcinoma 
of Skin. M. C. Veidenlieimer and H. K. Fidler. Canad. 
M. A. J. 75:909-914 (Dec. I) 1956 [Toronto], 

During the past 5 years there has been an increasing 
recognition of a skin lesion originally called mol- 
luscum sebaceum and more recently designated 
kerato-acanthoma. The authors prefer the latter term. 
They present observation on 30 patients with this dis¬ 
order, pointing out that, heretofore, many of these 
lesions would have been considered low-grade 
squamous-cell carcinomas, both clinically and his¬ 
tologically. Evidence regarding the benign nature of 
the lesion is presented, and details of 6 cases are 
described in which spontaneous healing followed 


partial biopsy only. Kerato-acanthoma is a relatively 
common benign skin tumor characterized by rapid 
growth followed by spontaneous regression and dis¬ 
appearance. The usual sites are face and hands, but 
the ears, forearms, legs, and other sites are occasional¬ 
ly involved. 

In their early cases the authors requested excision 
biopsies of the entire lesion because in most instances 
they were not entirely convinced of the benignity’ of 
the lesion. With more experience and the assurance 
afforded by observing the natural regression of some 
of these lesions, they now believe that examination of 
a well-chosen biopsy specimen from the edge is usual¬ 
ly diagnostic. Various types of therapy have been 
advocated, including x-ray’, radium implants, podo- 
phyllin, electrocautery, silver nitrate cautery, Maphar- 
sen, and surgical excision. In most instances excision 
is the treatment of choice, as it allows histological 
study of the complete lesion, and moreover the re¬ 
sulting scar is usually less disfiguring than the scar 
remaining from a spontaneously healing lesion. There 
will be a number of cases in which the clinical and/or 
biopsy findings are inconclusive, and the patient is 
probably best served by treating the lesion as if it 
were a low-grade squamous carcinoma. The etiology 
of the condition is not known. The rapid evolution 
and other features have suggested the possibility of 
a virus infection. Trauma frequently precedes develop¬ 
ment of the lesion. 


UROLOGY 

Air Embolism Following Retroperitoneal Pneumo¬ 
graphy: A Nation-Wide Survey. C. L. Ransom, R. R- 
Landes and R. McLelland. J. Urol. 76:664-670 (Nov.) 
1956 [Baltimore]. 

A 48-year-old woman, in whom studies with regitine 
were suggestive of pheochromocytoma and in whom 
massage of the left flank resulted in a consistent rise 
in blood pressure, was referred to the authors for 
retroperitoneal pneumography. This was performed 
using a 50 cc. piston syringe, a spinal needle, a 2-way 
valve, and room air. The injection was begun with the 
patient lying on her right side, and 600 cc. was slowly 
injected. She was then shifted to her left side. X-rays 
taken showed good delineation of the left adrenal but 
poor detail on the right. For this reason, the pro¬ 
cedure was repeated 2 days later. Because of the pa¬ 
tient’s extreme nervousness, the second procedure was 
performed with aid of light pentothal anesthesia, 500 
cc. being injected presacrally with the patient lying 
on her right side in increments of 50 cc. with initia 
and repeated aspirations yielding no blood. The needle 
was then removed and the patient shifted to the 1 eft 
lateral decubitus position; the needle was reinserte 
and 500 cc. of air injected utilizing the same precau¬ 
tions. The patient suddenly became cyanotic and th e 
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heart sounds were not audible. She was placed in the 
supine position, and, while the anesthetist inserted an 
endotracheal tube, an x-ray of the abdomen was taken. 
The chest was opened in the 5th left interspace within 
4 minutes of the time that the heart sounds had ceased, 
and cardiac massage was begun. The heart began to 
beat regularly. The right ventricle was inadvertently 
perforated during the 1-handed cardiac massage. The 
blood was frothy. The rent was repaired with the 
heart beating regularly. Despite transfusions, oxygen, 
levophed, and general supportive therapy, the patient 
never regained consciousness and died within 4S hours. 

To ascertain the frequency of such cases, a ques¬ 
tionnaire was mailed to the urologists listed in the 
Directory of Medical Specialists. The 1,267 urologists 
who replied reported 58 deaths and 64 severe non- 
fatal gas emboli resulting from retroperitoneal pneu¬ 
mography. The presacral route appears to be less 
hazardous than the flank route. Contrary to the gen¬ 
eral opinion, oxygen appears to be no safer than air 
as a contrast medium. Since the solubility of the non¬ 
toxic gases is the main factor in determining their 
safety, helium cannot be considered even as safe as 
air. The marked solubility of carbon dioxide would 
recommend this gas as the ideal contrast medium for 
retroperitoneal pneumography. Experimental and clin¬ 
ical evidence indicates that in the volume necessary 
and at a reasonably slow rate of injection, carbon 
dioxide is an almost innocuous gas as far as the danger 
of embolism in retroperitoneal pneumography is con¬ 
cerned. 

Techniques Involved in Surgical Removal of Pheo- 
chromocytoma. G. F. Cahill and E. M. Papper. J. Urol. 
76:467-477 (Nov.) 1956 [Baltimore]. 

A study was made of 47 patients with pheocliromo- 
cytoma whose records were found in the Hospitals of 
the Columbia-Presbyterian Medical Center from 1924 
to the present time. From 1924 to 1934, there occurred 
3 cases, all unrecognized; from 1934 through 1944 
there were 11 cases, of which 5 were unrecognized 
(period of gas insufflation); from 1945 to 1954, 25 cases 
occurred, of which 8 were unrecognized (period of 
introduction of provocative and blocking agents); and 
from 1955 to date, 8 cases occurred, of which 2 were 
unrecognized (period of catechol studies). Thus, even 
in a hospital where the syndrome is watched for, the 
silent case still occurs, presenting no alarm symptoms, 
and only diagnosed at operation or at autopsy. The 
47 cases contradict the belief that continuous or sus¬ 
tained hypertension characterizes the most frequent 
type of pheochromocytoma. There were 15 silent 
cases, 25 were characterized by paroxysmal hyperten¬ 
sion, and the others by persistent hypertension. Six of 
the 15 patients with silent pheochromocytoma (the 
tumor being unsuspected) were subjected to surgery 
for other pathological changes, and 4 of these died 
from cardiovascular disturbances. In 2 the changes in 


the blood pressure and the alteration of the heart 
action at operation gave alarm, and immediate ex¬ 
ploration revealed pheochromocytoma, which was re¬ 
moved with recovery of the patient. Whenever there 
is a striking deviation from the normal blood pressure 
or cardiac action during an operation, with no ap¬ 
parent cause, the anesthetist or surgeon should be 
alert to the possibility of the presence of 1 of these 
pressor tumors. If the procedure is not an emergency 
and if it does not involve opening of the abdomen, it 
may be wiser to discontinue the operation and anes¬ 
thesia until the status of the patient can be deter¬ 
mined. If the abdomen has been opened, a search 
should then be made for a tumor in the adrenal area 
or in other ganglion areas where these tumors may be 
present. To continue any other operation without first 
removing the pheochromocytoma may have a tragic 
result. 

To establish the diagnosis the authors determine 
whether there is an excess of catechols in the urine, 
and then they search for the tumor by means of gas 
insufflation or some other method of roentgenoscopy. 
After the diagnosis has been established, it is necessary 
to investigate what damage the hormonal excess has 
exerted on (1) the cardiovascular system, (2) thy¬ 
roidal metabolic system, (3) glycogenic metabolism, 
(4) fluid and electrolyte balance, and (5) renal func¬ 
tions. The timely use of blocking agents has been the 
most effective correction of the excess of catechols. 
Three drugs have been most frequently used as block¬ 
ing agents: benzodioxane, dibenamine, and regitine. 
Several patients with paroxysmal attacks were not only 
prepared without tire use of the blocking agents but 
were also operated upon without their use. This was 
accomplished by avoidance of handling of the tumor 
until all its blood vessels had been ligated. Sustaining 
agents were on hand and were used because of a 
hypotensive period after cutting off the tumor secre¬ 
tion from the circulation. The greatest danger in anes¬ 
thetic management is anoxia, which is caused by 
excessive doses of depressing drugs; inadequate air¬ 
way; shallow, poor ventilation; spinal anesthesia; and 
marked reduction in blood pressure. Patients tolerate 
postural changes poorly. Anesthesia is induced and 
maintained in the position of operation. Cyclopropane 
and chloroform should be avoided as anesthetic 
agents. The authors now use a transverse upper trans- 
peritoneal abdominal incision. If 2 tumors are present, 
the more accessible one is selected for removal first. 
When the tumor is not large and is readily accessible, 
ligation of the vessels should and can be accomplished 
without handling the tumor. The manner in which the 
large tumor is separated from the circulation and the 
exposure of accessory tumors are described. The de¬ 
scribed procedures were successful before the intro¬ 
duction of blocking agents. The authors now resort to 
the intravenous injection of regitine in the presence 
of large tumors and severe attacks. 
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Bladder Flap Ureteroplasty. M. K. O’Heeron, M. G. 
Rape and J. R. Fish. South. M. J. 49:1241-1251 (Nov.) 
1956 [Birmingham, Ala.]. 

The operation described is designed to replace a 
functionless portion of a ureter. A bladder flap is made 
and converted into a tube, and the ureter is anasto¬ 
mosed to this tube. The authors present the histories 
of 14 patients in whom this method was used. Re¬ 
placement of the ureter was required in 3 patients 
because of carcinoma of the uterine cervix with ex¬ 
tension and stenosis of the ureter; in 3 because of 
cicatricial contracture and stenosis of the ureter fol¬ 
lowing radical surgery for excision of carcinoma of 
the cervix; in 4 because of lower ureteral calculi, im¬ 
pacted and associated with hydronephrosis and severe 
infection; in 3 because of surgical injuries to the 
ureter; and in 1 because of severe obstruction, prob¬ 
ably a congenital stricture with a large hydroneph¬ 
rosis and hydroureter. 

The bladder flap ureteroplasty' failed in 3 patients, 
because carcinoma recurred after the ureteroplasty. 
One of these 3 required only ureteral dilatation, but 
in the other 2 nephrectomy became necessary because 
of pain and infection secondary to increasing hydro¬ 
nephrosis. Carcinomatosis developed later. In patients 
in whom the ureter is obstructed by carcinoma it is 
obviously a mistake to attempt much reconstructive 
surgery because the carcinoma is certain to recur and 
to again obstruct the ureter. The use of a bladder flap 
for replacing the lower portion of 1 or more ureters is 
a sound surgical procedure, giving excellent results in 
properly selected cases properly handled. In 1 of the 
14 patients bilateral hydroureters were implanted into 
a single bladder flap tube. This is believed to be the 
1st case of this type reported. The problem of ob¬ 
struction of the lower ureter may become more fre¬ 
quent, particularly as the result of early radical sur¬ 
gery for carcinomas. Bladder flap ureteroplasty is 
superior to nephrectomy or any method of urinary 
diversion in properly selected cases. Utilization of this 
technique is advisable when the ureter is too short for 
ureteroneocystostomy and the bladder is normal. 
Ureteral reflux usually occurs in varying degrees but 
has resulted in no morbidity in the reported series. 
Although the procedure is most applicable in defects 
of the lower ureters of not more than 10 cm. in length, 
the authors have replaced as much as 20 cm. with a 
bladder flap. 

Serum “Prostatic” Acid Phosphatase and Cancer of the 
Prostate. W. H. Fishman, C. D. Bonner and F. Horn- 
burger. New England J. Med. 255:925-933 (Nov. 15) 
1956 [Boston]. 

Elevated values of acid phosphatase in the serum 
had been regarded as indicative of advanced cancer 
of the prostate with spread to the bones and rarely 
with nonmetastatic disease, but the authors and other 
investigators found that a positive correlation with the 
serum acid phosphatase values was found in only 
. about 50% of patients with metastatic cancer of the 


prostate. The observation that 1-tartrate was a potent 
inhibitor of acid phosphatase present in crude ex¬ 
tracts of human prostate, and the division of the 
serum acid phosphatase into tartrate-sensitive and 
tartrate-insensitive fractions, established that the 
measurement of the tartrate-sensitive serum acid 
phosphatase gave a more accurate index of the 
activity of prostatic cancer. Since an elevation of 
tartrate-sensitive acid phosphatase has so far been 
associated only with disorders of the prostate-in 
particular, with cancer of the prostate-the term 
"prostatic” has been introduced to provide a prob¬ 
able tissue identification of this moiety of the serum 
acid phosphatases. 

The authors studied the serum acid phosphate levels 
in 91 patients with proved cancer of the prostate and 
in 1,175 patients without this disease. In all these pa¬ 
tients determinations were performed for total and 
“prostatic” acid phosphatase. The Fishman-Lerner 
method gave the best correlation with the presence 
of proved cancer of the prostate, registering 87 and 
81% abnormal in untreated and treated cases respec¬ 
tively. The corresponding figures for total acid phos¬ 
phatase were 31 and 38%. The Fishman-Lerner meth¬ 
od indicated abnormal 'prostatic” acid phosphatase 
values more frequently than the King-Armstrong 
method in the cases in which prostatie cancer was 
localized to the gland (21 out of 26) and when metas- 
tases had spread only to soft tissue (11 out of 12). 
The corresponding figures by the King-Armstrong 
procedure were 4 in 26 and 2 in 12. Likewise, in the 
group with bony metastases, the Fishman-Lerner 
method was more sensitive, showing abnormal phos¬ 
phatase values in 45 of 53 patients as compared 
to 25 out of 53 found with the King-Armstrong 
procedure. Accordingly, an elevated “prostatic acid 
phosphatase is not necessarily an indication of metas¬ 
tatic as opposed to nonmetastatic cancer of the 
prostate. 

Cessation of estrogen therapy in prostatic cancer 
was followed by a rise in serum “prostatic” add phos¬ 
phatase in some patients and not in others. Estrogen 
therapy induced a characteristic fall in serum acn 
phosphatase that was due to a decrease in the tartrate- 
sensitive moiety. In selected cases, the administration 
of androgen produced a subsequent rise in "prostatic 
acid phosphatase, an event that can be of praetica 
importance in diagnosis. Long-term studies (2 years] 
on patients with prostatie cancer showed the course 
of the serum acid phosphatase. A study of the clinica 
specificity of the serum “prostatie” acid phosphatase 
showed that prostate cancer only exhibited persistent 
abnormal values; the most frequent occurrence 0 
abnormal values in nonneoplastic disease was seen m 
benign prostatie hypertrophy (15 of 52 cases). Tie 
possibility that some of these patients have occu 
cancer of the prostate cannot be excluded. Elevate 
total acid phosphatase levels were observed in 2 wo® 
en with cancer of the breast, but the "prostatie” frac* 
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tion was normal. The clinical value of the “prostatic” 
acid phosphatase is discussed in relation to the earlier 
diagnosis of cancer of the prostate. 

The Present Status of Prostatectomy. W. A. Cline, 
N. S. Erb and J. W. Frazier. North Carolina M. J. 
17:515-520 (Nov.) 1956 [Winston-Salem], 

The histories of the following techniques of prosta¬ 
tectomy are reviewed: the very crude and blind trans¬ 
urethral resection initiated in England in 1832, 
perineal prostatectomy, the suprapubic operation, the 
modern transurethral resection, and Millin’s retro¬ 
pubic approach. The authors report observations on 
450 retropubic prostatectomies performed by them at 
llowan Memorial Hospital, Salisbury, N. C. The av¬ 
erage age of the patients was 67 years. The suprapubic 
drain, which in this operation is left in the prostatic 
capsular incision, is routinely removed on the first 
postoperative clay. Only 1 prevesical abscess devel¬ 
oped in 450 cases, and this was in an unsuspected 
- grade 4 anaplastic adenocarcinoma .of the prostate 
that had involved the anterior capsular area. The 
Foley bag catheter is removed on the fourth post¬ 
operative day. Less than 1% of the patients required 
recatheterization for urinary retention. The authors 
differentiate between primary bleeding, a term they 
apply to bleeding on the day of operation, and sec¬ 
ondary (late) bleeding. Primary bleeding is generally 
the result of inaccurate control of bleeding during the 
operation. They observed far fewer primary hemor¬ 
rhages in the last 300 than they did in the first 150 
cases. There were 15 cases of primary bleeding; 2 of 
these required open surgical control, while the re¬ 
maining 13 could be controlled by fulguration and 
other endoscopic means. There were 25 cases of sec¬ 
ondary bleeding, and these proved easy to control. 

Postoperative hospitalization averaged 8.8 days. 
Seventy-five per cent of the patients remained in the 
hospital 7 days after the operation. They are usually 
not permitted to go home unless they have adequate 
urinary control and are ambulatory to the extent of 
dressing and going to the bathroom. There were 11 
deaths (2.4%). Urinary control is rarely a problem 
after retropubic prostatectomy; the method has the 
advantages of the perineal approach but few of its 
disadvantages. A relatively high incidence of osteitis 
pubis has often been mentioned as a disadvantage of 
the retropubic approach, but the authors observed it 
only 3 times among the first 100 patients subjected to 
the retropubic operation and in none since then. The 
osteitis was self-limited. Urethral stricture did not 
occur, but contractures of the vesical neck developed 
in 4 patients. Retropubic prostatectomy has proved 
an excellent method of removing the prostate and 
may be used in a large majority of cases. The tech¬ 
nique is founded on sound surgical principles—direct, 
clean, open enucleation. The mortality compares fa¬ 
vorably with that of the other 3 established methods. 
The morbidity and functional end-results are far su¬ 
perior to those of all other methods. 


OTOLARYNGOLOGY 

Management of Acute Respiratory Obstruction with 
Report of a Case. A. E. W. Gregson and A. J. Gunning. 
Brit. M. J. 2:1150-1152 (Nov. 17) 1956 [London]. 

The authors report a case of acute and severe 
respiratory obstruction in a 3-year-old boy who was 
admitted to hospital in a comatose condition with 
severe dyspnea and dusky cyanosis. His original ill¬ 
ness, some 5 months before admission, was an acute 
either viral or bacterial respiratory infection resulting 
in a tracheobronchitis with desquamation of the 
mucosal epithelium, which, with the inspissated secre¬ 
tion, was never effectively expectorated. A further 
reinfection of the bronchial tree prior to admission 
led to increased secretion, loss of ciliary action, and 
consequent swelling of the bronchial plug. Immediate 
treatment by bronchoscopic aspiration and tracheos¬ 
tomy was given. Cardiac arrest, which occurred in the 
course of this treatment, was dealt with satisfactorily 
by cardiac massage through an upper abdominal in¬ 
cision. The trachea and main bronchi were aspirated 
through the tracheostomy tube every 15 minutes for 
the first 24 hours and thereafter every half hour. In¬ 
halations of Alevaire, a solution consisting of oxyethyl- 
atecl tertiary octvlphenol-formaldehyde polymer (Tri¬ 
ton WR-1339) 0.125%, glycerine 5%, and sodium 
bicarbonate 2% in distilled water, proved effective in 
liquefying tenacious bronchial secretion. These inhala¬ 
tions were used almost continually for the first 3 post¬ 
operative days. 

Although dyspnea was relieved by the surgical treat¬ 
ment, cyanosis and tachypnea persisted, and radiog¬ 
raphy on the 2nd postoperative day revealed a com¬ 
plete left pneumothorax. The most likely cause of it 
was mediastinal emphysema with rupture into the 
pleural cavity, or an extrapleural spread causing an 
extrapleural pneumothorax secondary to suction of 
air through the tracheostomy wound. The pneumo¬ 
thorax was relieved by the insertion of a catheter 
through the second intercostal space anteriorly. The 
cyanosis and tachypnea subsided within 24 hours, 
complete reexpansion of the affected lung being ob¬ 
tained. Postoperative progress thereafter was unevent¬ 
ful, and the child was discharged on the 30th post¬ 
operative day. 

The possibility of cardiac arrest occurring in acute 
respiratory obstruction is stressed. Such emergencies 
should be managed by a “2-surgeon” team, as in the 
case described. One operator watches the carotid 
pulse and is prepared to undertake cardiac massage 
at any time, while the other concentrates on the bron¬ 
choscopic work and the continuous supply of oxygen 
through the bronchoscope. Oxygen under pressure 
should also be administered at regular intervals, using 
the bronchoscope as an endotracheal tube. The value 
of Alevaire in the immediate postoperative period is 
emphasized. 
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Bladder Flap Ureteroplasty. M. K. O’Heeron, M. G. 
Rape and J. R. Fish. South. M. J. 49:1241-1251 (Nov.) 
1956 [Birmingham, Ala.]. 

The operation described is designed to replace a 
functionless portion of a ureter. A bladder flap is made 
and converted into a tube, and the ureter is anasto¬ 
mosed to this tube. The authors present the histories 
of 14 patients in whom this method was used. Re¬ 
placement of the ureter was required in 3 patients 
because of carcinoma of the uterine cervix with ex¬ 
tension and stenosis of the ureter; in 3 because of 
cicatricial contracture and stenosis of the ureter fol¬ 
lowing radical surgery for excision of carcinoma of 
the cervix; in 4 because of lower ureteral calculi, im¬ 
pacted and associated with hydronephrosis and severe 
infection; in 3 because of surgical injuries to the 
ureter; and in 1 because of severe obstruction, prob¬ 
ably a congenital stricture with a large hydroneph¬ 
rosis and hydroureter. 

The bladder flap ureteroplasty failed in 3 patients, 
because carcinoma recurred after the ureteroplasty. 
One of these 3 required only ureteral dilatation, but 
in the other 2 nephrectomy became necessary because 
of pain and infection secondary to increasing hydro¬ 
nephrosis. Carcinomatosis developed later. In patients 
in whom the ureter is obstructed by carcinoma it is 
obviously a mistake to attempt much reconstructive 
surgery because the carcinoma is certain to recur and 
to again obstruct the ureter. The use of a bladder flap 
for replacing the lower portion of 1 or more ureters is 
a sound surgical procedure, giving excellent results in 
properly selected cases properly handled. In 1 of the 
14 patients bilateral hydroureters were implanted into 
a single bladder flap tube. This is believed to be the 
1st case of this type reported. The problem of ob¬ 
struction of the lower ureter may become more fre¬ 
quent, particularly as the result of early radical sur¬ 
gery for carcinomas. Bladder flap ureteroplasty is 
superior to nephrectomy or any method of urinary 
diversion in properly selected cases. Utilization of this 
technique is advisable when the ureter is too short for 
ureteroneocystostomy and the bladder is normal. 
Ureteral reflux usually occurs in varying degrees but 
has resulted in no morbidity in the reported series. 
Although the procedure is most applicable in defects 
of the lower ureters of not more than 10 cm. in length, 
the authors have replaced as much as 20 cm. with a 
bladder flap. 

Serum “Prostatic” Acid Phosphatase and Cancer of the 
Prostate. W. H. Fishman, C. D. Bonner and F. Horn- 
burger. New England J. Med. 255:925-933 (Nov. 15) 
1956 [Boston). 

Elevated values of acid phosphatase in the serum 
had been regarded as indicative of advanced cancer 
of the prostate with spread to the bones and rarely 
with nonmetastatic disease, but the authors and other 
investigators found that a positive correlation with the 
serum acid phosphatase values was found in only 
^ about 50% of patients with metastatic cancer of the 


prostate. The observation that 1-tartrate was a potent 
inhibitor of acid phosphatase present in crude ex¬ 
tracts of human prostate, and the division of the 
serum acid phosphatase into tartrate-sensitive and 
tartrate-insensitive fractions, established that the 
measurement of the tartrate-sensitive serum acid 
phosphatase gave a more accurate index of the 
activity of prostatic cancer. Since an elevation of 
tartrate-sensitive acid phosphatase has so far been 
associated only with disorders of the prostate-in 
particular, with cancer of the prostate—the term 
“prostatic” has been introduced to provide a prob¬ 
able tissue identification of this moiety of the serum 
acid phosphatases. 

The authors studied the serum acid phosphate levels 
in 91 patients with proved cancer of the prostate and 
in 1,175 patients without this disease. In all these pa¬ 
tients determinations were performed for total and 
“prostatic” acid phosphatase. The Fishman-Lerner 
method gave the best correlation with the presence 
of proved cancer of the prostate, registering 87 and 
81% abnormal in untreated and treated cases respec¬ 
tively. The corresponding figures for total acid phos¬ 
phatase were 31 and 38%. The Fishman-Lerner meth¬ 
od indicated abnormal “prostatic” acid phosphatase 
values more frequently than the King-Armstrong 
method in the cases in which prostatic cancer was 
localized to the gland (21 out of 26) and when metas- 
tases had spread only to soft tissue (11 out of 12). 
The corresponding figures by the King-Armstrong 
procedure were 4 in 26 and 2 in 12. Likewise, in the 
group with bony metastases, the Fishman-Lerner 
method was more sensitive, showing abnormal phos¬ 
phatase values in 45 of 53 patients as compared 
to 25 out of 53 found with the King-Armstrong 
procedure. Accordingly, an elevated “prostatic acid 
phosphatase is not necessarily an indication of metas¬ 
tatic as opposed to nonmetastatic cancer of the 


prostate. 

Cessation of estrogen therapy in prostatic cancel 
was followed by a rise in serum “prostatic” acid phos¬ 
phatase in some patients and not in others. Estrogen 
therapy induced a characteristic fall in serum acic 
phosphatase that was due to a decrease in the tartrate 
sensitive moiety. In selected cases, the administration 
of androgen produced a subsequent rise in prostatic 
acid phosphatase, an event that can be of practice 
importance in diagnosis. Long-term studies (2 years/ 
on patients with prostatic cancer showed the course 
of the serum acid phosphatase. A study of the clinica 
specificity of the serum “prostatic” acid phosphatase 
showed that prostate cancer only exhibited persisten 
abnormal values; the most frequent occurrence 0 
abnormal values in nonneoplastic disease was seen ,n 
benign prostatic hypertrophy (15 of 52 cases). ® 
possibility that some of these patients have occU , 
cancer of the prostate cannot be excluded. Eleva e 
total acid phosphatase levels were observed in 2 worn 
en with cancer of the breast, but the "prostatic f raC 
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tion was normal. The clinical value of the "prostatic" 
acid phosphatase is discussed in relation to the earlier 
diagnosis of cancer of the prostate. 

The Present Status of Prostatectomy. W. A. Cline, 
N. S. Erl) and J. W. Frazier. North Carolina M. J. 
17:515-520 (Nov.) 1956 [Winston-Salem]. 

The histories of the following techniques of prosta¬ 
tectomy are reviewed: the very crude and blind trans¬ 
urethral resection initiated in England in 1832, 
perineal prostatectomy, the suprapubic operation, the 
modern transurethral resection, and Millin’s retro¬ 
pubic approach. The authors report observations on 
450 retropubic prostatectomies performed by them at 
Rowan Memorial Hospital, Salisbury, N. C. The av¬ 
erage age of the patients was 67 years. The suprapubic 
drain, which in this operation is left in the prostatic 
capsular incision, is routinely removed on the first 
postoperative day. Only 1 prevesical abscess devel¬ 
oped in 450 cases, and this was in an unsuspected 
grade 4 anaplastic adenocarcinoma .of the prostate 
that had involved the anterior capsular area. The 
Foley bag catheter is removed on the fourth post¬ 
operative day. Less than 1% of the patients required 
recatheterization for urinary retention. The authors 
differentiate between primary bleeding, a term they 
apply to bleeding on the day of operation, and sec¬ 
ondary (late) bleeding. Primary bleeding is generally 
the lesult of inaccurate control of bleeding during the 
operation. They observed far fewer primary hemor¬ 
rhages in the last 300 than they did in the first 150 
cases. There were 15 cases of primary bleeding; 2 of 
these required open surgical control, while the re¬ 
maining 13 could be controlled by fulguration and 
other endoscopic means. There were 25 cases of sec¬ 
ondary bleeding, and these proved easy to control. 

Postoperative hospitalization averaged 8.8 days. 
Seventy-five per cent of the patients remained in the 
hospital 7 days after the operation. They are usually 
not permitted to go home unless they have adequate 
urinary control and are ambulatory to the extent of 
dressing and going to the bathroom. There were 11 
deaths (2.4%). Urinary control is rarely a problem 
after retropubic prostatectomy; the method has the 
advantages of the perineal approach but few of its 
disadvantages. A relatively high incidence of osteitis 
pubis has often been mentioned as a disadvantage of 
the retropubic approach, but the authors observed it 
only 3 times among the first 100 patients subjected to 
the retropubic operation and in none since then. The 
osteitis was self-limited. Urethral stricture did not 
occur, but contractures of the vesical neck developed 
in 4 patients. Retropubic prostatectomy has proved 
an excellent method of removing the prostate and 
may be used in a large majority' of cases. The tech¬ 
nique is founded on sound surgical principles—direct, 
clean, open enucleation. The mortality compares fa¬ 
vorably with that of the other 3 established methods. 
The morbidity and functional end-results are far su¬ 
perior to those of all other methods. 


OTOLARYNGOLOGY 

Management of Acute Respiratory Obstruction with 
Report of a Case. A. E. W. Gregson and A. J, Gunning. 
Brit. M. J. 2:1150-1152 (Nov. 17) 1956 [London]. 

The authors report a case of acute and severe 
respiratory obstruction in a 3-year-old boy who was 
admitted to hospital in a comatose condition with 
severe dyspnea and dusky cyanosis. His original ill¬ 
ness, some 5 months before admission, was an acute 
either viral or bacterial respiratory infection resulting 
in a tracheobronchitis with desquamation of the 
mucosal epithelium, which, with the inspissated secre¬ 
tion, was never effectively expectorated. A further 
reinfection of the bronchial tree prior to admission 
led to increased secretion, loss of ciliary action, and 
consequent swelling of the bronchial plug. Immediate 
treatment by bronchoseopic aspiration and tracheos¬ 
tomy was given. Cardiac arrest, which occurred in the 
course of this treatment, was dealt with satisfactorily 
by cardiac massage through an upper abdominal in¬ 
cision. The trachea and main bronchi were aspirated 
through the tracheostomy tube every 15 minutes for 
the first 24 hours and thereafter every half hour. In¬ 
halations of Alevaire, a solution consisting of oxyethyl- 
ated tertiary octylphenol-formaldehyde polymer (Tri¬ 
ton WR-1339) 0.1257c, glycerine 5%, and sodium 
bicarbonate 2% in distilled water, proved effective in 
liquefying tenacious bronchial secretion. These inhala¬ 
tions were used almost continually for the first 3 post¬ 
operative days. 

Although dyspnea was relieved by the surgical treat¬ 
ment, cyanosis and tachypnea persisted, and radiog¬ 
raphy on the 2nd postoperative day revealed a com¬ 
plete left pneumothorax. The most likely cause of it 
was mediastinal emphysema with rupture into the 
pleural cavity, or an extrapleural spread causing an 
extrapleural pneumothorax secondary to suction of 
air through the tracheostomy wound. The pneumo¬ 
thorax was relieved by the insertion of a catheter 
through the second intercostal space anteriorly. The 
cyanosis and tachypnea subsided within 24 hours, 
complete reexpansion of the affected lung being ob¬ 
tained. Postoperative progress thereafter was unevent¬ 
ful, and the child was discharged on the 30th post¬ 
operative day. 

The possibility of cardiac arrest occurring in acute 
respiratory obstruction is stressed. Such emergencies 
should be managed by a “2-surgeon” team, as in the 
case described. One operator watches the carotid 
pulse and is prepared to undertake cardiac massage 
at any time, while the other concentrates on the bron- 
choscopic work and the continuous supply of oxygen 
through the bronchoscope. Oxygen under pressure 
should also be administered at regular intervals, using 
the bronchoscope as an endotracheal tube. Tire value 
of Alevaire in the immediate postoperative period is 
emphasized. 
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Chronic Bacteria] Allergy of the Perinasal Sinuses: A 
Report of Sixty-Five Cases. J. R. Surber. A. M. A. 
Arch. Otolaryng. 64:351-360 (Nov.) 1956 [Chicago]. 

This report is based on 65 patients with chronic 
bacterial sinusitis. The histories of 14 patients are 
presented to illustrate certain significant points. Al¬ 
lergy has been defined as “an acquired alteration in 
the capacity to react, which is predicated on an anti- 
gen-antibody mechanism.” Allergic responses fall into 
3 categories: anaphylactic, exzematous, and bacterial. 
The chronic perinasal sinus conditions under discus¬ 
sion belong to the last group. In these cases, the or¬ 
ganisms act as the allergens. The proteins of the 
organisms are the primary factors inciting the allergic 
response. About 75% of sinus infections are caused by 
micrococci, chiefly by Micrococcus (Staphylococcus) 
aureus. The causative organisms in the remaining 
fourth of the patients are mostly streptococci, largely 
due to the fact that many strains of these organisms 
are totally resistant to the antibiotics in use. 

The symptomatology is varied and may simulate or 
complicate other diseases. Local symptoms consist 
primarily of nasal blocking, sneezing, watery and per¬ 
sistent discharge, postnasal discharge, dryness of 
throat and nasal passages, and pain in these areas. 
Most patients also have general toxic absorption 
symptoms, especially malaise, weakness, depression, 
anorexia, generalized neuralgia, and insomnia. Asthma 
is a possible complication, but allergic wheezing due 
to tracheobronchitis and persistent cough without 
asthma are commoner. Some patients have a sense of 
fullness in the throat or even a sense of swallowing 
over a lump. Associated gastritis often causes nausea 
and heartburn, and with these there may be enteritis, 
flatulence, and distension. The patient swallows irri¬ 
tating discharge, which can be a significant cause of 
such disturbances. The course of the disease is most 
commonly characterized by a pronounced tendency 
to cyclic reactivation. 

Many cases of sinusitis can, and should be, treated 
by medical means. Staphylococcus toxoid or autoge¬ 
nous vaccines are useful in earl}' cases. Certain of the 
common contributing allergies should be checked, 
such as histamine, dust, spring grasses, and ragweed. 
Desensitization can be carried out along with im¬ 
munization. Moreover, the antiallergic benefits of 
autogenous vaccines are more pronounced when intra- 
dermal injections are given. The first 15 of the present 
series of 65 patients were treated without immuniza¬ 
tion or desensitization. In the next group of 30, all 
received autogenous vaccine and, when indicated, 
Staphylococcus toxoid. Symptoms were better con¬ 
trolled in this group than in the first. The last 20 pa¬ 
tients have been given autogenous vaccines. Medical 
treatment cannot provide drainage of blocked sinuses, 
nor can it remove the hopelessly diseased, thickened 
mucosa that lines the perinasal sinuses in mature cases. 


For these, surgical measures are necessary. Radical 
surgical procedures should be carried out in advanced 
cases without destruction of functional tissues. 

Dysphonia Plica Ventricularis: An Overlooked Condi¬ 
tion Causing Chronic Hoarseness. W. H. Saunders. 
Ann. Otol. Rhin. 6c Laryng. 65:665-673 (Sept.) 1956 
[St. Louis]. 

Dysphonia plica ventricularis, a condition in which 
phonation is performed by the false vocal cords, is 
often overlooked as cause of hoarseness, although it 
is relatively common. It is easily overlooked for two 
reasons: First, it often occurs in a larynx that is other¬ 
wise relatively normal. Otolaryngologists look care¬ 
fully for changes in the configuration and color of the 
laryngeal mucosa and are quick to note variations in 
the movement of the true cords, but they may fail to 
appreciate minor changes in the appearance and 
function of the false cords. Second, dysphonia plica 
ventricularis is also easily overlooked because it is 
inconstant. It may be present during one laryngeal 
examination and not during another. Patients with 
dysphonia plica ventricularis complain of a hoarseness 
that varies in severity. Sometimes the voices of these 
patients are good in the morning but deteriorate as 
the day wears on. There is often an uncertainty of 
tone that produces a result like the breaking voice of 
an adolescent male. Occasionally, for a few moments, 
the patient may almost lose his voice. Some patients 
complain of a tiredness in the throat. Others may make 
persistent attempts to clear the throat, but they raise 
neither mucus or pus. Dyspnea is not a symptom, and 
the patient does not have stridor. 

The condition is likely to disappear spontaneously 
and to reappear months later, particularly if the pa¬ 
tient is under psychological stress. Other patients con¬ 
tinually have dysphonia, which varies only in degree. 
Indirect laryngoscopy is usually sufficient for diag¬ 
nosis. Direct laryngoscopy may be required if it * s 
necessary to look into the ventricle, to look directly 
beneath the true cords, or to test the mobility of the 
cricoarytenoid joint. It has been stated that the false 
cords often look thickened in this condition, but this 
author found that while this may be true of cases of 
long standing it is not true of the patient with dys¬ 
phonia plica ventricularis who has become hoarse 
recently. The false cords may look entirely normal 
during quiet breathing. When the patient is asked to 
phonate, several different laryngeal appearances may 
be seen in the mirror: 1. The patient, approximating 
only the true cords, may phonate normally. 2. The 
true cords may approximate, producing a clear tone 
initially, but almost immediately the false cords close 
above the true cords and seem to vibrate. 3. The false 
cords may close completely and tightly, usually only 
momentarily, and so render the patient aphonic. 4. 
The false cords may close ahead of the true cords. 
5. The false cords close irregularly and leave one or 
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more small gaps through which portions of the true 
cords can be seen. Organic as well as functional fac¬ 
tors may play a part in the causation of this disorder. 
A case is reported to emphasize the importance of 
psychological stress in producing this condition. Pa- 
'■ tients usually respond to treatment early in the course 
of the disorder, but some patients who have hyper¬ 
trophic changes in the ventricular bands are likely to 
remain hoarse indefinitely. 

Cancer of the Larynx. F. Montreuil. Ann. Otol. Rhin. 
& Laryng. 05:772-782 (Sept.) 1956 [St. Louis]. 

The author presents observations on 70 patients 
with carcinoma of the larynx who were observed at a 
Montreal Hospital. The ages of the patients ranged 
from 22 to S6 years, and 61 of the 70 patients were 
males. Five patients were less than 40 years old. 
Twenty-six patients had intrinsic, 34 had extrinsic, 
and 10 had extralaryngeal carcinoma. Controversial 
predisposing factors such as syphilis, tuberculosis, bad 
oral hygiene, and industrial fumes were not promi¬ 
nent, but all of the patients used some form of tobacco 
in excess. All patients had squamous cell carcinoma; 
neither sarcoma nor intramucosal carcinoma were 
observed. The symptoms of laryngeal carcinoma de¬ 
pend on the site of the lesion, and, if a change in 
voice appears early in cordal lesions, such is not the 
case in extrinsic or extralaryngeal cases. Hoarseness, 
or a change of voice, becomes evident at the very 
onset of a cordal cancer and remains the only symptom 
for a long time. The number of patients presenting 
this symptom who are treated with gargles and inhala¬ 
tions is still far too high. When the tumor presents as 
a fungating growth and closes the lumen of the glottis, 
respirator}' obstruction ensues. Five of the 70 patients 
came to tire hospital because of dyspnea and required 
emergency tracheotomy. The passing of a tube in a 
patient with an endolaryngeal tumor may easily trau¬ 
matize the lesion, and the risk of dislodging cancer 
cells and implanting them is real. 

Extrinsic and extralaryngeal lesions give rise to 
more indefinite symptoms that are late in manifesting 
themselves. Dysphagia, lump in the throat, hoarseness, 
cough, bloody sputum, hypersalivation, dyspnea, and 
otalgia may all appear, but so gradually, that the pa¬ 
tient pays little attention to them. A patient may seek 
advice because of a slowly growing mass in the side 
of his neck. The initial complaint in this group was 
hoarseness in 54 patients and dysphagia in 13. In three 
instances the presence of a mass in the neck prompted 
y - *be patient to seek medical advice. A clinical im¬ 
pression of carcinoma is obtained by indirect laryn¬ 
goscopy. A positive biopsy is necessary, however, 
before institution of treatment. Treatment consisted 
of laryngectomy in 25, laryngofissure in 10, combined 
laryngectomy and neck surgery in 4, irradiation in 20, 
irradiation and subsequent laryngectomy in 3, thyrot- 
omy in 2, and secondary neck dissection in 4 patients. 


Six patients refused treatment. Surgery offers the best 
chance of a cure, and in cases other than small cordal 
carcinomas, wide field laryngectomy lias been consid¬ 
ered the treatment of choice. Neck dissection is con¬ 
sidered justifiable in cases of extrinsic and extralaryn¬ 
geal lesions. 

THERAPEUTICS 

Use of Mysoline in Barbiturate Withdrawal. J, W. 
Conklin. Rhode Island M. J. 39:624-625 (Nov.) 1956 
[Providence]. 

Primidone (Mysoline) is used primarily as an anti¬ 
convulsant. Many patients who received primidone 
for seizures felt they were more alert when receiving 
this drug. Because of the possibility of decreasing the 
length of the lethargic state and still preventing seiz¬ 
ures it was decided that primidone might be effective 
in chronic barbiturate withdrawal. The author pre¬ 
sents 7 patients in whom primidone was used for this 
purpose. In all except one patient, in whom reserpine 
was added, primidone was used alone to control the 
withdrawal symptoms, and the results were uniformly 
excellent. Two of the patients had professional ac¬ 
quaintance with drugs, and they were particularly 
impressed with the freedom from withdrawal symp¬ 
toms. No drowsiness, vertigo, nausea, vomiting, or 
other symptoms were noted. 

Some Delayed Complications of Inoculation. P. W. 
Robertson and B. J. Leonard. Brit. M. J. 2:1029-1032 
(Nov. 3) 1956 [London]. 

Healthy adult recruits between the ages of 18 and 
20 years received typhoid, paratyphoid A and B, and 
tetanus (T. A. B. T.) vaccine inoculations and at the 
same time were vaccinated against smallpox. Delayed 
“serum sickness” types of reaction occurred within 1 
or 2 weeks after the T. A. B. T. injections and vaccina¬ 
tion. These reactions included a wide variety of ar¬ 
thropathies closely resembling joint manifestations in 
patients with rheumatic fever or acute rheumatoid 
arthritis. Cardiac involvement confirmed by electro¬ 
cardiographic recording was observed in several pa¬ 
tients in the course of a febrile rheumatic illness in 
the second week after inoculation. A transient heart- 
block was noted in 3 other patients originally regarded 
as having simple allergic arthropathies. One patient 
had a generalized “collagen disorder” strongly sugges¬ 
tive of periarteritis nodosa 7 days after the vaccination 
and T. A. B. T. inoculation. Various purpuric mani¬ 
festations, identical with the so-called immunoallergic 
vascular purpuras, were observed in 22 persons, with 
bleeding into the skin, the intestine, and the genito¬ 
urinary tract. Large numbers of transient mild pur¬ 
puric eruptions were also observed. Changes in the 
reticuloendothelial system, including spleen, liver, 
lymph nodes, and bone marrow, occurred commonly 
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in the few weeks after inoculation. The significance 
of these delayed reactions is discussed, especially in 
connection with the causation of the rheumatic and 
purpuric disorders. 

Dipipanone Hydrochloride in the Treatment of Severe 
Pain; A Report of 200 Cases. R. O. Gillhespy, E. Cope 
and ■?. O. Jones. Brit. M. J. 2:1094-1096 (Nov. 10) 1956 
[London]. 

Dipipanone (DL-6-piperidino-4,4-diphenyl-heptan- 
3-one) hydrochloride, a new analgesic closely related 
chemically to methadone hydrochloride, was given to 
100 adult patients admitted to the medical wards of 
Dudley Road Hospital in Birmingham, England, for 
pain which could not be relieved without the use of a 
potent analgesic, and to 100 patients who had under¬ 
gone major gynecologic operations. Seventy-three of 
the medical patients had very severe pain, 3 severe 
pain, and 24 had moderate pain. Sixty-four would 
normally have been given morphine and the other 36 
methadone or meperidine hydrochloride. Pleurisy and 
coronary thrombosis were the causes of pain in a 
large number of these patients. The patients who had 
undergone major gynecologic surgery were selected 
for the therapeutic trial because of the well known 
fact that these operations give rise to severe postopera¬ 
tive pain and are accompanied by a higher than 
normal incidence of thromboembolism, the prevention 
of which requires sufficient limb, trunk, and breathing 
exercises without undue discomfort. The medical pa¬ 
tients ^vere given 20 mg. of dipipanone hydrochloride 
subcutaneously every 8 hours, and the average num¬ 
ber of injections given was 8. The patients with 
postoperative pain were given 25 mg. subcutaneously 
every 6 hours for the first 48 hours immediately after 
the operation. Complete relief of pain was obtained 
by 67 of the medical patients, moderate relief by 27, 
slight relief by 3, and 3 were therapeutic failures. 
Complete relief of pain was obtained by 95 of the 
surgical patients, moderate relief by 4, slight relief by 
1, and there were no therapeutic failures. The onset 
of analgesia was rapid in all the patients who re¬ 
sponded to the drug. Some relief was obtained within 
10 minutes in all the postoperative patients and maxi¬ 
mal analgesia was obtained in 20 minutes. The onset 
of action of the drug \vas_ also rapid in the medical 
patients, but the time required for reaching the maxi¬ 
mal effect varied. An adequate level of pain relief 
lasted for about 5 hours in most of the patients. There 
were no deaths during the period of the trial. No 
obvious depression of respiration or tendency to 
drowsiness was observed, nor was there any local re¬ 
action or pain at the site of the injection. Side-effects 
were rare, their incidence in relation to the number 
of doses given being from 4 to 5%. The only side- 
effects of importance were nausea, vomiting, sweating, 
and giddiness. In only one patient were they severe 
enough to justify change to another analgesic. 


J.A.M.A., February 9, 1937 

A New Enteric-Coated Aspirin in die Treatment of 
Arthritis. A. G. Sprecher.' Am. Pract. & Digest Treat 
7:1801-1804 (Nov.) 1956 [Philadelphia], 

Forty-two patients who had osteoarthritis, rheuma¬ 
toid arthritis, or allied conditions were given an en¬ 
teric-coated acetylsalicylic arid (aspirin) preparation 
as an adjunct to other treatment. Ten of these 
patients (group 1) had previously received plain aspi¬ 
rin without experiencing any gastrointestinal discom¬ 
fort; the other 32 (group 2) had histories of gastric 
intolerance to plain aspirin. Therapy with enteric- 
coated aspirin was continued for from 1 to 6 months. 
The dose was from 10 to 30 grains per day. The medic¬ 
ament produced epigastric distress in 1 patient, who 
had also been intolerant to plain aspirin. One patient 
experienced colonic irritation during the study, but to 
a lesser degree than previously with plain aspirin. The 
other 40 patients had no gastrointestinal complaints 
during tire entire period of the study. No patient who 
could tolerate plain aspirin failed to tolerate tire en¬ 
teric-coated aspirin. The enteric-coated preparation 
proved to be equally effective as plain aspirin in treat¬ 
ing arthritic disease. 


RADIOLOGY 

Myelofibrosis and Myelosclerosis: A Review of IS 
Cases, with Particular Reference to Treatment and to 
the Diagnostic Value of Radiological Examination. 
J. Richmond and J. G. Duncan. Scottish M, J. 1:337- 
349 (Nov.) 1956 [Glasgow]. 

The authors report on 8 women and 5 men, between 
the ages of 51 and 71 years, with myelofibrosis or 
myelosclerosis, a rare condition in which replacement 
of the marrow by fibrous tissue or bone is associated 
with extramedullary hemopoiesis and the appearance 
in the peripheral blood of immature white blood cells 
and red blood cells. Vague, ill-health, enlargement of 
liver and spleen, immature white and red blood cells 
in the circulation, and the finding in the marrow of 
different degrees of proliferation of fibrous tissue and 
bone were the outstanding features in these patients. 
There was considerable variation in the clinical and 
hematological de'ails and in the duration and severity 
of the disease, but all the patients had a distinct 
myeloproliferative disorder in which the fibroblasts 
and osteoblasts of the bone marrosv were predomi¬ 
nantly affected. The presence of large numbers of 
megakaryocytes in the marrow of 4 patients and of 
polycythemia in 2 patients suggests that other cell 
systems were affected in these patients. 

Radiological examination of the skeleton was done 
in all patients. The radiological appearance of the 
bones vms normal in 5 patients. An alteration in the 
trabeeulation of the cancellous bone that was super 
imposed on the normal bone structure, producing an 
irregular, poorly-defined “meshwork” appearance, was 
found in 3 patients. These changes were observed in 
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the midshafts and proximal parts of the humeri and 
femurs and to a lesser extent in the distal ends of the 
femurs. More pronounced changes were found in the 
remaining 5 patients in whom the normal cancellous 
bone was largely obscured or replaced by irregular 
“woolly” thickened trabeculae. These changes were 
symmetrical and were most pronounced in the humeri 
and femurs, but similar bone changes were seen in 
the pelvis and in the bones of the shoulder girdle. 
Correlation existed between the radiological picture 
and the histological findings in the bone marrow. 

Splenectomy was done on 4 patients. The first of 
these was subjected to splenectomy because of the 
development of a symptomatic hemolytic anemia. 
Following operation there was transient improvement 
but thereafter frequent transfusions were again neces¬ 
sary. The spleen in the 2nd patient was removed be¬ 
cause of severe disability caused by splenic enlarge¬ 
ment. The general condition of the patient deterior¬ 
ated after the operation, but there was no evidence 
... that death was directly caused by the splenectomy. 
The spleen was removed solely for mechanical rea¬ 
sons in the 3rd patient, in whom an excellent result 
was obtained; most of the patient’s symptoms were 
relieved without adverse effects on the hemoglobin or 
erythrocyte levels. There was no adequate reason for 
removal of the spleen in the 4th patient; the patient 
remained well and the hemoglobin level was main¬ 
tained, but the course of the disease was not modified 
by the splenectomy. Progressive enlargement of the 
liver was observed after the splenectomy in all 4 pa¬ 
tients. Normoblasts and an increased number of white 
blood cells and platelets appeared in the peripheral 
blood and persisted for months or years after the op¬ 
eration. The liver is the main source of these cells. 
Splenectomy may not be warranted in most of the 
patients with myelofibrosis or myelosclerosis. Irradia¬ 
tion of the spleen was advised because of disability 
from considerable enlargement of the spleen associ¬ 
ated with polycythemia in 1 patient. There was a 
striking reduction in the size of the spleen, and the 
blood picture was restored to normal after the irradia¬ 
tion. The patient was free of symptoms 9 months after 
the irradiation. Carefully controlled irradiation of the 
spleen should be given in the first instance to those 
patients who are disabled by considerable enlarge¬ 
ment of the spleen. Such a procedure would not pre¬ 
clude splenectomy if required at a later date. 

Dissection of Aorta as a Complication of Translumbar 
Aortography. H. Gaylis and J. W. Laws. Brit. M. J. 

> 2:1141-1146 (Nov. 17) 1956 [London], 

Translumbar aortography was done in 2 men 58 
and 62 years of age, both of whom complained of 
severe pain in the right calf precipitated by walking 
and relieved by rest. Aortic dissection occurring in 
these 2 patients in the course of the aortography is 
described as a complication in which a part or the 


whole of the contrast medium is injected into the 
media of the aorta, giving rise to a characteristic 
radiographic picture superficially resembling throm¬ 
bosis of both common iliac arteries but without 
evidence of any significant collateral vessels. Experi¬ 
mental evidence is produced that explains tire mechan¬ 
ism of this aortic dissection and shows that this 
complication is analogous to a spontaneous dissecting 
aneurysm. This complication is important for 3 rea¬ 
sons. It may give rise to misinterpretation if its true 
significance is not appreciated, since it may closely 
simulate arterial thrombosis. There may be serious 
sequelae. It may occur despite the most scrupulous 
technique. 

Roentgen Treatment of Gastric Carcinoma. P. Trin- 
chieri. Gazz. med. ital. 115:299-304 (Oct.) 1956 (In 
Italian) [Turin, Italy], 

The author reports on the results obtained with 
roentgen therapy in 10 patients with gastric carcinoma 
who had been operated on without success. Two pa¬ 
tients in very poor condition who had been submitted 
to exploratory laparotomy were irradiated without 
any success; they died within 3 months. A patient in 
whom carcinoma had been discovered through radio- 
graphic examination and laboratory tests died before 
the course of irradiation therapy was terminated. 
There was no marked regression of the tumor in 4 
patients, but their general condition showed some im¬ 
provement; 1 patient died of cardiac insufficiency, and 
* the others are still alive. The condition of one patient, 
who at exploratory laparotomy was found inoperable, 
had remained stationary 6 months after therapy. One 
patient showed marked improvement in his general 
condition after 2 courses of irradiation; he returned to 
work after a year and did not have any complaints. 
Marked regression of the tumor was noticed in 1 pa¬ 
tient after 3 courses of roentgen therapy; the patient 
has returned to his normal activities. 


PHYSIOLOGY 

Erythrolysis on Return of Altitude Acclimatized In¬ 
dividuals to Sea Level. N. Pace, L. B. Meyer and B. E. 
Vaughn. J. Appl. Physiol. 9:141-144 (Sept.) 1956 
[Washington, D. C.]. 

Ten men, aged 24 to 38, were members of the Cali¬ 
fornia Himalayan Expedition, which, during the late 
spring of 1954, made an attempt to reach the summit 
of Makalu on the Nepal-Tibet border. This is tire 
world s fifth highest mountain peak, with an elevation 
27,790 ft. Because of very poor weather a maximum 
altitude of only 23,500 ft. was reached by 2 members 
of the group. The pattern of exposure to high altitude 
for the majority of the expedition consisted of 76 days 
continuously above 10,000 ft., 62 days above 15,000 ft., 
and, for 7 of the members, 7 to 14 days continuously 
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above 21,000 ft. The increase in red blood cells and 
hemoglobin levels required 6 to 7 weeks at a high 
altitude to become stabilized, and hence may be re¬ 
garded as having reached completion during the total 
stay of 11 weeks above 10,000 feet. On the descent to 
sea level, the excess red blood cells and hemoglobin 
were reduced to about one-third of the stabilized 
altitude levels within 17 days after leaving base camp. 
It is likely that on descent from high altitude to sea 
level 2 separate mechanisms come into play to restore 
the blood hemoglobin level to normal: a reduction in 
the rate of erythropoiesis, and an acceleration of the 
rate of erythrolysis. This conclusion is in accord with 
that reached by several earlier investigators. Hemo- 
dilution may also be postulated as a contributory fac¬ 
tor in the rapid return of erythrocyte levels to normal; 
however, experimental data on this point are lacking 
at present. 


PUBLIC HEALTH 

Epidemiology of Syphilis. R. W. Ball. J. South Caro¬ 
lina M. A. 52:360-361 (Oct.) 1956 [Florence]. 

Each case of syphilis is potentially the beginning 
of a widespread chain of infection. Striking examples 
of such spread are the two epidemiological chains 
uncovered this year by health department personnel 
in South Carolina during a 2 1 A-montli period. An 18- 
year-old girl came to the Florence County Health 
Department with a rash typical of secondary syphilis.* 
An interview revealed 22 contacts, of whom 19 were 
located in Florence and vicinity; 3 of these were 
found to be infected. A cluster survey in a section to 
which 85% of the contacts were traced led to the 
examination of 384 blood specimens. Eight new cases 
of syphilis were brought to treatment through these 
blood examinations. Another epidemiological chain 
of syphilitic infections was discovered in tracing the 
contacts of a 20-year-old male with a penile lesion. 
Blood testing was then instituted in contact areas, and 
about 400 individuals voluntarily accepted the blood¬ 
testing service. This included 200 students of the 10th 
to 12th grades in one school. The chains yielded 25 
new cases of early syphilis. 

The records of the State Board of Health of South 
Carolina during the last 12 months revealed that 822 
physicians submitted blood specimens for serologic 
test for syphilis, indicating that over 50% of the South 
Carolina physicians are still encountering syphilis in 
their practice. Private physicians are now seeing and 
reporting approximately 50 early cases of syphilis 
(primary or secondary) per month. Follow-up investi¬ 
gation of contacts of these private cases will not be 
instituted unless or until the physician himself makes 
such a request. The private physician is morally a 
public servant just as the workers in organized health 
agencies are officially so. Public health agencies can 
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assist by relieving him of at least part of this responsi¬ 
bility. The South Carolina State Board of Health is 
now offering to physicians an epidemiological service 
consisting of patient interview and contact investi¬ 
gation. 

Rehabilitation in All Its Phases. R. T. Mclntire. J. 
Internat. Coll. Surgeons 26:529-533 (Nov.) 1956 [Chi¬ 
cago]. 

Rehabilitation means the restoration of a person to 
his former useful function. There are about 28 million 
physically handicapped persons, a rather large per¬ 
centage of a total population of about 170 million 
persons in the United States. These handicapped per¬ 
sons include those with paraplegia, epilepsy, cardiac 
disease, muscular diseases (such as myasthenia gravis), 
cerebral palsy, multiple sclerosis, war injuries, motor 
injuries, and simple senility. The aging process is as 
damaging to health and physical activity' as any of the 
chronic diseases of the young. With the expected in¬ 
crease of the population by nearly 100,000,000 within 
the next 45 years, the plight of the aged persons could 
become desperate beyond the point of alleviation. 

Large sums of money are being allocated by the 
federal government for research into the causes and 
prevention of crippling diseases. The problems of one 
segment of the handicapped population, that which 
enjoys the benefits provided by the Veterans Admin¬ 
istration, are competently handled, but the average 
citizen has no such resource, and the assistance pro¬ 
vided by the federal and state governments is limited. 
Every' community should establish its own rehabilita¬ 
tion center supported by funds derived from voluntary 
contributions and service organizations. An appeal is 
made to physicians and surgeons, who are best ac¬ 
quainted with the value of preventive action, to use 
their influence toward the establishment of adequate 
programs of rehabilitation. 

Causes of Death Among College Students—A Study 
of 209 Deaths at Yale University, 1920-55. H. M. I >ar ' 
rish. Pub. Health Rep. 71:1081-1085 (Nov.) 1956 
[Washington, D. C.]. 

In a study of the 209 student deaths at Yale Uni¬ 
versity from 1920 through 1955 the following were 
found to be the most common causes of death: acci¬ 
dents (43.8%); suicide (12.0%); heart and circulatory 
diseases (7.7%); pneumonia (7.2%); and central nervous 
system infections (6.3%). Deaths from infectious <h s ' 
eases have decreased, but accidental deaths have re 
mained high. Accidents have been the number-one 
killer of college students since the decade 1930-1939- 
The number of deaths among the Yale students was 
lower than would be expected if national death rates 
had prevailed. There were more suicides among t e 
students than would be expected, but the difference 
was not statistically significant. 
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Diseases of the Breast. By C. D. Ilaagensen, M.D., Professor 
f Clinical Surgery, The College of Physicians and Surgeons, 
Columbia University, New York. Cloth. $16. Pp. 751, with 429 
[lustrations. W. B. Saunders Company, 218 W. Washington 
[q., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
,V.C.2, England, 1956. 

This well-written comprehensive book is the pro- 
Inct of years of the author’s experience and pains¬ 
taking study on the wards, in the operating room, and 
in the pathological and experimental laboratory. It 
manifests an uncommon intellectual curiosity and de¬ 
votion to detail on the part of the author, who has 
made an effort to separate fact from the clinical im¬ 
pression, theory, and fancy found in the literature and 
to correlate it with the carefully compiled data from 
the Presbyterian and Francis Delafield hospitals and 
from his private practice. The extensive bibliography 
is described as “selected.” The author may give the 
impression of being dogmatic at times, but in most 
instances the background of fact and reasoning be¬ 
hind his conclusions is apparent. One need not agree 
with all the ideas presented to appreciate their im¬ 
portance. The classification of benign diseases is 
simple and clear. Some may consider it oversimplified, 
but it eliminates the confusion of eponyms, excess 
verbiage, and separate categories for variations of the 
same disease. The chapter on the cause of cancer of 
the breast is excellent. A careful distinction is drawn 
between established fact, reasonable conclusions, and 
theory. The discussion might have included more ex¬ 
tensive treatment of the extrachromasomal factor in 
the incidence of experimental carcinoma in animals. 

The techniques of biopsy, excision of benign tumors, 
duct exploration, and radical mastectomy are well 
described and well illustrated. The supraradical pro¬ 
cedures are given some consideration. The step-by-step 
development of the author’s criteria of operability is 
well recounted. The statistical superiority of the micro¬ 
scopic over the clinical basis of determining opera¬ 
bility is clearly demonstrated. One may question cer¬ 
tain aspects of the practical application of triple biop¬ 
sy, but a strong and thought-provoking ease is made 
for this procedure. The selection of therapy for dif¬ 
ferent types and stages of carcinoma is discussed and 
and the results carefully analyzed. The successes and 
failures are reviewed in an effort to improve end- 
results and leave the patient with minimal disability. 
The book is a splendid contribution and should be read, 
by a H who are interested in diseases of the breast, but 
it must be read carefully to obtain the maximum value. 
It is a valuable reference work and should be a part 
of the library of every medical institution and of every 
surgeon who deals with diseases of the breast. 

These book reviews have been prepared by competent authori¬ 
ties but do not represent tire opinions of any medical or other 
organization unless specifically so stated. 


The Rape of the Mind: The Psychology of Thought Control, 
Menticide, and Brainwashing. By Joost A. M. Meerloo, M.D., 
Instructor in Psychiatry, Columbia University, New York. Cloth. 
$5. Pp. 320. World Publishing Company, 2231 West 110th St., 
Cleveland 2, 1956. 

This book is about thought control in general and 
about brainwashing or menticide in particular. Its 
somewhat alarming title attests to the author’s jour¬ 
nalistic talent but seems to reflect also his deep concern 
about the sinister subject of this work. During World 
War II, while he was still in Holland, the author saw 
some of the effects and learned about the methods of 
this new weapon of totalitarianism. A number of his 
countrymen who were members of the underground 
movement had been subjected to the methodical use of 
torture and mental coercion by the Nazis and came to 
him for psychiatric treatment. Finally, he too was ex¬ 
posed to the subtle brutality of this systematic “destruc¬ 
tion of man’s mind.” His interest in menticide was 
deepened by the trial of Cardinal Mindszenty and by 
the reports on the indoctrination and collaboration of 
American and British prisoners of war during the 
Korean war, especially by the signed “confession” of 
Colonel Schwable (U. S. Marine Corps) that the 
United States was carrying on bacteriological warfare. 
The author was called to testify as an expert in the 
trial of Colonel Schwable, and he stated that in his 
opinion nearly anybody subjected to the tortures of 
such coercive thought control would confess to crimes 
he had not committed. 

The author describes the techniques that may lead 
to such individual submission: the application to hu¬ 
man beings of Pavlov’s experimental conditioning of 
dogs, the repetition of doctrines, the isolation of the in¬ 
dividual from any other influences on his mind, the 
breaking down of old patterns to make room for the 
new. This political pressure to conform is met to some 
degree by a great urge in human beings to be con¬ 
ditioned, to learn, to imitate, and to conform. Other 
more or less subtle methods have been used to “drag 
down man’s mind into servile submissiveness”: drugs, 
hypnotism, and narcoanalysis. They all help to pene¬ 
trate into the inner recesses of a person’s thoughts and 
memories, provoking anxieties, fears, and feelings of 
guilt that in the end will make a person utterly de¬ 
pendent on his jailer. 

In the second part of the book the techniques of 
mass submission are investigated. Simple advertising 
and propaganda are some aspects of nonpolitical as 
well as political strategy to influence and change the 
feelings, thoughts, and desires of the masses. The “big 
lie” and the monotonous repetition of nonsense have 
more emotional appeal in a cold war than logic and 
reason. This part contains many observations on the 
streamlining of man’s thoughts even in our country. 
There are some undue generalizations but also forth¬ 
right statements and reasoned advice. A third part 
deals with factors that seem to make a person or a 
country more vulnerable to thought control and menti- 
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ride, such as the creeping intrusions into our minds by 
technology and bureaucracy, special forms of prejudice 
and mass delusions, and the influences that prevail¬ 
ing thoughts and ideologies may have on a person’s 
concept of loyalty. A person may be led to treason by 
man’s talents for self-betrayal. Small initial compromis¬ 
es with a person’s own principles and beliefs will ease 
the way for more and more compromises: “The turn¬ 
coat is in each of us.” In the final part of the book the 
author searches for ways to counteract—individually 
and collectively—the dangers of thought control and 
menticide. In his experience those men resisted brain¬ 
washing longer whose inner conflicts could not easily 
be aroused or who had inwardly overcome them and 
who never felt alone. “Mental courage and moral back¬ 
bone go deeper than the intellect.” It is up to our 
education to plant moral courage into the hearts of the 
young; the courage to accept fate and duty and re¬ 
sponsibility and to stand for moral principles, for the 
freedom and dignity of the individual human being, 
and for one’s own conscience and independent think¬ 
ing. This book is not a scientific treatise: it was written 
for all who can read, and it is worthy of being read. 


Organized Home Medical Care in New York City: A Study of 
Nineteen Programs. By Hospital Council of Greater New York. 
Cloth. $8. Pp. 538, with 11 illustrations. Published for Common¬ 
wealth Fund by Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press, Amen House, Warwick Sq., London, 
E.C.4, England, 1956. 

This book describes an ambitious attempt by the 
Hospital Council of Greater New York to evaluate 
organized plans for medical care in New York City, 
including 16 programs operated by municipal hos¬ 
pitals and one e? h by the Montefiore Hospital, the 
New York Hospital-Cornell Medical Center, and the 
department of welfare. The need of care for those 
with chronic illness is becoming acute as our popula¬ 
tion continues to age, and the management of those 
disabled because of chronic illness and even by old 
age itself becomes more and more of a problem. Some 
effective means should be devised to provide care for 
many chronically sick elderly persons in their homes. 
As this study shows, most of these persons strongly 
desire to remain at home, and their families, despite 
the difficulties and sacrifices often entailed, prefer to 
retain their parents in the home. 

In considering the programs for organized home 
medical care in New York City, it should be kept in 
mind that under these programs only the indigent and 
the medically indigent are provided for; this is in con¬ 
tradistinction to the various other types of home-care 
programs that require premium payments for insur¬ 
ance and that do not proride the nursing, social serv¬ 
ices, and other ancillary services that must be pro¬ 
vided in comprehensive home-care programs. The 
major objective of this study does not concern itself 
with hospital beds or hospital costs but with the char¬ 
acter of sendee rendered to the patients. 

In addition to attempting to evaluate existing pro- 
-grams for organized home care, an attempt was made 
by direct interviews with patients and their families 
to determine the reaction of both to the programs in 
operation and to study the means that might be used 
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to improve the standards of these programs and that 
might better integrate them with legitimate hospital 
care. The method of interviewing, which was based 
on consultation with a medical statistician, carries the 
risk of leading to false conclusions. 

The book includes detailed studies, presented with¬ 
out bias, of the problems of personnel, administration, 
integration of home care with hospital care, and the 
costs involved. It freely criticizes the shortcomings 
and disadvantages that are encountered in municipal 
hospitals particularly. A recurring theme is that sick 
people want to be shown individual attention and to 
feel that they have a physician who is interested in 
them and will continue taking care of them as long 
as they are ill. This study reveals the tragically in¬ 
creasing lack of interest on the part of many physicians 
in their patients as human beings. Physicians too often 
fail to appreciate that patients are beset not only by 
the woes of illness but also by various social, domestic, 
economic, and emotional problems, many of which 
are of vastly more concern to them than their illness. 

The success of any home-care program depends 
primarily on the type and number of physicians as¬ 
signed to die program. The discussion of the various 
systems that may be used in selecting physicians for 
home-care programs is enlightening. The roles of resi¬ 
dents on part-time assignment from inpatient sendee, 
part-time physicians in private practice, full-time phy¬ 
sicians (not residents), and licensed practitioners in the 
community who desire to participate in the program 
are all discussed. The system of employing home-care 
physicians on a full-time basis is represented as likely 
to attract physicians of low caliber. This observation 
was made as a result of interviews with patients who 
complained of infrequency of physician calls, the 
brevity of calls, and the fact that the physician might 
not even take off his hat during his visit or might ex¬ 
amine my heart with his hat in his hand.” Another 
evidence of the lack of interest by' some physicians 
working under such a system is that at times they 
would not let the patient know that their place would 
be taken by another physician. This lack of continuity 
of physicians was of great concern to most of the 
patients. In the matter of transition to new physicians, 
it was amazing that in the municipal hospitals the 
patient was unaware of and unprepared for a change 
of physicians in 67.5% of cases, whereas in tire volun¬ 
tary hospital programs only 14.3% were unprepared- 
All in all, it was found that the use of physicians 0 
reasonably high clinical ability was found to be neces¬ 
sary' for the success of a home-care program. The higher 
the quality of the physician selected for home care, 
the better the care was certain to be; also, such care 
would be appreciably improved if the Joint Comnus 
sion on Accreditation of Hospitals would evaluate t ie 
home-care programs operated by' the hospitals that are 
subject to their evaluation. 

The adjustment of a patient and his family to t ie 
home-care situation was found to be more satisfactory 
in those homes in which attitudes and relationships 
were good prior to the patient’s illness. In 12 of lC 
municipal programs there was no provision for cover 
age of patients by physicians on nights and wee' 
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snds, and “any request for a doctor’s visit after hours 
is routinely handled by bringing the patient to the 
liospital.” The matter of education and research in 
organized home-care programs is discussed at length, 
particular attention being given to the programs estab¬ 
lished by the Montefiore Hospital and the New York 
Hospital-Cornell Medical Center. 

In the appendixes, a discussion of the Montefiore 
Hospital home-care program provides amazing con¬ 
trast material to the home-care programs of the 14 
municipal general hospitals in New York City. Ap¬ 
pendix C deals with the home-care programs of two 
municipal tuberculosis hospitals. Appendix D presents 
an interesting and objective study of the home-care 
program of the New York Hospital-Cornell Medical 
Center. The chapter on a complete home-care pro¬ 
gram contains much of interest for nurses, social serv¬ 
ice workers, and physical and occupational therapists 
engaged in home care. 

This is one of file most extensive studies of this 
subject yet made. It should provide a sound basis for 
the improvement of existing home-care programs and 
for the establishment of new programs. An uneasy 
feeling will be stirred in many who are allergic to the 
term “panel” physicians as used in these studies. 
Panels connote not only organized home care but what 
could easily become governmental care, with all of its 
disturbing implications. 

Comparative Anatomy of the Eye. By Jack H. Prince, 
F.B.O.A., F.S.M.C., F.R.M.S., Assistant Research Professor, De¬ 
partment of Ophthalmology, University Hospital, Ohio State 
University, Columbus. Cloth. $8.50. Pp. 418, with 151 illustra¬ 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence Avc., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, Canada, 1956. 

The interesting story of the adaptation of the eye 
to environment and the visual needs of the animal for 
survival is told in most readable fashion in this book. 
-Details are adequate to satisfy the more scientific 
reader, but, as an aid to those less thoroughly 
grounded in zoology, animals are mentioned by their 
common names, the corresponding scientific names 
being listed in a glossary in the back of the book. At¬ 
tention is called to the development of the closed orbit 
in animals that require it for protection. The position 
of the eye is related to feeding habits, the carnivorous 
species having the eye farther forward with the de¬ 
velopment of sharp vision whereas the hunted species 
have the eyes farther back with a wider field of vision. 
The author does not attempt to duplicate Polyak’s 
treatise on the retina but does call attention to rod 
and cone predominance in various types of animals, 
especially as related to nocturnal and diurnal habits. 

A knowledge of the human eye on the part of the 
reader is assumed, and to those with this preparation 
r comparative anatomy with the wide variations in 
structure in the vertebrate and invertebrate eye should 
prove instructive. There is much discussion on the 
various forms of foveas, optic-nerve variations, verte¬ 
brate visual centers, nictitating membranes and true 
eyelids, the brille or spectacle, corneal and iris struc¬ 
tures, accommodative mechanisms, the tapetum, the 


pecten, eye sizes and shapes, the extraocular muscles, 
die lacrimal and Harderian glands, ocular filters, the 
pineal eye, and a special chapter on the invertebrate 
eye. There is also a chapter on the technique of com¬ 
parative ocular dissection for the benefit of the student 
or research worker in this field. Copious illustrations, 
description of a wide variety of species, and clarity of 
expression all contribute to make this a valuable addi¬ 
tion to the literature of comparative anatomy and 
should make the book of value not only to the student 
in that field but also to the clinical ophthalmologist 
who is searching for a wider understanding of visual 
development. 

Histological Appearances of Tumours with a Consideration 
of Their Histogenesis and Certain Aspects of Their Clinical 
Features and Behaviour. By R. Winston Evans, T.D., B.Sc., 
M.R.S.C., Consultant Pathologist, United Liverpool Hospitals 
(David Lewis Northern Hospital and St. Paul’s Eye Hospital), 
Liverpool England. Cloth. $17. Pp. 773, with 989 illustrations. 
E. & S. Livingtone, Ltd., 16 and 17 Teviot PL, Edinburgh 1, 
Scotland; Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1956. 

The title of this book is misleading. The book is 
concerned not only with gross and microscopic char¬ 
acteristics but also with interesting aspects of the be¬ 
havior and clinical effects of tumors. Hemotological, 
biochemical, and endocrinological features are includ¬ 
ed where they are helpful in the understanding, diag¬ 
nosis, and prognosis of the disease process. The mode 
of origin, theories of histogenesis, and problems of 
classification are discussed in a manner that should be 
useful to both pathologist and clinician. As the under¬ 
standing of histogenetic problems is possible only 
through an understanding of the normal development 
of a part, certain aspects of embryology and structure 
are included. This is helpful in emphasizing the sim¬ 
ilarities and differences that exist between normal and 
abnormal tissue reactions, especially between hyper¬ 
plastic and neoplastic processes. The text is arranged 
in chapters according to region or tissue with histo¬ 
genetic grouping of only the mesenchymal neoplasms, 
melanoma, and tumors of the sympathetic nervous 
system and of the peripheral nerves. Intracranial neo¬ 
plasms and tumors of the female generative system 
are omitted. The material is illustrated with many 
black and white photomicrographs of both common 
and rare tumors. Many of them are not large, but the 
fields are chosen to show specific histological features. 
There is a correlation of the author’s own experience 
with that of others by a thoughtful gathering of 
authoritative articles from the literature on neoplastic 
diseases. 

Nonprofit Research and Patent Management in the United 
States. By Archie M. Palmer. Publication 371, National Academy 
of Sciences—National Research Council. Paper, $1. Pp. 54. Office 
of Patent Policy Survey, National Academy of Sciences—National 
Research Council, 2101 Constitution Ave., Washington 25, D. C. ( 
1956. 

This booklet is the first in a series of four intended 
to provide factual information concerning nonprofit 
research and patent management in tire United States. 
It is based on the findings of a comprehensive survey 
and is presented as a service to universities, industry, 
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and government. Research has become a well-estab¬ 
lished part of our national scientific effort, with much 
of it supported by industry and government. It is in¬ 
evitable that patent problems should arise, particular¬ 
ly when a discovery can be developed into an item 
with monetary value. The opening pages present an 
unbiased opinion regarding patents, pointing out that, 
as a rule, patents are not a “royal road to fortune.” 
There appears to be greater defense of the patent 
system than condemnation, and it is made clear that 
it is not dishonorable for scientists to seek patents. A 
list of 85 universities, colleges, institutes, and profes¬ 
sional schools with well-established research and 
patent policies is given, but few details concerning 
these policies are presented. A section is devoted to 
discussion of experiment-station research, government- 
sponsored groups where investigation in agriculture 
and engineering is pursued. The patent policy in these 
institutions is considered. There is interesting discus¬ 
sion of independent research centers such as the Mel¬ 
lon Institute of Industrial Research and the several 
foundations that seem to be concentrated in the South 
and Southwest. University-affiliated research organ¬ 
izations are also listed, and their patent policies are 
discussed. More than 50 university-affiliated founda-. 
lions are listed, an example of which is the oldest, the 
Wisconsin Alumni Research Association, established 
in 1925. This volume should serve as a useful source 
of information for academic institutions that are de¬ 
veloping patent policies and for industrial groups that 
are called on to develop research contracts with the 
various types of research institutions. 

Clinical Unipolar Electrocardiography. By Bernard S. Lip- 
man, A.B., M.D., F.A.C.P., Instructor in Medicine, Emory Uni¬ 
versity School of Medicine, Atlanta, and Edward Massie, A.B., 
M.D., F.A.C.P., Associate Professor of Clinical Medicine, Wash¬ 
ington University School of Medicine, St. Louis. Third edition. 
Cloth. $7.50. Pp. 397, with 325 illustrations. Year. Book Pub¬ 
lishers, Inc., 200 E. Illinois St., Chicago 11, 1956. 

Enlargement of this new edition by two new chap¬ 
ters, one on vectorial interpretation and the other on 
congenital heart disease, has added nothing to the 
questionable value of this monograph as an introduc¬ 
tion to electrocardiography for beginners. The vec¬ 
torial approach is demonstrated on a few selected 
patients, but otherwise the interpretation of abnormal¬ 
ities is made on the basis of the usual pattern analysis. 
The section on congenital heart disease, the impor¬ 
tance of which is emphasized in the preface, does not 
mention possibilities of recognizing dynamic altera¬ 
tions from resistance and input overload patterns. 
Instead, the malformations are described mainly from 
an anatomic viewpoint that seems out of place in a 
modern textbook on electrocardiography. Otherwise, 
the same objections and criticisms can be raised to 
this as to the previous editions: The principal electro¬ 
cardiographic abnormalities are explained and illus¬ 
trated with the help of schematic, and often clumsy, 
drawings, while actual electrocardiograms, many 
crudely retouched, have legends that are much too 
short. The descriptions in the text are aften incom¬ 
plete and sometimes incorrect, most conspicuously 
so when dealing with hypokalemia. Outstanding in 
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this regard is the chapter on arrhythmias, because it 
contains the largest number of incompletely described 
or wrongly interpreted tracings, for instance Figures 
290, 307, 316, and 323 to 325. 

Diagnostic Procedures for Virus and Rickettsial Diseases. 
Second edition. Cloth. $7.50. Pp. 578, with 43 illustrations. 
American Public Health Association, Inc., 1790 Broadway New 
York 19, 1956. • 

The interval since the publication of the first edition 
of this book has seen rapid and often dramatic scien¬ 
tific advances in this field. Of particular interest are 
the improvements in culturing viruses and in serologic 
techniques that have , permitted better understanding 
of the immunological interrelationships between virus¬ 
es. The compilation is by a distinguished group of 
authors. The book is not, however, a collection of 
research techniques but is an effort to describe tie 
procedures that are most useful and practical frorai 
diagnostic point of view. The details of techniques 
required in the laboratory are accurately and fully 
given. Many practical points are described. Good 
photographs of equipment, the arrangement of ma¬ 
terials for performance of procedures, and photo¬ 
micrographs of lesions are found throughout the 
book. Many charts, tables, and drawings help to orient 
the reader, as do outlines at the beginning of chapters. 
The chapter on general principles underlying labora¬ 
tory diagnosis of virus and rickettsial infections is an 
excellent introduction to the subject matter, and its 
addition marks a decided improvement over the first 
edition. Extensive references are listed at the end of 
chapters. The book is well indexed. The volume should 
serve as a valuable reference and guide in hospital 
diagnostic laboratories, as well as in public health 
and research units. The practicing physician should 
find it useful in determining the procedures that might 
help him in the management of an individual patient. 

^ Parasites and Parasitism. By Thomas W. M. Cameron, Pro¬ 
fessor of Parasitology, McGill University, Montreal. Cloth. 5o.ro. 

Pp. 322, with 115 illustrations. John Wiley & Sons, I DC > 

Fourth Ave., New York 16; Methuen & Co., Ltd., 36 Essex •> 
Strand, London, W.C.2, England, 1956. 

“A parasite is an organism which has a host, and 
the author discusses such relationships from viruses 
to vertebrates. He is at his best in discussing his own 
field of the Metazoa, and numerous illustrations are 
included showing life cycles. The book is written or 
students without previous knowledge of parasitology 
but it is sufficiently complete and well illustrated or 
use by the epidemiologist and public health worker. 

Disease in Infancy and Childhood. By Richard W. B. Ejjj 
O.B.E., M.A., M.D., Professor of Child Life and Health, 
vers'ity of Edinburgh, Edinburgh. Second edition. Cloth- 
Pp. 710, with 333 illustrations. E. & S. Livingstone, L ;>.—_| 
and 17 Teviot PL, Edinburgh 1, Scotland; Williams & * 

Company, Mount Royal and Guilford Aves., Baltimore 2, 

This second edition, like the first edition, is not an 
all-inclusive textbook in pediatrics, but, because o > 
short descriptions of diseases, it may serve as n han 5 
reference book for the general practitioner. It lS el1 ’ 
to read and well written. 
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IORMONES IN FOOD 

[to the Editor:—/ have seen two women with gross 
thickening of the facial skin and leonine develop¬ 
ment of the features. Could this be due to the inges¬ 
tion of poultry or meats in which there has been an 
implantation of hormones in, or feeding of hormone- 
supplemented food to, poultry and cattle to acceler¬ 
ate growth and maturity? Could sex crimes be due to 
the ingestion of hormone-treated meat or poultry? 

Rose Bowers, M.D., Los Angeles. 

Answer— Several hormones or hormone-like sub¬ 
stances are being used in the United States to stimulate 
growth in poultry and in cattle. Several million beef 
animals have been fed diethylstilbestrol at a rate of 10 
mg. per animal per day during the last few months pre¬ 
ceding slaughter. Diethylstilbestrol pellets at levels of. 
up to'a total dosage of 60 mg. per animal are being 
-used in cattle production, and a new pellet containing 
a combination of estradiol and progesterone has just 
been introduced for use in cattle. For several years 
poultrymen have been using pellets containing 12 to 15 
mg. of diethylstilbestrol or an injectable paste contain, 
ing approximately 15 mg. of diethylstilbestrol per dose. 
During the past year the use of dienestrol diacetate in 
broiler feeds has been practiced in some areas. The 
manufacturer of each product containing a hormone or 
hormone-like substance has been required to present 
evidence of its safety to the Food and Drug Adminis¬ 
tration. The danger of the ingestion of pellet residues 
in poultry and other meat animals was recognized. 
Pellets must be implanted in the chicken’s neck poste¬ 
rior to the head and in the ear of cattle, since these or¬ 
gans are removed from the edible carcass at slaughter. 
In the case of the addition of hormonal substances to 
animal feeds, it was necessary to demonstrate that these 
substances were not present in the muscle, fat, liver, 
kidneys, lung, or intestine. Published work from several 
university laboratories indicates that hormonal activity 
in these tissues is absent. In the United States there 
has been the general belief that hormonal treatment 
of livestock is without hazard to man. In Canada these 
treatments are not yet permitted. 

Under certain experimental conditions, significant es¬ 
trogenic activity of the liver has been produced by the 
administration of estrogens to poultry. However, it was 
calculated that from 12 to 120 lb. of poultry tissue 
would be required to yield a clinical dosage in man. It 
would seem unlikely that any pathological response in 
man would occur due to the ingestion of either poultry 
or beef animals. As to a relation of sex crimes and es¬ 
trogens in meat, it has yet to be shown that sex crim- 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
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and address, but these will be omitted on request. 


inals differ from others with respect to hormonal bal¬ 
ances. In the male, the administration of estrogens re¬ 
duces the secretion of the pituitary gonadotropins and 
induces testicular atrophy. This should reduce rather 
than enhance sex drive in the male. 

OVER-THE-COUNTER SALE OF 
SEDATIVES AND TRANQUILIZERS 
To the Editor:— Many antihistamines are being sold 
by proprietary drug companies as “ tranquilizers ” and 
“sleeping tablets.” Generally, these antihistamines 
are those with a very low therapeutic index. In fact, 
it is because of their toxic side-effects that they are 
being sold, with no prescription required. Paradoxi¬ 
cally, the antihistamines with a high therapeutic 
index and those most often prescribed by physicians 
(such as Cldor-Trimeton and tripelennamine) re¬ 
quire a prescription. Why does the Food and Drug 
Administration allow this incongruity? 

M.D., Illinois. 

Answer.— The two main antihistamines sold without 
prescription as “sleeping tablets” are methapyrilene 
hydrochloride and pyrilamine maleate. Over-the- 
counter sale of these drugs for use as antihistamines 
was first allowed on the basis of evidence establishing 
safety. Such sale created no public health problem. 
Subsequent proposals to market the drugs for use as 
sedatives, with the same dosage limitations, could not 
reasonably be denied on grounds of safety or toxicity. 
Wien a drug is offered as a sedative, drowsiness can¬ 
not be regarded as a side-effect. Under the Federal 
Food, Drug, and Cosmetic Act, a drug cannot be lim¬ 
ited to prescription sale unless it is not safe for use 
without professional supervision by reason of (1) its 
toxicity', (2) other potentiality' for harmful effect, (3) 
the method of its use, or (4) collateral measures neces¬ 
sary to its use. The Food and Drug Administration has 
not taken the initiative in forcing any antihistamine 
drug from the prescription to the self-medication cate¬ 
gory. This is the reason why some antihistamine sub¬ 
stances that might be shown to be safe for use without 
prescription are still marketed on the prescription basis. 

“HABIT-FORMING” INDIVIDUALS 
To the Editor:— Are there any non-habit-forming hyp¬ 
notic drugs or tranquilizers? 

A. T. Hutto, M.D., Pelion, S. C. 

This inquiry was referred to two consultants, whose 
respective replies follow— Ed. 

Answer.— Strictly speaking, there are neither non¬ 
habit-forming hypnotic drugs or tranquilizers. It is 
always a particular individual who forms the habit be¬ 
cause the drug prescribed has high emotional signifi¬ 
cance and may, in fact, represent the doctor himself. 
The question is, therefore, whether there is any drug 
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that will be safe for the patient. It is recommended 
that care of such patients be discussed with a psychi¬ 
atrist. 

Answer.— It is doubtful that any sedative, hypnotic, 
or tranquilizing drug would not be habit-forming. By 
habit-formation (or habituation) is meant psychologi¬ 
cal dependence on the use of a drug, without such 
habit formation necessarily being associated with in¬ 
gestion of sufficient quantities of the drug to cause 
any impairment to mental or physical health and with¬ 
out an)' necessary association with physical depend¬ 
ence. The term physical dependence refers to a physio¬ 
logical change brought about by repeated ingestion or 
administration of a drug that necessitates continued 
use of the drug in order to prevent the appearance of a 
characteristic illness called an abstinence syndrome. 
The term addiction has been defined by the World 
Health Organization as a condition in which a person 
compulsively uses a drug in such quantities and at 
such intervals that the persons, society, or both are 
harmed. Both habit formation and physical depend¬ 
ence are frequently associated with addiction but are 
not necessary elements of the WHO definition. Any of 
the drugs that have depressant effects on the central 
nervous system are likely to be habit-forming, although 
not all are addicting. The same is true of drugs with 
potent central stimulating effects such as the ampheta¬ 
mines. 

If a patient becomes habituated or addicted to one 
drug, use of any other sedative or hypnotic drug, un¬ 
less very carefully supervised, might result in develop¬ 
ment of another drug problem, regardless of the drug 
used. A complete diagnostic evaluation to determine 
the cause of the symptoms should be carried out. If 
symptoms have some definite physical basis, definitive 
treatment directed at the cause should be instituted. 
If the symptoms are of neurotic origin, psychotherapy 
would be preferable to drug therapy. 

BIOLOGIC FALSE-POSITIVE SEROLOGIC 
REACTIONS 

To the Editor:— Please discuss the incidence of bio¬ 
logic false-positive reactions with the standard se¬ 
rologic tests for syphilis. One figure frequently 
quoted is 40%, but as 1 recall this referred to the 
“upper socioeconomic level” 1 have also read that 
this figure is much too high. Is there any real evi¬ 
dence that the incidence of syphilis is increasing? 

M.D., Pennsylvania, 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— There are two types of biologic false¬ 
positive reactions, the acute and the chronic. It is be¬ 
lieved that, under the appropriate infectious stimulus, 
about 20% of the normal adult population would have 
acute biologic false-positive reactions. Accurate data 
as to the incidence and prevalence of chronic biologic 
false-positive reactions do not exist, due to lack of 
population surveys with parallel standard serologic 
tests (with lipid antigens) and specific tests with use 
of Treponema pallidum antigens. The figure of “40%” 
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occurs in a highly selected group of seropositive reac¬ 
tions. Eagle (Am. J. Syph. 25:7, 1941) found 36 false¬ 
positive reactions in a series of 40,545 white college 
students (1 in 1,125). Moore and Lutz (J. Chron.dk. 
1:297, 1955) have estimated that about 0.5% of acute 
and chronic biologic false-positive reactions occur 
among white persons in the northern part of the 
United States. 

Answer.— The proportionate number of biologic 
false-positive reactions in any series of positive tests 
will vary indirectly with the prevalence of syphilis 
within tliat population. Consequently, by selection of 
the population estimates of the ratio of biologic false- 
positive reactions to true positive tests vary from 1 to 
40%. Recent experience with serologic tests with use 
of Treponema antigens tends to confirm Eagle’s orig¬ 
inal estimate that the true incidence of biologic false 
positive reactions for the total population is approi- 
mately 1 per 4,000 individuals tested. Apprehensi® 
concerning increases in the incidence of syphilis arises 
from the fact that clinics and private physicians in 
the United States for the first time since 1947 reported 
in fiscal year 1956 more cases of infectious syphilis 
than in the preceding year. 


BREAST ENLARGEMENT IN YOUNG GIRLS 
To the Editor:— Recently three girls between 5anil? 
years of age presented early development of the 
breast without any other signs of precocious nwlu- 
ritty. The children had not taken medicinal ovarian 
hormone accidentally, as ascertained htj thorough 
questioning. Under the assumption that probably 
the local dairy milk contained large amounts of ovar¬ 
ian hormone, I asked the mothers to eliminate am 
from the childrens diet and recommended a soy¬ 
bean formula in its place. Only one child return 
after a six-week period. The swelling in the brea 
had completely disappeared. Though I realize ill 
one such case is not enough to draw any conclusion, 
I would like to have information as to whether dairy 
milk (pooled) contains large amounts of steroid hor¬ 
mones at certain seasons. Does cattle feed contain 
ovarian hormone? Is the above-mentioned phenome 
non known to disappear spontaneously? 

Elizabeth G. Brings, M.D., Cumberland 


This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— Enlargement of the breast in girls of this 
:ige is almost always due to constitutional precociou 
puberty. Unusually early advent of maturity is g ene 
illy heralded by breast development. Growth of p 11 ^ 
iair and menstruation then follow. The initial breos 
change is in part due to edema and is subject to so 
variation, especially as the early nodule of develop 111 ^ . 
duct tissue softens and fat is added to form the stroim. 
of the breast. Other causes for breast enlargement a ^ 
changes in the breast fat, particularly after h' au j n ’ 
ind, as implied in the query, ingestion or admin’ 5 _ 
tion of estrogens. This latter condition would su 
spontaneously on cessation of the stimulus, R° 
lairy milk, according to Gassner, contains about 
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S meg. of estrogens per kilogram of dried solids. Thus 
an enormous amount of milk would have to be in¬ 
gested to produce breast stimulation in man. The law 
forbids adding stilbestrol to dairy cattle feed, apart 
from the fact that this agent would tend to diminish 
milk production. Beef-cattle feed, however, may con¬ 
tain stilbestrol for fattening purposes. Curtis and Gass- 
ner have both shown by sensitive assay methods that 
permissible amounts do not cause a demonstrable in¬ 
crease in estrogen content of the meat. It has been ob¬ 
served that rarely other feeds, such as for small labor¬ 
atory animals, have become contaminated with beef- 
cattle feed containing stilbestrol. Accidental ingestion 
of this food by children could give rise to transient 
breast swelling. 

Answer.— True growth of female breasts, uncommon 
before the later prepubertal years, ordinarily is not 
temporary or reversible. Stilbestrol is now added to 
feed of beef cattle, whose urine and dung commonly 
contain effective amounts of estrogen. Dairy cattle are 
forbidden such enriched food, for estrogen, in the 
amounts usually added, would in all probability de¬ 
crease lactation. Possibly the cows implicated in the 
query either gained access to forbidden food or grazed 
for a sufficient time on land previously used by beef 
cattle that were being hormonally conditioned for 
slaughter. Hogs feeding in pastures occupied by ster¬ 
oid-fed steers suffer severe gonadal regression because 
of the steroid content of cattle’s fluid and solid excreta, 
which soil low vegetation. Steroid content of pooled 
dairy milk is not known to vary with seasons. 

ULNAE NERVE PALSY 

To the Editor:—A 44-year-old irrigation farmer from 
the Pecos Valley of New Mexico complains of weak¬ 
ness and numbness in the distribution of the ulnar 
nerve of the right arm of 18 months’ duration. Ex¬ 
amination reveals diminution in the sensory distribu¬ 
tion of the ulnar nerve in the hand, mild interosseous 
atrophy, weakness of grip and of finger spreading, 
together with a positive Froment’s paper sign. The 
ulnar nerve is palpable in the ulnar notch and is 
cord-like in consistency in this area as compared to 
the left or normal extremity. The patient is in good 
health and has sustained no injury at any time, 
either to his neck or to his arm, that might affect the 
ulnar nerve. His farm and the adjacent farming 
areas are frequently sprayed ivith large quantities 
of the following insecticides: chlorophenothane 
(DDT), benzene hexachloride, and parathion. Could 
his prolonged exposure to industrial insecticides of 
this nature have any bearing on the development of 
a unilateral sensory and motor ulnar palsy? 

A. E. Luckett, M.D., El Paso, Texas. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— Observations concerning the three insect¬ 
icides mentioned may preferably be stated separately. 
Concerning chlorophenothane (DDT), there has been 
no report of definite chronic poisoning as such, even 
with its widespread use. There has been some indica¬ 


tion of muscle weakness and a general increasing 
tremor after exposure to this insecticide. In the event 
of continuing excessive exposure to chlorophenothane, 
there would certainly be expected some liver involve¬ 
ment prior to the symptoms reported. The same ob¬ 
servations may be made concerning the benzene 
hexachloride. Repeated doses of parathion at frequent 
intervals are somewhat additive, but there has been 
no indication up to the present time of chronic mani¬ 
festations in man. Muscular twitehings have been re¬ 
ported, but these result from single high exposures 
rather than from a continuing absorption through its 
use as an insecticide. The prolonged exposure to indus¬ 
trial insecticides would not be expected to be a factor 
in the development of a unilateral sensory and motor 
ulnar palsy. 

Answer.— Neuritis caused by exposure to toxic 
agents usually involves multiple nerves. The symp¬ 
toms and findings noted in this case suggest a lesion 
limited to the ulnar nerve. Presumably the disability 
developed gradually. In the majority of such cases 
the site of injury to the nerve is at the elbow. Often 
the patient is unaware of the nature of such an injury, 
which may include fracture of the elbow in childhood 
and long before onset of symptoms of neuritis, when 
the complication is usually designated tardy ulnar 
palsy, osteoarthritis, compression of the nerve inci¬ 
dental to leaning on the elbow, and dislocation of the 
nerve from its groove over the internal epicondyle of 
the humerus on flexion of the elbow. Induration of 
the affected nerve, as compared with its fellow on the 
uninvolved side, was mentioned. This also suggests 
that the site of the lesion is at the elbow. Roentgeno¬ 
grams of the elbow and electromyographic exam¬ 
ination, if available, would be helpful. The usual 
treatment is transplantation of the nerve to the anterior 
aspect of the elbow, where he nerve will be out of 
harm’s way. 

ENEMA AND EXAMINATION OF FECES 
To the Editor:— Is information available as to whether 

the Fleet enema interferes with the detection of 

amebas in the routine study of stool specimens? 

Louis J. Steiner, M.D., Detroit. 

Answer.— There appears to be no direct evidence 
in the literature on which to base a reply to this ques¬ 
tion. The main reasons for giving a cathartic agent such 
as Epsom salts for the collection of stools are (1) to 
increase the number of parasites in the specimen by 
causing the exeystation of those cysts present in the 
intestine, (2) to produce an already mixed stool from 
which a representative small sample may be ex¬ 
amined, and (3) to obtain a fecal sample at a more- 
or-less controlled time when convenient for immediate 
laboratory examination. It is likely that only the last 
objective would be accomplished by the use of the 
Fleet enema. In addition, the stool would be diluted, 
making reconcentration necessary. In preliminary 
tests, the fluid of the enema plasmolized trophozoites, 
rendering them undiagnosable. The effect on cysts, in 
the few experiments performed, did not appear to be 
deleterious. 
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POSTMENOPAUSAL PURPURA 
To the Editor:— A woman has what seems to be a 
capillary vessel condition. She is 52 years of age and 
passed the menopause at 45, with very little dis¬ 
comfort. When dressing, if she pulls a sleeve over 
her arm, without any pressure, several small hemor¬ 
rhages will appear in the skin; there is no seepage or 
destruction of the epidermis. Brushing by a door 
does the same thing, and the hemorrhages last from 
one to two iveeks. There is no itching. I have pre¬ 
scribed K and E vitamins but no local treatment. Is 
this a platelet condition? M.D., Kentucky. 

Answer.— In postmenopausal women it is not too 
uncommon for a nonthrombocytopenic type of pur¬ 
pura to occur. This has been attributed to increased 
capillary permeability, perhaps secondary to skin 
atrophy, with loss of intracellular support. No therapy 
is of definite value in strengthening the capillaries, al¬ 
though many agents have been tried, including prepa¬ 
rations such as rutin and citrus flavonoid compound. 
Before such a diagnosis can be established, one has to 
rule out coagulation abnormalities and make certain 
that the platelet count is normal. In such cases, the 
bleeding time may be normal or prolonged and the 
tourniquet test likewise normal or abnormal. 

BCG VACCINATION 

To the Editor:— 7 would like to comment on the dis¬ 
cussion of the value of BCG in Queries and Minor 
Notes in The Journal, Oct. IS, 1956, page 698. 
Strange as it may sound, BCG vaccination is a pro¬ 
cedure used on a large scale and yet devoid of any 
theoretical foundation and that for a very simple 
reason: the exact nature of tuberculosis immunity is 
not known. We also do not have any reliable criteria 
to measure the degree of this immunity and, para¬ 
doxically, measure the effectiveness of BCG vac¬ 
cination and conferred immunity by an allergic 
tuberculin reaction. Yet we know that allergy and 
immunity in tuberculosis are different and separable 
things. 

If we accept the fact that a “healed” primary tu¬ 
berculous lesion, manifesting itself by allergic sen¬ 
sitivity to tuberculin, confers some kind of degree of 
immunity, we should expect a low morbidity and 
mortality rate in countries where the incidence of 
tuberculin reactors is high and in groups of “healthy” 
population with positive tuberculin tests. But the 
opposite is true. The incidence of positive tubercu¬ 
lin reactors parallels the incidence of morbidity and 
mortality, and the chance that a clinically healthy 
person with a positive tuberculin reaction will de¬ 
velop tuberculosis in the future is greater than the 
chance that a person with a negative tuberculin 
reaction will do so. 

There is a general tendency to treat the recent 
tuberculin converters in the absence of a clinical 
disease by chemotherapy, with the final goal of re¬ 
converting the tubercidin reaction to negative. On 
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the other hand, by giving BCG vaccination we 
artificially create new positive reactors, thus simply 
reversing our thinking. It does not sound logical. 

Not only are there immediate dangers of BCG vac¬ 
cinations in the form of direct complications, but 
some far more serious consequences may follow. 
The controversy about exogenous and endogenous 
types of tuberculous reinfection is by no means set¬ 
tled: “The argument about endogenous versus exo¬ 
genous reinfection is best resolved by accepting the 
fact that either may occur” (Hinsliaw and Garland: 
Diseases of the Chest, Philadelphia, W. B. Saunders 
Company, 1956). Thus the consultant's opinion that 
“Endogenous reinfections are responsible for all of 
the acute rapidly progressive forms of tuberculosis, 
such as meningitis and miliary disease” is merely 
his personal view and is not an established and gen¬ 
erally accepted fact. Tuberculous meningitis and 
miliary tuberculosis may develop in the course of 
primary infection, due to the progression of the 
primary complex and penetration of mycobacteria in 
the blood stream. The development of active pul¬ 
monary tuberculosis and generalization of infec¬ 
tion of reinfection type may occur not only due to 
endogenous reactivation of the primary focus but 
also due to a formation of a new exogenous focus, 
mostly in the lung parenchyma, with a local de¬ 
structive reaction (Koch’s phenomenon), which may 
easily lead to erosion of a blood vessel and penetra¬ 
tion of the infection in the blood stream. Thus by 
sensitizing the person with BCG, we reproduce the 
Koch’s phenomenon in the case of exogenous reinfec¬ 
tion. A good example of this is tuberculous menin¬ 
gitis, which still remains the most dreaded form of 
tuberculosis. Today the mortality of tuberculous 
meningitis in children, where meningitis is the im¬ 
mediate manifestation of primary tuberculous in¬ 
fection, is about 10% when properly treated. In 
persons who have been known to have had previous 
tuberculous infection, the mortality is much higher, 
probably about 50%, and also higher is the inci¬ 
dence of neurological sequelae of meningitis in this 
group, due to hyperergic reactions, with the local 
destruction of brain tissue and with embolic and 
thrombotic phenomena. If later in life a person vac¬ 
cinated with BCG and thus allergic to tuberculin 
gets exposed to tubercidosis and develops meningitis, 
the chances of his survival and cure are inferior to 
that of a person with a negative tuberculin reaction 
at the time of infection. This is true in any form of 
tuberculosis. 

The decline in tuberculosis morbidity and mor¬ 
tality parallels the drop in the incidence of tubercu¬ 
lin reactors. In the light of this fact, resorting to 
artificial creation of new positive tuberculin reactors 
for protection against tuberculosis seems to be de¬ 
void of a solid foundation. There are highly effective 
preventive measures in fighting tuberculosis without 
any necessity of resorting to BCG vaccination. 

Constantine Vishnevsky, M.D- 

417 McKinley Ace. N.W. 

Canton, Ohio. 
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Hoover Group Hears Economy Pleas • • 

Mental Health Commission Makes Report • • 

Office of Aviation Medicine Proposed • • 

Hew Publication on Rehabilitation • • 

Science Groups Report on A-Bomb Effects • • 

Impact of Aging on Nervous System Discussed • • 

HOOVER MEDICAL RECOMMENDATIONS 

The growing role of government in business, health, 
and other segments of die economy was scored re¬ 
peatedly during a two-day conference on die Hoover 
commission proposals for increasing U. S. govern¬ 
mental efficiency and lowering expenses and taxes. 
Former President Herbert Hoover, who was honored 
- during the meeting with a special citation from Presi¬ 
dent Eisenhower for his work as head of the commis¬ 
sion, sounded diis warning: 

“The American people must realize diat diey cannot 
have every social and public works improvement of 
their dreams all at once, especially in a world where 
we have to defend ourselves from a monstrous inter¬ 
national danger.” Senator Byrd (D., Va.), chairman of 
the Senate Finance Committee and advocate of federal 
thrift for die 24 years of his Senate service, made a 
similar plea in diese words: 

“Few indeed are diose who appear (before congres¬ 
sional committees) in opposition to spending money. 
Citizens must think of federal spending in terms of the 
national interest and stop pushing spending programs 
of local interest and those of the spending lobbies. . . . 
We must stop asking the federal government for things 
we can do for ourselves.” He described the trend as 
“creeping paternalism.” 

The Virginia Democrat challenged the White House 
to: 

Review die recently submitted fiscal 1958 budget of 
72 billion dollars and make specific cuts, and then re¬ 
submit it so that Congress can make further cuts. 

Submit a special message to Congress asking that 
the remaining Hoover commission recommendations 
be enacted, and then issue a presidential directive to 
require tiiat economies in the Hoover reports be em¬ 
bodied in the federal budget. 

From Dr. Basil C. MacLean, president of the Blue 
Cross Association and member of the Hoover medical 
task force, came some blunt words about “bureaucratic 
medicine.” He estimated tiiat 30 million citizens, or 
more than one out of every six, either depend on die 
government for all or part of dieir medical care or else 
have die privilege of doing so. He claimed that enact¬ 
ment of three commission proposals in the veterans 
field would save many millions of dollars: 

1. Veterans with non-service-connected disabilities 
be denied free hospitalization when diey have ade¬ 
quate means to pay. 


From the Washington Office of the American Medical Asso- 
ciation. 


2. Veterans witii such disabilities who cannot afford 
to pay at time of admission to repay die government 
if they later are financially able. 

3. Medical criteria, applied by skilled medical men, 
to apply to disability ratings along with periodical 
re-examinations. 

Dr. MacLean, who was joined by Rep. William Dorn 
(D., S. C.), cited a bill by Chairman Teague of die 
House Veterans Affairs Committee as another step in 
effecting economy in government. The bill would 
tighten up hospital admission procedures for veterans 
with non-service-connected disabilities. Mr. Dorn said 
there was a very good chance tin's bill would be en¬ 
acted into law. 

Rep. Burr Harrison (D., Va.) looked at another side 
of the spending problem. His theory: when private fi¬ 
nancing fails for whatever reason to supply local funds 
for projects, the federal government fills die vacuum. 
One of die first bills ready for floor action this session, 
he noted, was one increasing by 80 million dollars die 
business loan authorization of the Small Business 
Administration. 

The meeting, known as the Third National Re¬ 
organization Conference, was sponsored by die Citi¬ 
zens Committee for die Hoover Report, which seeks 
implementation of die remaining commission recom¬ 
mendations. About 39% of them have become law or 
have been adopted administratively. 


COMMISSION ON MENTAL ILLNESS REPORT 

The Joint Commission on Mental Illness and Health, 
making its first annual report to Congress, discloses 
plans for at least 12 new studies this year, if additional 
funds are obtained. Congress has been asked for an¬ 
other $500,000 for die commission’s three-year, broad 
national study of mental health problems. 

At die end of 1956, eight study projects were under 
way. They include: rehabilitation, factors tiiat produce 
mental illness, role of schools in mental health, re¬ 
search facilities and operations, sources and training 
of personnel in care of die mentally ill, and patient 
care in mental hospitals, clinics, and private practice. 

Projects for 1957 would include studies in these 
areas: 

The American family 
Adolescents and die aged 
Law in relation to mental illness 
Economics of mental illness 

The commission came into being in 1955 witii 
passage of die Mental Health Study Act. It followed 
pioneer work by the American Medical Association 
and die American Psychiatric Association. Commission 
president is Dr. Kenneth Appel of Philadelphia, and 
chairman of the board is Dr. Leo Bartemeier, of Balti¬ 
more, Chairman of die A. M. A. Council on Mental 
Health. 
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OFFICE OF CIVIL AVIATION MEDICINE 
PROPOSED 

A permanent organization would be established to 
push medical aviation research and the medical re¬ 
sponsibilities of the U. S. Civil Aeronautics Adminis¬ 
tration would be broadened under a bill introduced 
by Chairman Oren Harris (D., Ark.), of the House 
Interstate and Foreign Commerce Committee, which 
will consider the proposal. A similar plan was ad¬ 
vanced last session but was not acted on. Some of the 
points: 

An Office of Civil Aviation Medical (CAM) within 
CAA “to develop essential technical information in 
aviation medicine and medical fitness standards for 
airmen.” It would be headed by a Civil Air Surgeon. 

As part of CAM, a Civil Aeronautics Research Lab¬ 
oratory, “The equivalent of medical research and 
development facilities of the Armed Forces . . 

The office to set minimum human requirements in 
aircraft design, minimum standards of mental and 
physical fitness for civil airmen, make regulations for 
safety inspection of aircraft, investigate medical causes 
of accidents, conduct necessary physical examinations 
of passengers and crew members involved in accidents. 

A Federal Advisory Council on Civil Aviation Medi¬ 
cine, one of whose responsibilities would be to make 
recommendations for research grants-in-aid to univer¬ 
sities, hospitals, and other public and private institu¬ 
tions and to individuals. 


REHABILITATION PUBLICATION 

Progress in the rehabilitation and employment of 
the handicapped is reviewed in a Department of 
Health, Education, and Welfare publication, Inde¬ 
pendence for the Handicapped. 

The report points out that, at present, at least one 
staff member of every state employment office is 
trained in the selective placement of disable persons. 

If selective placement is not the only answer to 
applicants’ problem, tire Office of Vocational Re¬ 
habilitation is equipped to supply medical care, work, 
training, and occupational tools. 

Dr. Howard A. Rusk, head of Health Advisory Com¬ 
mittee to the Office of Defense Mobilization, empha¬ 
sizes: 

“If we don’t do something about using the disabled, 
by 1980 for every able-bodied worker in America there 
will be one physically handicapped, one chronically 
ill, or one beyond the age of 65 on that worker’s back.” 

In 1954 the Congress passed a revised vocational 
rehabilitation law aiming at rehabilitating 200,000 
persons annually. According to OVR, in the past five 
years 61,000 disabled have been rehabilitated and 
employed every year. At present one million disabled 
people and their dependents are on public assistance 
from either the federal or state government. 


GENETIC DAMAGE FROM A-BOMBS 

Some results of a 10-year study on tile delayed mani¬ 
festations of exposure to the Hiroshima and Nagasaki 
atomic bombs are presented in a National Academy of 
Sciences-National Research Council monograph. It is 
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a detailed accounting of observations on 76,626 chil¬ 
dren bom to exposed or control parents in the two 
bombed cities. 

Chapters are concerned with the findings on specific 
possible indicators of genetic damage, altered sex 
ratio, increased frequency of congenital malformation, 
increased frequency of stillbirth or neonatal birth, 
diminished birth weight, and result of medical and 
anthropometric studies in a sample of infants re-exam- 
med at age 9 months. 

The .241-page document is available at National 
Academy-Research Council, Washington, D. C. The 
complete title is Effect of Exposure to the Atomic 
Bombs on Pregnancy Termination in Hiroshima and 
Nagasaki. 


CONFERENCE ON AGING 

The nature of the aging process in the nervous sys¬ 
tem was the subject of a scientific conference at the 
National Institutes of Health late in January. The 
conference, sponsored by the National Institute of 
Neurological Diseases and Blindness, was designed to 
bring together present knowledge of the process of 
aging in the nervous system and to develop new ap¬ 
proaches for investigation. 

A number of the 30 neurological specialists attend¬ 
ing the conference presented brief reports on research 
in their specific areas of interest. 

Topics included nerve regeneration, circulation and 
metabolism of the brain, and perception and modifica¬ 
tion of behavior. 

A detailed scientific report will be issued later this 
year, as attendance at the meeting was by invitation 
only. Department of Health, Education, and Welfare 
described the conference as the first of its kind. 


MISCELLANY 

An important personnel shift at the National Insti¬ 
tutes of Health puts Dr. Justin M. Andrews in as head 
of the National Institute of Allergy. He has been asso¬ 
ciate program chief in the PHS Bureau of State 
Services. Dr. Victor H. Haas, leaving the director post, 
returns to laboratory research in microbiology at th® 
institute.... The Small Business Administration, which 
makes long-term, low-interest loans to hospitals an 
some other medical facilities, is about to have its funds 
increased by 80 million dollars. Congress has passed 
the bill boosting SBA’s loan authority to 230 million 
dollars, and it is now waiting the Presiden’t signature. 
. . . President Eisenhower seems to be “in excellen 
health,” in the opinion of Dr. Paul Dudley White, one 
of the specialists who attended the President after his 
coronary attack. Dr. White spoke at the National Press 
Club at a luncheon arranged in connection with t re 
start of the annual fund-raising campaign of the Amer 
ican Health Association. . . . Dr. Leroy E. Burney has 
been confirmed unanimously by the Senate for a four 
year term as surgeon general of the U. S. Public Hea 
Service, the post he took over last summer. At the sanie 
time the Senate confirmed 192 other appointmen 
and promotions in PHS. 
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RELATION OF TONSILLECTOMY AND ADENOIDECTOMY 

TO POLIOMYELITIS 

Thomas C. Galloway, M.D., Evanston, Ill. 


Recent agitation concerning the tonsils makes it ad¬ 
visable to reassess the place of these organs in medi¬ 
cine. It has recently been held that their removal is 
unnecessary because of control of their infection by 
sulfonamides, by antibiotics, and by irradiation. Such 
removal has been held to be dangerous because of a 
possible increase in the danger of contracting polio¬ 
myelitis, especially the more severe bulbar and bulbo¬ 
spinal forms. These questions will be discussed. 

Removal of tonsils and adenoids is done consider¬ 
ably less often than it was 15 or 20 years ago, but 
under proper indications this procedure remains a very 
valuable and important one. When rightly done it can 
transform a puny, listless patient into a happy vigorous 
child. It can prevent disastrous systemic damage or 
relieve disabling local infection. It can prevent re¬ 
peated ear infections or serious loss of hearing. Some 
objections to tonsillectomy have been on insufficient 
basis and have led to a considerable degree of harm 
by denying badly needed intervention. 

Indications for Operation 

At the Evanston Hospital 1,107 patients had tonsil 
and adenoid operations in 1935. In 1953 only 470 such 
operations were done, in spite of the fact that hospital 
beds had increased from 250 to 325. This has come 
about in part from stricter indications for operation. 
Primarily, systemic factors are now. more carefully 
ruled out, especially poor hygiene, blood dyscrasias, 
and the like, it is recognized that tonsils, unless seri¬ 
ously infected, do exercise a protective function and 
do have much to do with the development of immu¬ 
nity—unless that is prevented by the early and indis¬ 
criminate use of sulfonamides and antibiotics. 

The following indications are now rather standard: 

(1) repeated severe infection of tonsils and adenoids; 

(2) persistent chronic or subacute infection with im¬ 
paired general health, especially in children; (3) re¬ 
curring infection with acute suppurative or catarrhal 
otitis and conduction hearing loss; (4) obstruction with 
facial and palatal deformity; or (5) focal infection: 
metastatic, toxic, or allergic. 


• Surgical removal of tonsils and adenoids is one of 
the most gratifying procedures in medicine when it is 
properly done under the right indications. These are 
now rather standard: repeated severe infection of 
the tonsils and adenoids, persistent chronic or sub¬ 
acute infection with impaired general health, recur¬ 
ring infection with otitis and impairment of hearing, 
obstruction with facial and palatal deformity, or 
metastatic, toxic, or allergic focal infection. Statistics 
relating tonsillectomy to poliomyelitis have been diffi¬ 
cult to interpret, especially because many patients 
may be predisposed to poliomyelitis by the same sus¬ 
ceptibility to infection that made them candidates for 
tonsillectomy. Rightly done, tonsillectomy can prevent 
disastrous systemic damage or relieve disabling local 
infection. Harm can be done by denying tonsillectomy 
when it is badly needed. 


Control by sulfonamides and antibiotics of acute 
recurring infections and of distant disturbance due to 
local infection has had a large influence in limiting 
other treatment. However, as Morris and others have 
pointed out, such use may actually increase by three¬ 
fold the susceptibility to recurrent infection in control 
groups. The prophylactic control of rheumatic fever 
by penicillin seems to be very well established and its 
value is borne out statistically, but the recurrence of 
infections at a distance, such as those in the urinary 
tract, the joints, and the eye, seems to have been so 
strikingly shown in individual cases that I believe 
that tonsils, which are definite foci, should be removed 
under antibiotic protection. 

Foci of Infection 

The factor of focal infection still seems to be a most 
important one in determining the type of treatment 
of infected tonsils. Coleman, 1 Rhoads, 2 Kolmer, 3 Asher 
and Sokol, 4 and others have recently reaffirmed the 
validity of the concept of focal infection and reempha¬ 
sized its importance. It is true that both primary 
infection and its related secondary effects are perhaps 


From Evanston Hospital and Northwestern University Medical School. 

Read in the Symposium on a Tonsil and Adenoid Problem before the Section on Laryngology, Otology and Rhinolocv at the lOSfb 
Annual Meeting of the American Medical Association, Chicago, June 13, 1956. 
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now less important, since they can be controlled at 
least partially by new drugs and antibiotics. It is true 
also that such infections always constitute a threat, 
because they may not certainly and constantly be so 
held in abeyance. When one considers the complex 
structure of the tonsil crypts as shown by the model 
prepared by Arey, it is hard to see how infection in 
such a structure could be kept clear for any length of 
time by anything done to the crypt system by safe and 
ordinarily prescribed doses of irradiation or other 
agents. 

The area of thrombophlebitis in relation to ulcera¬ 
tion deep in the tonsil crypt may be waiting only for 
acute flare-up of infection, trauma, or general lowered 
resistance for opportunity to invade the blood stream. 
The frequency of such invasion has been well shown 
by Cannon, Rhoads, and other authors. They have also 
shown how impaired circulation or other factors may 
cause metastatic infection to lodge and develop in the 
urinary tract, heart valves, joints, or other tissues. In 
other cases, such as of iritis and rheumatic fever, the 
secondary effect is probably toxic or allergic, secondary 
to even minute foci in lymphoid tissue. 

Controlled statistics on focal infections are difficult 
to gather under modern regimens of treatment, but 
individual experiences are dramatic and convincing. 
In my own experience, many patients with iritis, kid¬ 
ney infection, and rheumatoid arthritis could be cited 
who were successfully treated by complete removal of 
tonsils that were foci of infection. For instance, before 
the days of sulfonamide therapy, a nurSe had been ill 
for eight months with daily fever, with temperatures 
up to 101 F (38.3 C), swollen tender joints, secondary 
anemia, and persistent sore throat. On the advice of 
Dr. P. Rhoads, the tonsils Were removed but the plicae 
were left in this very ill patient to make convalescence 
easier. Symptoms subsided for one month then re¬ 
curred. The plica fragments were then removed, and 
Dr. Rhoads has reported that this patient has since 
remained well. 

Surgery has failed at times for various reasons. In 
the first place indications should be rigid and designed 
to accomplish a specific result. In the Evanston Hos¬ 
pital there are very few cases in which operation is 
done without the advice or concurrence of internist, 
pediatrician, or other specialist. Systemic disease, 
which could produce the symptoms under study, in¬ 
cluding blood dyscrasias, poor nutrition, avitaminosis, 
diabetes, and the like, is excluded. If conditions exist 
that seem to be related to tonsil infection by sequence, 
exclusion, matching quantitative culture, and other 
tests, then operation seems more important. 

Allergy presents a difficult evaluation at times and, 
if it alone seems to be related to obstruction, repeated 
otitis, frequent sore throats, and poor general condi¬ 
tion, it is given first consideration. If it is found that 
treatment directed to allergy has failed, that attacks be¬ 
gin with follicular tonsillitis, or that allergic disturb¬ 
ances are in fact triggered by tonsil and adenoid in¬ 
fection, operation in such cases gives gratifying relief 
in a high proportion of cases. Likewise, if there are 
large adenoids with nasal blocking, especially if ac¬ 


companied by sinus infection or catarrhal, suppurative 
or serous otitis, the relief by removal of the adenoids 
is often remarkable. If, on the other hand, the tonsils 
are only mildly questionable, it is better not to remove 
them in allergic patients. It is now generally recog¬ 
nized that, in an allergic patient, if operation is done, 
allergies should be controlled by antihistaminics or 
other measures and the exposure to known antigens 
should be minimal. For instance, in a patient with pol- 
linosis, operation should not be done in the hay fever 
season. 

It is still recognized that acute suppurative or ca¬ 
tarrhal otitis is very definitely related to obstructive or 
infected tonsils and adenoids. Especially is this appre¬ 
ciated by men who see the late results of modem 
treatment, or lack of it, for such infection. The im¬ 
portance of acute suppurative or catarrhal otitis with 
obstructing or infected tonsils and adenoids is still very 
definite. It is true that with sulfonamides and anti¬ 
biotics the incidence of acute mastoiditis requiring sur¬ 
gery has dropped very low. There were 37 such cases 
with three deaths in 1935 at the Evanston Hospial; 
now about 5 cases occur each year, with no deaths. 
However, for some time otologists have noted fre¬ 
quently a rather marked increase of a disturbing and 
stubborn type of hearing impairment after such treat¬ 
ment. Apparently acute otitis has often been controlled 
without rupture of the drum or the supposed need for 
tympanotomy; but exudate may persist as a serous 
otitis, or by organization it may cause adhesions and 
fixation of ossicles and drum with marked hearing 
impairment, then hardly amenable to relief. The same 
may be true to a lesser degree after treatment by ir¬ 
radiation. Further loss of hearing comes with recurring 
attacks commonly associated with nose and throat 
infection and tonsillitis. It has been distressing to see 
patients with obstructive deafness progressing to 30 to 
50 db. loss, which is near or below the level of sccial 
and economic adequacy, who have been refused the 
almost certain help that proper surgery would gu'e- 
Some of these had already had x-ray therapy. 

1 have previously expressed approval of irradiation 
in certain limited situations. In view of the small bene¬ 
fits to date and the danger from such treatment, I no" 
believe it should practically never be used. 

Danger of Poliomyelitis 

Some recent reports suggest that tonsillectomy in¬ 
creases the danger of acute poliomyelitis at any time 
thereafter. With the othei speakers in a symposium be¬ 
fore the Section on Laryngology, Otology, and Rhincl- 
ogy in 1952, I 3 agreed that, if poliomyelitis should oc¬ 
cur one month after tonsillectomy, the more severe bul¬ 
bar and bulbospinal forms would be more likely to 
follow. 1 also agreed that, for that reason, routine op¬ 
erations should not be done in the presence of epi¬ 
demic poliomyelitis. However, after a thorough stu ) 
of such statistics as have been presented, 1 arn '| ot 
convinced that beyond one month the danger of polio¬ 
myelitis was increased. Statistics have been confusing, 
and it has been impossible to reconcile the contradic 
tory conclusions of equally reliable investigators. 
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Certain authors studying hospital admissions have 
claimed that there is greater susceptibility' to poliomye¬ 
litis persisting indefinitely after tonsil removal. Statis¬ 
tics are difficult to assess in acute poliomyelitis, since 
probably only about one case in 100 is diagnosed as 
such and only the patients with more severe cases are 
admitted to hospitals. Of these, the patients known to 
have the greater liability to the severe form probably 
constitute an abnormal proportion of hospital cases. In 
some of the studies cited, apparently no study was 
made of the proportion of the general population 
whose tonsils had been removed. 

Wilson 0 doubted that the conclusion is valid that 
tonsillectomy increases the incidence of poliomy'elitis, 
except for the short period after operation. He believed 
that the danger of contracting poliomyelitis is hardly 
to be considered in relation to the importance of re¬ 
moving tonsils when there is a proper indication. 
Miller, 7 after a very careful study of statistics in Los 
Angeles County', could find no statistical evidence of 
the over-all increase of poliomyelitis after tonsillec¬ 
tomy. Cunning 5 and his reporters found that, of 19,247 
cases of poliomy'elitis, only 62 were preceded by tonsil 
operation during the previous two months; 162 cases 
were preceded by other surgical procedures. Siegel and 
his co-workers, 0 in perhaps the best controlled study, 
reported no significant increase in poliomyelitis after 
one month in postoperative cases over nonoperated 
cases during a one-year period. Seydell 1 " found in the 
epidemic of 1916 that 200 out of 203 patients at Cook 
County Hospital with poliomyelitis still had their ton¬ 
sils. He seemed justified, by the statistics, in believing 
that the presence of the tonsils actually strongly pre¬ 
disposed to the disease. 

On the other hand. Top, 11 Lucchesi and LaBoc- 
cetta, 13 and Anderson and Rondeau 13 conclude that 
after tonsillectomy the likelihood of bulbar and bulbo¬ 
spinal poliomyelitis is greatly increased. The latter au¬ 
thors believed that this liability is increased by four to 
one in patients who have had their tonsils removed 
over those who still have these organs. This work has 
apparently been carefully done, and only' minor criti¬ 
cisms can be made. For instance, tiiey state that “the 
greater frequency with which tonsil operations are per¬ 
formed today may be a factor in the greater proportion 
of bulbar cases.” No evidence is given for this state¬ 
ment, and I have shown that since 1935 less than one- 
half as many tonsil operations have been done in the 
Evanston area. Data of Anderson were collected by 
public health nurses some time after the attack. In oc¬ 
currence of tonsillitis any' attack was apparently held 
of equal importance to severe and frequent attacks. 
Although data were collected for preceding appendi¬ 
citis and other operations, no figures on these were 
given and they might be significant, as Cunning.found. 
On the whole the general conclusions seem valid for 
the population examined, but they do not seem to 
definitely prove that absence of tonsils per se was the 
significant factor. 

After examining several theories to explain their 
statistics, Anderson and Rondeau postulate that “re¬ 
moval of tonsils may' have facilitated throat invasion 
through removal of some natural barrier.” Obviously' 


this report is in direct conflict with some already cited. 
Also it seems to me that their conclusion is no sounder 
than it would be to say that these patients may have 
been predisposed to poliomyelitis by the same suscep¬ 
tibility to infection that made them candidates for 
tonsillectomy. 

It is also hard to understand a late influence of ton¬ 
sillectomy in poliomy'elitis in die light of current belief 
as to its pathogenesis. The work of Bodian, 1 ' 1 Horst- 
mann and Paul 15 and others indicated that usuaPv 
primary invasion is through the intestinal tract, pro¬ 
ducing first a viremia, with later invasion of the central 
nervous system. 

These studies do not seem convincing. If the Salk 
vaccine lives up to its hopeful promise, this whole part 
of the discussion may prove to be of only academic 
interest. At any rate the removal under proper condi¬ 
tions of diseased tonsils should prove to continue to be 
one of the gratifying procedures of medicine. 

Conclusions 

In spite of newer agents, infection of the tonsils and 
adenoids remains a very important factor in health 
and disease. When properly done under the right in¬ 
dications, surgical removal of these organs is one of the 
most gratifying procedures in medicine. Its benefits 
greatly outweigh any possible dangers, including a 
theoretically increased susceptibility to bulbar polio¬ 
myelitis. 

636 Church St. 
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SURGERY VERSUS IRRADIATION OF TONSILS AND ADENOIDS 
RELATIVE TO CONDUCTION DEAFNESS 

Shirley H. Baron, M.D., San Francisco 


The choice of treatment for adenoids and tonsils 
deserves very careful scrutiny when the problem at 
hand is conduction deafness, especially in children. 
Adenoids and tonsils, particularly adenoids, play a 
major role in the development of the diseases, such as 
suppurative otitis media, serous or secretory otitis 
media, and eustachian, tube obstruction, that cause 
this type of deafness. 

Since the development of the antimicrobial drugs, 
severe, destructive, suppurative otitis media has sel¬ 
dom been much of a problem, but the serous or secre¬ 
tory otitis media seems to be much more prevalent. 
Contributing to this increase may be the inadequate 
treatment of the acute attacks of otitis media when 
the antimicrobial drugs are used, and the side-step¬ 
ping of the necessary adenotonsillectomy because of 
the ability to control the acute ear episodes with the 
drugs at hand. Often this results in a painless inflam¬ 
mation and accumulation of fluid in the middle ear, 
resulting in transient hearing impairment or slowly pro¬ 
gressive deafness that may become permanent if not 
recognized soon enough. The deafness in most such 
cases is reversible if treated early. Unfortunately, we 
have seen too many children who have been accused 
of not paying attention or of being stupid, when in 
reality they have had conduction deafness from ac¬ 
cumulations of fluid in the middle ear or tubal obstruc¬ 
tion. 

Examination of the child who comes in with a his¬ 
tory of recurrent attacks of earache, an intermittent or 
constant running ear, or progressive deafness without 
other ear symptoms invariably will reveal diseased 
adenoids or tonsils usually enlarged, or evidence of a 
previous adenotonsillectomy with recurrent masses of 
lymphoid tissue in the nasopharynx that may or may 
not have had prior irradiation. Restoring tubal patency 
by elimination of these lymphoid masses will often 
improve or cure the deafness and the running ear. 

What should the treatment of these primary or sec¬ 
ondary lymphoid masses be? 1. Surgical removal? 2. 
Surgery plus irradiation for the primary cases? 3. Sur¬ 
gery plus irradiation for the secondary cases? 4. Irra¬ 
diation only for the secondary cases? 5. Reirradiation? 
6. Primary irradiation instead of surgery? 


From the Department of Surgery, Division of Otolaryngology, 
of the Stanford University Medical School, and the Department 
of Otolaryngology’, Mount Zion Hospital. 

Read in the Symposium on a Tonsil and Adenoid Problem 
before the Section on Laryngology, Otology and Rhinology at 
tire 105th Annual Meeting of the American Medical Associa¬ 
tion, Chicago, June 13, 1936. 


• Tonsils, and adenoids particularly, play a major 
role in the development of diseases that eventually 
cause conduct : on deafness. Transient hearing impair¬ 
ment■ while reversible if treated early, may be due to 
pamless inflammation and accumulation of fluid in 
the middle ear, which in turn may result from inade¬ 
quate treatment of acute otitis media. The common 
etiology for this deafness is diseased adenoids and 
tonsils, usually enlarged, and recurrent masses of 
lymphoid tissue in the nasopharynx. Irradiation for 
conduction deafness has been disappointing, simulat¬ 
ing on incomplete adenoidectomy. The most effective 
treatment is meticulous surgery. 


It is my opinion, based on many years’ experience 
with the various treatment trends, that (1) meticulous 
surgical removal of the adenoids and tonsils has no 
therapeutic equal and (2) irradiation has some value, 
but its beneficial effect on nasopharyngeal lymphoid 
tissue has been overrated. If used, it should be supple¬ 
mental only; it has little place in the primary treat¬ 
ment of adenoids and tonsils. 

There is considerable difference of opinion as to 
the modus operancli of irradiation. Crowe,' who with 
Burnham, introduced and popularized the use of the 
radon nasopharyngeal applicator, thought that the 
beneficial effect was from the shrinkage of the lymph¬ 
oid tissue and reestablishment of the lumen and the 
function of the eustachian tube. Bordley' felt that 
irradiation of the nasopharynx is not as effective in the 
presence of large central masses of adenoid tissue and 
should be used only as a supplement to surgery when 
indicated. He stated that any results accomplished by 
ray therapy except the shrinkage of lymphoid tissue 
are purely secondary to the reduction of this tissue. 
Schenck," on the other hand, expressed the opinion 
that a more important effect may be the opening up ot 
occluded lymph channels. 

Boies' 1 observed that, in children, lymphoid follicles 
in Rosenmiiller’s fossa do not disappear completely 
after irradiation with as many -as three exposures. He 
reported a favorable effect with the use of a radon ap¬ 
plicator in a number of patients with a generalize 
depression of the hearing threshold through the speech 
frequencies and the high notes. All patients had ha 
tonsils and adenoids removed, with a variable amount 
of recurrent lymphoid tissue. However, he did surgi¬ 
cally remove the secondary masses of good size before 
irradiation. He noted also that patients with hearing 
loss for frequencies higher than 2,048 were not im 
proved after irradiation. 
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Day 5 expressed disappointment and disillusion by 
his experiences with the use of irradiation in conduc¬ 
tion deafness. He could detect little gross change in 
the lymphoid tissue after irradiation. In less than 5% 
of his cases did the irradiation appear to have any 
permanent effect on the patency of the eustachian 
tubes or ventilation of the middle ears. A few patients 
with obviously inflamed and infective lymphoid tissue 
were definitely helped. Davis, according to Galloway, 0 
found on the examination of tonsils after irradiation 
that there was little evidence of permanent alteration. 

In my experience, irradiation for conduction deaf¬ 
ness has been disappointing. Postirradiation examina¬ 
tion of the nasopharynx with the nasopliaryngoscope 
has shown no appreciable change in the size of the 
lymphoid masses, or even lymphoid follicles. The 
favorable effect upon the ears in most cases, if it 
occurred at all, was only temporary, about the same 
as an incomplete adenoidectomy. Illustrative of this is 
the following case report. 

A boy, aged 7*2, was first seen on Nov. 18, 1954, because of 
progressive deafness of at least a year’s duration. Trouble with 
his ears had started in infancy, within two weeks after birth, 
with recurrent attacks of suppurative otitis media. X-ray ther¬ 
apy to his nasopharynx was administered when he was one 
year old. This abated the attacks for only six months. A second 
course of x-ray therapy was given when he was aged 2. This, 
likewise, helped for only six months, when the episodes of ear 
suppuration recurred. When he was aged 3Ja, an adenotonsil- 
lectomy was performed. This helped for only seven months. 
The repeated ear infections continued but lessened in fre¬ 
quency as he grew older. When he was 6 years of age, begin¬ 
ning hearing impairment was noted. 

Examination revealed thickened, gray, retracted tympanic 
membranes and a severe conduction deafness, with an average 
decibel loss for the conversational range of approximately 35 
for each ear (fig. 1, top). The nose showed a typical picture 
of a vasomotor rhinitis of the allergic type. In the nasopharynx, 
which was examined with a nasopharyngoscope, there was 
abundant adenoid tissue in the vault, die fossae of Rosenmiiller, 
on the tori, and on the salpingopharyngeal folds. Lymphoid 
follicles were present in each tonsil fossa. 

Thorough surgical removal of the lymphoid tissue described 
was done under direct vision on Dec. 3, 1954. At the same 
time, bilateral myringotomies were done and in each ear was 
found very thick, gray, stringy gelatinous substance, which was 
so adherent to the middle ear that its aspiradon was difficult. 

There was an immediate hearing improvement to about the 
15-db. level after surgery. Repeat audiograms were done at 
monthly intervals, and by June 17, 1955, the hearing returned 
to a normal level. The last audiogram, on Jan. 19, 1956 (fig. 1, 
bottom), shows the left ear at a normal level, with the right 
ear at a nearly normal level. 

Comment 

The story of this case is characteristic of many pa¬ 
tients I have seen. The individual is invariably one 
with a vasomotor instability, on the basis, usually, of 
allergy, but sometimes from endocrine dysfunction. 
The deafness often is associated with secretions in the 
middle ear that must be removed by myringotomy and 
aspiration for the best result. Irradiation seems to have 
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only a transient beneficial effect upon the masses of 
lymphoid tissue, and an incomplete adenoidectomy is 
not much better. It is true that, even with the most 
efficient surgical technique, regeneration of lymphoid 
tissue in an allergic individual will occur. In patients 
with hearing problems, if the recurrent masses are 
large, they should be removed surgically; if small, 
irradiation may be used. 

It is to be noted that, in this case, repeat audiograms 
were done monthly after surgery. This is important, 
because it may be the only method by which reac¬ 
cumulation of fluid in the middle ear may be detected. 
Recurrent fluid should be removed, and supplement¬ 
ary irradiation may be considered. Unfortunately, in 
the difficult cases in my series, where there has been 
continued reaccumulation of fluid in the middle ear, 
supplementary irradiation has not been helpful. On 
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Fig. 1 .—Top, preoperative audiogram of 7'5-year-old boy with 
allergy; nasopharyngeal irradiation at 1 and 2 years of age; 
adenotonsillectomy at 3!: years; deafness for over a year. Bot¬ 
tom, postoperative audiogram; secondary adenotonsillectomy 
and bilateral myringotomy; gummy, tenacious secretion in both 
middle ears. 

the otlier hand, in some instances where irradiation 
had failed, subsequent surgical removal of small 
lymphoid masses produced improvement. In all cases 
in this group, concomitant therapy for the allergic or 
endocrine dysfunction must be given. 

The primary use of irradiation in therapy for the 
tonsils and adenoids has very little in its favor. Gallo¬ 
way® has suggested that this may be preferable in 
infants and in cases where the general condition is 
poor or when there is a bleeding tendency. His sug¬ 
gestions seem reasonable, excepting the use of irradia¬ 
tion for infants. In the doses used, irradiation has little 
favorable effect on masses of tonsil and adenoid tissue, 
and, in the light of Clark’s 7 recent report of cancer of 
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the thyroid in children who had had irradiation to the 
head and neck, or to the neck and chest, for various rea¬ 
sons when they were from 2 months to 6 years of age, it 
may not be without hazard. (A more recent personal 
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Fig. 2.—Preoperative and postoperative audiograms of 7)5- 
vear-old girl. The surgery, a secondary' adenotonsillectomy, was 
supplemented with x-ray irradiation. This was one of a series 
whose good results were thought, at the time, to be due to 
the combination of surgery and irradiation, but subsequent 
control series (fig. 3, 4, and 5) suggested that adequate surgery 
was responsible for the improvement. 
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Fig. 3.—Top, preoperative and postoperative audiograms of 
9-year-old boy with allergy; hearing loss for more than three 
months; secondary adenotonsillectomy; no irradiation. Bottom, 
preoperative and postoperative audiograms of 10-year-o!d girl 
with allergy; secondary adenotonsillectomy, bilateral myringo¬ 
tomy; tenacious, gummy secretion in both middle ears; irradi¬ 
ation, three months previously. 

communication from Galloway' w-ould nullify die above 
suggestion: “This [Clark’s report and other considera¬ 
tions] would now' keep me from recommending irradi¬ 
ation for tonsil infection in children of any age.”) 


If the rationale of those who advocate primary- 
irradiation is to preserve the protective function of the 
tonsils and adenoids, it should be mentioned that 
irradiation may produce acute involution of lymphoid 
tissue, resulting in the release of infectious and dele¬ 
terious agents from imprisonment in the lymphoid 
tissue. 3 If they are concerned with the possible hazard 
of surgery, it should be pointed out that, with a metic¬ 
ulous surgeon and a capable anesthesiologist, the 
hazard is infinitesimal and considerably overshadowed 
by the rewarding results. 

Some y-ears ago it became apparent to me that sup¬ 
plemental irradiation therapy’ was not as helpful as it 
urns alleged to be and that the void in my therapy was 
the method of adenoidectomy that had been taught 
me. This deficiency I corrected with a technique that 
made it possible to thoroughly remove all masses of 
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Fig. 4.—Preoperative and postoperative audiograms of 9' 
year-old boy with allergy; hearing loss for “some time ; sec¬ 
ondary adenotonsillectomy; no irradiation. 


nasopharyngeal lymphoid tissue. This is not a method 
for the “in-and-outer” for it is time-consuming, but it is 
very effective. Meticulous surgery surpasses anything 
that irradiation can accomplish in both primary and 
secondary cases. 

Should this type of surgery be supplemented rou¬ 
tinely with irradiation in the conduction-deafene 
patient? For a short period in my career this routine 
was used, as the results w-ere impressive (fig. 2). How¬ 
ever, supplementary irradiation was discontinuec 
when it was learned, after some control studies were 
run, that equally good results w-ere obtained with ade¬ 
quate surgery alone (figs. 3, 4, and 5). It became ap¬ 
parent that irradiation had been given the credit that 
the surgery deserved. 

The choice as to type of irradiation, roentgen ray, 
radon, or radium applicator, has not been discusse 
because it is not within the scope of this presentation. 
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The proponents' of the radon or radium applicator 
say that it is effective and harmless and that x-ray 
irradiation may be hazardous. The advocates 8 of x-ray 
therapy claim that x-ray irradiation is very effective, 
with a more homogeneous dosage and without danger, 
and point out that the radium applicator gives a dosage 
of irradiation heavier than that given for any other 
nonmalignant condition. 9 In the extremely few cases 
in which I recommend irradiation, the therapy given 
is x-ray irradiation by a roentgenologist. 

Summary and Conclusions 

Middle ear involvement causing conduction deaf¬ 
ness, especially in children, in a high percentage of 
cases can be attributed to tubal obstruction due to 
lymphoid hyperplasia often associated with allergy. 
This deafness is reversible if treatment is adequate 
and not too late. 
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Fig. 5.—Preoperative and postoperative audiograms of 5)1- 
year-old girl; hearing loss 8 to 12 months; primary adenoton- 
sillectomy and bilateral myringotomy; yellow, syrupy fluid in 
both middle ears; no irradiation. 

Treatment should be focused on the tonsils as well 
as on the adenoids, for, as Lindsay 10 aptly stated, 
tubal obstruction is usually associated with other diffi¬ 


culties, such as obstruction to nasal breathing and fre¬ 
quent throat infections. The most effective treatment 
for adenoids and tonsils, primary or secondary, is me¬ 
ticulous surgery, which has no therapeutic equal. 

Irradiation has been overrated in its ability to shrink 
lymphoid tissue with the dosage considered to be 
within the range of safety. It may be of some value in 
an occasional case where thorough surgery has failed 
in its goal. If irradiation is limited to these patients, 
the number requiring this therapy will be small. 
Irradiation is not and should not be used as a substi¬ 
tute for good surgery, or as an escape for inadequate 
surgery. 

516 Sutter St. (2). 

References 

1. Crowe, S. ].: Irradiation Treatment of Hyperplastic 
Lymphoid Tissue in Nasopharynx, in Diseases of Nose, Throat 
and Ear, edited by C. Jackson and C. L- Jackson, Philadelphia, 
W. B. Saunders Company, 1945, pp. 166-169. 

2. Bordley, J. E.: Symposium: Irradiation of Lymphoid Tis¬ 
sue in Nasopharynx: Indications for and Results of Irradiation 
in Nasopharynx, Tr. Am. Acad. Ophth. 54:492-495 (May- 
June) 1950. 

3. Schenck, H. P.: Symposium: Irradiation of Lymphoid 
Tissue in Nasopharynx: Anatomy, Physiology and Pathology of 
Nasopharyngeal Lymphoid Tissue, Tr. Am. Acad. Ophth. 54: 
479-485 (May-June) 1950. 

4. Boies, L. R.: Irradiation of Nasopharyngeal Lymphoid 
Tissue: Evaluation, Arch. Otolaryng. 44:129-140 (Aug.) 1946. 

5. Day, K. M.: Symposium: Irradiation of Lymphoid Tissue 
in Nasopharynx: Abuse of Nasopharyngeal Irradiation, Tr. Am. 
Acad. Ophth. 54:522-525 (May-June) 1950. 

6. Galloway, T. C.: Symposium on Roentgen Therapy in 
Treatment of Tonsillar Disease: Tonsillectomy in Relation to 
Irradiation and Acute Poliomyelitis, Northwestern U. Med. 
School Bulletin 29:125 (summer quarter) 1955. 

7. Clark, D. E.: Association of Irradiation with Cancer of 
Thyroid in Children and Adolescents, J. A. M. A. 159:1007- 
1009 (Nov. 5) 1955. 

8. Garland, L. H.; Hill, H. A.; Mottram, M. E.; and Sisson, 
M. A.: Nasopharyngeal Irradiation: Relative Merits of Roentgen 
and Radium Therapy for Benign Conditions, J. A. M. A. 149: 
454-460 (June 2) 1951. 

9. Lampe, I.: Symposium: Irradiation of Lymphoid Tissue in 
Nasopharynx: Potential Biologic Dangers of Nasopharyngeal 
Beta Irradiation, Tr. Am. Acad. Ophth. 54:502-507 (May- 
June) 1950. 

10. Vail, D., and Lindsay, J. R.: Editor’s Note, in 1951 Year 
Book of Eye, Ear, Nose and Throat, Chicago, Year Book Pub¬ 
lishers, Inc., 1952, p. 285. 


Treatment of Vitiligo.—Since the thirteenth century the Arabs have used a powder made from 
the fruit of the plant Ammi majus Linn, for the treatment of vitiligo. The powder was ingested 
and the depigmented patches exposed to sunshine until inflammation and vesiculation oc¬ 
curred. After the acute reaction subsided repigmentation followed. Side effects of this crude 
preparation included headache, nausea, gastric burning, abdominal pain, vomiting, diarrhea, 
nephritis, hepatitis with cirrhosis, coma and exfoliative dermatitis. Fahmy and Abu-Shadyl 
isolated three psoralen derivatives: 8-methoxypsoralen, 5-methoxypsoralen and S-isoamylene- 
oxypsoralen from Ammi majus Linn, fruit. These compounds have been used orally and lo¬ 
cally, separately and in various combinations in the treatment of vitiligo since 1947 by various 
investigators with encouraging results, although there have been differences in die reported 
effectiveness. No significant toxic reaction has been reported following doses which were effec¬ 
tive therapeutically.—J. A. Elliott Jr., M.D., The Treatment of Vitiligo with S-Methoxypsoralen 
Southern Medical Journal, July, 1956. 
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COMPARISON OF SURGICAL REMOVAL OF TONSILS 
AND ADENOIDS WITH X-RAY TREATMENT 

Jack A. Weiss, M.D., Chicago 


My segment of the symposium on “A Tonsil and 
Adenoid Problem”—the comparison of surgical re¬ 
moval with x-ray treatment—is, to a degree, repetitious, 
but I trust it will lend emphasis to the articles by 
Galloway (page 519) and Baron (page 522). 

It seems reasonable to agree that irradiation of these 
structures has its limitations, both as to the indications 
for its use and as to the benefits to be expected. Its 
best application is in cases where surgery is either 
contraindicated, refused, or preferably deferred, as in 
infants, and in the treatment of lymphoid remnants in 
and around the eustachian tubal orifice. 

The greatest value of irradiation is reflected in alle¬ 
viation of symptoms of obstruction to nasal breathing, 
to swallowing, and to the eustachian tube. Even here 
the improvement may be partial in degree, and not 
always permanent in duration, as the growth potential 
of lymphoid tissue in the young child often results in 
a resumption of the hypertrophic state in a few years. 
The claim that obstructive symptoms are permanently 
alleviated—and operation thus avoided—is open to 
critical evaluation on other grounds, namely, the re¬ 
tention of infection and the possible occurrence of 
long-range sequellae. 

Objective Criteria 

While clinical evaluation of the results of irradiation 
is of some merit in determining the efficacy of this 
method, I should like to present two points that might 
be considered objective criteria. 

Infectiousness of Tonsils— The bactericidal effect of 
irradiation on tonsils is certainly minimal. Bacterial 
studies of irradiated tonsils after excision reveal a high 
content of pathogenic organisms. Furthermore, Rhoads 
and Dick 1 have shown a greater concentration of or¬ 
ganisms per unit of weight in tonsillar stumps than in 
whole tonsils. Therefore, we may logically conclude 
that tonsils shrunken by irradiation still retain their 
potential for local, contiguous, and systemic infection. 

Histopaihologij of Irradiated Tonsils.— Reports by 
Schenck 2 and by Nuzum 3 show few significant changes 
in histopathology after irradiation of tonsils. To this 
evidence I might add my own unpublished data: In 
this stud}' the adenoid and one tonsil were removed 
in a small group of children. (This was done with the 
full knowledge and consent of the parents.) The 
remaining tonsil was then irradiated by the standard 
technique. One year later it was removed. In compari¬ 
son with the nonirradiated tonsil, the microscopic 
changes in the treated one were minor and those to 
be expected with moderate radiation dosage. There 
were no alterations that conceivably could have been 
correlated with a decrease in infectiousness. Physi¬ 
cians have a major concern with the deleterious activ- 


Read in the Symposium on a Tonsil and Adenoid Problem be¬ 
fore the Section on Laryngology, Otology and Rhinology at the 
105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


• Tonsils removed unilaterally in a number of chil¬ 
dren were compared with contralateral tonsils re¬ 
moved from the same children one year after treat¬ 
ment with roentgen rays. There was no evidence that 
irradiation had decreased the infectiousness of the 
tonsil. Irradiation has at times alleviated obstructions 
to nasal breathing, pharynx, and eustachian tube, 
but often the improvement has been only partial or 
temporary. Surgical removal of tonsils and adenoids 
has definite indications. Indiscriminate, routine tonsil¬ 
lectomy is quite properly a thing of the past, but, 
when the indications and contraindications are duly 
observed, excision has positive and permanent 
benefits. 


ities of tonsils and adenoids as (1) areas of local 
infection; (2) sources of inflammation or obstruction 
of adjacent structures; and (3) causes of remote com¬ 
plications: by systemic extension of bacteria, their 
toxins, or allergenic products. Although in recent years 
the concept of focal infection has narrowed consider¬ 
ably in scope, its fundamental principle is still valid, 
and a causal relationship has been well substantiated 
in certain conditions, including rheumatic fever, 
carditis, infectious arthritis, iritis, some nephritides, 
and, to a lesser extent, in other diseases. In such occur¬ 
rences, when the tonsils can reasonably be incrimi¬ 
nated, their removal definitely is indicated. 

Various defensive attributes are ascribed to the ton¬ 
sils, such as phagocyte production, autoimmunization, 
and the interposing of a barrier to infection. However, 
it is strongly presumptive that these functions are 
greatly diminished, or even totally lost, after repeated 
infections, so that disease prevails over protection. 

When definite indications exist for the treatment 
of the tonsils and adenoids and contraindications are 
absent, excision should be done, as it accomplishes 
positive and permanent benefits not inherent in irra - 
diation. These conditions prevail in the great majorit} 
of cases. Indiscriminate, routine tonsil removal be¬ 
longs to a long-past era—and properly so. It has been 
largely replaced by a rational conservatism. 

In conclusion, I believe that it is justifiable to state 
that, in the considered opinion of conscientious an 
competent physicians, there exists for adenotonsi - 
lectomy an established group of judiciously evaluate 
indications for which the operation should be p er ' 
formed in the best interest of the patient’s welfare. 

Ill N. Wabash Ave. 
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DIFFERENTIAL DIAGNOSIS, PATHOLOGY, AND TREATMENT OF 

SUBSTERNAL GOITER 

Gustaf E. Lindskog, M.D. 

and 

Ira S. Goldenberg, M.D., New Haven, Conn. 


Tumefactions of the thyroid gland are usually con¬ 
fined to die cervical region. In a small proportion of 
cases, estimated at about 10%, 1 die enlargement is 
principally downward, widi extension through die 
superior portion of die thoracic strait into the medias¬ 
tinum, producing the so-called substemal goiter (fig. 
1). Ordinarily, some enlargement of die thyroid gland 
is still visible or palpable in die neck, but not invari¬ 
ably. The entrapment of die enlarging goiter in die 
mediastinum is usually a subtle, gradual occurrence, 
but in rare instances there may be an abrupt and 
permanent disappearance of a long-standing cervical 
mass, die event being accurately dated by die patient. 

Portions of thyroid tissue may occasionally be lo¬ 
cated in more remote parts of the mediastinum, quite 
separate from die cervical gland or connected only by 
a thin pedicle of vascular and connective tissue, which 
descends from die diyroid arteries. That such medias¬ 
tinal aberrations can arise on embryologic rather 
than mechanical grounds is suggested by the normal 
anterior mediastinal position of die thymus (a deriva¬ 
tive of the third branchial pouch) and the occasional 
presence of normal or adenomatous parathyroid glands 
in the same area. Sometimes a substemal extension of 
a thyroid adenoma from die lower pole of one thyroid 
lobe may be associated widi an unattached second 
thyroid mass on die opposite side of the superior por¬ 
tion of the mediastinum. 

Differential Diagnosis 

A number of neoplastic and non-neoplastic disease 
entities are of concern in die differential diagnosis of 
substemal goiter. A most important one is aneurysm 
of die aortic arch or innominate artery (fig. 2 A). Such 
an aneurysm commonly produces cough, dyspnea, 
hoarseness, and dysphagia, as do large substemal 
goiters. However, pain is a rare symptom with goiter 
and a common one widi aneurysm. Since a large frac¬ 
tion of intrathoracic aneurysms are syphilitic in origin, 
a serologic report or a history of specific treatment of 
the patient is important. An aneurysmal sac containing 
a laminated clot may not show pulsations when ob¬ 
served fluoroscopically; conversely, a very vascular 
goiter may pulsate. 2 In contrast widi aneurysms, sub- 
sternal goiters usually exhibit a well-defined motion on 
deglutition or deep breadiing. Angiography may con¬ 
tribute to a definitive diagnosis. 

Benign tumors of the superior region of die medias¬ 
tinum large enough to be confused with substemal 
goiter are usually bronchoesophageal reduplication 
cysts, teratomas, or diymomas. The former are inti- 


From tlie Department of Surgery, Yale University School of 
Medicine. 

Read before the Section on Surgery, General and Abdominal, 
at the 105th Annual Meeting of the American Medical Associa¬ 
tion, Chicago, June 12,1956. 


• A goiter was defined as substemal or mediastinal 
for the purposes of this study if its lower border was 
found radiologically to reach the level of the trans¬ 
verse processes of the fourth thoracic vertebra or 
lower. Thirty-one patients with such goiters were op¬ 
erated on in a 7 0-year period. Fourteen were 
asymptomatic, and the diagnosis was made radio¬ 
logically. The entrapment of the enlarging goiter is 
usually a gradual process, and there is danger of 
tracheal obstruction and other symptoms of mediasti¬ 
nal pressure as well as the slight possibility of malig¬ 
nancy. Carcinoma was found only once; in all 
other cases the mass was benign. The final patho¬ 
logical diagnoses were fetal adenoma, 14; colloid 
adenomatous goiter, 11; microfollicular adenoma 
with focal hyperplasia, 6; and carcinoma, one. The 
initial incision was the standard collar-type in all in¬ 
stances and proved adequate in 28; further incision 
through the upper part of the sternum was necessary 
in 2, and supplementary posterolateral thoracotomy 
on the left was necessary in one. The ages of the 
patients ranged from 28 to 78 years, and the only 
postoperative death was that of a woman aged 74. 


mately attached to the trachea or esophagus and tend 
to move with deglutition. When viewed laterally they 
are in the middle region of the mediastinum. Tera¬ 
tomas and diymomas are usually in the anterior and 
superior regions; they are not in continuity with cervi¬ 
cal soft-tissue shadows and tend to be rounded off 
at or below the superior thoracic strait. Teratomas and 
thymomas do not commonly produce displacement and 
narrowing of the upper trachea, but tiiey may show 
some calcifications, tiius simulating calcifying sub¬ 
stemal goiter. 

The common malignant tumor of the upper portion 
of die mediastinum is lymphoblastoma (fig. 2B). The 
victims are likely to be somewhat younger tiian die 
patients with substemal goiter. The mass is ordinarily 
lobular, since it involves multiple nodes, and peripheral 
lymph nodes may be palpably enlarged. There may be 
intermittent fever and splenomegaly or hepatomegaly; 
occasionally a pleural effusion develops. 

A large neurofibroma (fig. 2C) or ganglioneuroma 
may grow from die paravertebral region toward the 
superior thoracic strait. These tumors can be differenti¬ 
ated from substemal goiter by their posterior position 
and the occasional presence of an enlarged interverte¬ 
bral foramen. Irregular calcific densities can be seen at 
times in the neurogenic tumors, especially in gangli¬ 
oneuromas. 

Large pharyngoesophageal diverticulums sometimes 
become filled with secretions and food so tiiat they 
cast an opaque shadow in the upper mediastinal re- 
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gion, particularly in the posteroanterior projection. The 
characteristic findings—the presence of fluid level, and 
the demonstration of the diverticulum by barium 
studies—should resolve the diagnostic problem. 

Clinical Material 

Since thyroid adenomas of substantial size may im¬ 
pinge upon the thoracic inlet in varying degrees, it 
is necessary to define the point beyond which one con¬ 
siders a goiter to be substemal or mediastinal in char- 



Fig. 1.—Retrotracheal goiter descending to the level of the 
sixth thoracic transverse process. It was successfully removed 
by the cervical approach. 


acter. Included in the present study are patients with 
lesions whose lower border has been demonstrated 
radiologically to reach the level of the fourth thoracic 
tranverse process or lower. Thirty-one patients with 
such goiters were operated on after admission to the 
thoracic surgical section of the Grace-New Haven 
Community Hospital during the years 1945-1955 in¬ 
clusive. Since one patient had successive bilateral 
operations several years apart, 32 operations are repre¬ 
sented. The patients ranged in age from 38 to 78 years; 
13 were over 60 years of age at the time of surgery. 
There were 17 women and 14 men. 

Symptoms.—Of the 31 patients, 14, or 45%, were 
entirely asymptomatic, the lesion being discovered 
during the course of routine roentgenography. Ten 
patients, or 31%, complained of an unsightly mass in 
the neck; eight patients (26%) had dysphagia; six 
(19%) dyspnea; four (13%) cough; and three (10%) 
hoarseness. Symptoms suggestive of hyperthyroidism 
were noted in six, or 19%, but only two patients had 
received antithyroid drugs before their admission. It is 
of considerable interest that six, or 19%, of the patients 
had been subjected to previous thyroid surgery of some 
type by other surgeons. 

Physical Examination.—No palpable enlargement of 
the cervical thyroid gland could be detected in seven 
patients, or 23%. In 14 (45%) the enlarged thyroid 
gland could be traced by palpation into the superior 
thoracic strait. In only six (19%) could a widening 
of the mediastinum be demonstrated by percussion 
changes. Indirect laryngoscopy was, of course, per¬ 
formed in all. instances. Varying degrees of dysfunction 
of the vocal cord were demonstrated in five patients, or 
16%, but only one had a complete paralysis of the cord. 
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Roentgenographic Examination — While posteroante¬ 
rior and lateral films were obtained in every case, in 
only 25 cases were the roentgenograms available for 
our study. The substemal mass was anterior to the 
trachea in 18 or 69% of these. Lesions on the right and 
left sides were equally represented, with the trachea 
deviated away from the side of involvement and usu¬ 
ally somewhat narrowed at the point of impingement. 
The esophagus was displaced posterolaterally in 30% 
of those patients for whom a fluoroscopic examination 
after the administration of barium sulfate was avail¬ 
able. Some degree of calcification was evident in seven 
patients, or 22% of the total. The largest goiters ex¬ 
tended to the level of the seventh thoracic transverse 
process (six cases). In seven patients the lesion 
reached the level of the sixth transverse process, and 
in nine it readied the fifth. 

Laboratory Findings.—Determinations of butyl alco¬ 
hol-extractable serum iodine levels were made for 24 
patients, of whom 21 had normal and 2 had elevated 
levels; one patient had a lower-than-normal level. 
Radioactive iodine was used diagnostically in one 
woman, who had high 24-hour uptake in the cervical 
thyroid area and some pickup over the mediastinal 
component. These findings helped in differential diag¬ 
nosis. 

Operative Procedure— Aqueous iodine solution was 
administered orally for several days preoperatively in 
about one-third of the patients. It is our feeling that 
this is beneficial in reducing vascularity in glands. 
In eight operations (largely early in the series) the 
anesthetic was procaine hydrochloride, applied locally, 
with cervical plexus block; in four others this was 
supplemented with intravenously given thiopental 
sodium. The remaining 20 operations were perfonned 
with the patient under general anesthesia with endo¬ 
tracheal intubation. At present we consider this the 
safest and preferable routine. 



Fig. 2.—Examples of mediastinal tumefactions that must c 
differentiated radiologically from substemal goiter. A, aneurysm 
of aortic arch and innominate artery; B, lymphoblastoma "> 1 
early pleural effusion; and, C, neurofibroma of superior niedias 1 
num on the left. 

All 31 patients were subjected initially to a standard 
collar-type of cervical incision, which was found to e 
adequate in 28 patients. A wide dissection of the haps 
of the skin and platysma is carried out. The anteriOT 
border of the sternocleidomastoid muscle is mobihze 
by incising the deep cervical fascia, and the pretrac ea 
muscles are divided transversely after the side of su 
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sternal extension is verified. The upper thyroid pole is 
mobilized and its vessels ligated and divided. The 
lateral thyroid veins are divided and the posterolateral 
aspects of the cervical thyroid lobe freed before any 
attempt is made to mobilize the substernal component. 
The opposite thyroid lobe should be carefully in¬ 
spected for pathological changes and possible sub- 
sternal extension before the operation is concluded. 
In only two cases was it necessary deliberately to 
fragment the goiter to effect its removal, as recom¬ 
mended by Lahey. 3 

Ordinarily the mediastinal pocket remaining after 
the enucleation of the substernal goiter rapidly de¬ 
creases in size. It is filled with sterile saline solution, 
and the closure of the wound is performed without 
drainage. In about one-fourth of our eases a slip drain 
was placed for 48 hours when the wound showed a 
tendency to ooze. 

In two cases, an incision through tire median upper 
part of the sternum was combined with the cervical 
incision. In one of these the standard cervical incision 
was inadequate because the patient had extremely 
severe arthritis with kyphosis. In the second case, a 
previous attempt at substernal dissection had been 
made elsewhere, and many vascular adhesions were 
present. In the third case, the posterior position of a 
very large intrathoracic component led to postero¬ 
lateral thoracotomy on the left as a supplementary 
procedure immediately after the cervical stage of the 
operation. 

Pathology.—The size of the removed goiter exceeded 
4 cm. in all diameters in 27 of the 32 operations; many 
were much larger. The final pathological diagnoses 
were as follows; fetal adenoma, 14; colloid adenomatous 
goiter, 11; microfollicular adenoma with focal hyper¬ 
plasia, 6; and carcinoma, 1. 

Postoperative Complications— Three patients re¬ 
quired needle aspiration of serosanguineous fluid from 
beneath the skin flaps; none of them had had their 
wounds drained. There were no clinical wound infec¬ 
tions. There was one case of postoperative pneumo¬ 
thorax in the elderly arthritic who was subjected to 
sternotomy. One patient developed thrombophlebitis. 
One patient, 74 years of age, suffered a persistent 
hemorrhagic tendency during and after transcervical 
surgery. Despite two reexplorations of the wound and 
packing, she died of what appeared to be a coagulation 
deficiency, the nature of which was not demonstrated. 
This was the only death in 32 operations on 31 patients, 
a mortality rate of 3.2%. 

Comment 

Ordinarily, the detection of a substernal goiter does 
not require great diagnostic acumen. A palpable en¬ 
largement of the cervical thyroid gland impinging 
upon the thoracic inlet, radiologic evidence of high 
tracheal displacement and narrowing, or a mediastinal 
tumefaction in continuity with a cervical soft-tissue 
shadow should suffice. When all other diagnostic possi¬ 
bilities are excluded and the diagnosis of substernal 
goiter still remains in doubt, a transcervical exploration 
of die thyroid gland is preferable to thoracotomy. It 
is worth emphasizing that 14, or 45%, of the patients 
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considered in this report were asymptomatic when the 
lesion was first recognized. This aspect of the disorder 
has been emphasized by others. 5 

The diagnosis of substernal goiter is in itself suffi¬ 
cient indication for surgical treatment, unless some 
compelling contraindication exists in die general con¬ 
dition of the patient. This attitude is based on the 
possibility that the size of the lesion might increase 
because of hemorrhage or cystic degeneration with 
tracheal obstruction and other symptoms of mediastinal 
pressure. In addition, there is a slight risk of malig¬ 
nancy. One case of adenocarcinoma in substernal 
adenoma is reported in the present series. 

There is an undesirable tendency among some sur¬ 
geons with facility in dioracic surgery to abandon the 
simpler cervical approach to substernal goiter. The 
case experience summarized here indicates diat only 
10% of intrathoracic goiters require more surgical 
exposure than diat provided by the cervical route. The 
majority of substernal goiters in the antetracheal and 
lateral positions can be handled well by the standard 
collar-type incision. The surgeon must be prepared to 
use an incision large enough to free the anterior border 
of the sternocleidomastoid muscle, to divide the pre- 
thvroid muscles on the side of the lesion, and to 
postpone mediastinal dissection until the blood supply 
of the gland has been controlled in the neck. 

An incision partially splitting the upper portion of 
the sternum is suggested as an adjunct to die cervical 
approach when (1) carcinoma is diagnosed or strongly 
suspected, (2) the mediastinal component is not in 
anatomic continuity with the cervical thyroid lobes, 

(3) previous thyroid surgery has produced dense and 
vascular adhesions around the substernal component, 

(4) kyphosis of the cervical spine curtails the anterior 
exposure, or (5) unexpected technical difficulties arise. 
In the rare case (1 of our 31 patients) ’in which a large 
posterior mediastinal component is identified and does 
not respond readily to gentle traction, die cervical 
Avascular dissection should be completed and the medi¬ 
astinal component attacked by a posterolateral thora¬ 
cotomy on the side of the major presentation. 

Summary 

In a series of 31 patients with substernal goiter, 
one case of adenocarcinoma in adenoma was en¬ 
countered; the others were benign lesions. Fourteen 
patients, or 45%, were entirely asymptomatic. Two 
patients had thyrotoxicosis as determined by serum 
iodine levels. Twenty-eight patients were treated by 
the transcervical route. Two patients required a sup¬ 
plementary incision through the superior median part 
of the sternum. One very large posterior mediastinal 
lesion \\'as removed by transpleural thoracotomy on 
the left after a preliminary cervical exploration and 
adenomectomy. There was one death in the group, a 
case mortality rate of 3.2%. 

333 Cedar St. (Dr. Lindskog), 
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PERIODIC ROENTGEN EXAMINATION-DRUDGERY OR CHALLENGE? 


Leo G. Rigler, M.D., Minneapolis 


Is periodic roentgen examination a blind alley of 
diagnostic drudgery, or is it an open road to cancer 
curability? Is this procedure dull and unrewarding, 
or could it be stimulating and fruitful? Is this a chal¬ 
lenge of the future—the detection of disease in its 
asymptomatic phase? 

Periodic Examinations and Mass Surveys 

The concept of periodic health examinations is of 
long standing, yet it has not been widely adopted by 
the public or the medical profession. The lack of 
enthusiasm for the procedure, in large part, resulted 
from the unreliability of the usual physical examina¬ 
tion and laboratory methods in the diagnosis of disease 
when it is still amenable to therapy. But with the 
demonstration that roentgen examination is an ex¬ 
tremely accurate method for the detection of many 
disease processes even when the lesions produced are 
still small in size, a new interest in this procedure has 
been aroused. The relative increase in the frequency 
of chronic disease, especially tumors, has emphasized 
the importance of x-ray examination for early detec¬ 
tion. Furthermore, the striking rise in our standard of 
living has brought to the fore a desire on the part of 
the public to obtain such examinations, which 20 or 
30 years ago they might have considered practically a 
luxury. Certainly, if our economic well-being is main¬ 
tained, people will be willing to pay for the detection 
of disease in its incipiency rather than in the well- 
developed states in which it is now' so commonly seen. 

Some attempt at the roentgen examination of ap¬ 
parently healthy'individuals has been undertaken dur¬ 
ing the past decade, largely in the form of mass 
x-ray surveys of the chest and, on a limited basis, of 
the gastrointestinal tract. It is significant that these 
have not had universal acclaim on the part of the 
medical profession; in fact, they have been severely 
criticized by some. The productivity of the examina¬ 
tions has been considered small in proportion to the 
expenditures of time, money, and personnel, and the 
therapeutic results have appeared to be minimal. But 
let me emphasize the fact that such surveys have not 
been periodic roentgen examinations of apparently 
healthy people but, rather, mass examinations on one 
occasion of large, usually heterogeneous populations 
in which certain disease processes w'ere found and 
managed to a greater or lesser degree. Furthermore, 
they have usually been conducted with particular at¬ 
tention to economy and speed and often have been at¬ 
tended by great difficulties in follow'-up. Such mass 
surveys, therefore, are hardly a criterion of w'hat could 
accomplished by periodic roentgen examinations. It 
is true that something has been accomplished in the 
field of tuberculosis; to a minor degree, results have 
been achieved in cancer of the lung. Largely, how'ever, 
they have been educational in their effect. What we 


From tlie Department of Radiology, University of Minnesota. 
Chairman’s address, read before the Section on Radiology at 
the 105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


• The detection of cancer before the onset of symp¬ 
toms is the challenge of the future for x-ray diag¬ 
nosis. It is not the mass survey technique as much as 
the periodic x-ray examination (at least annuallyl 
directed by the patient's own physician for which the 
medical profession must prepare itself. Doctors, not 
time, should make the diagnosis of cancer of the 
lungs, stomach, and colon. Periodic x-ray examina¬ 
tion, be it of the chest, or of some other accessible 
part of the body, is the best road we now have to 
cancer curability, but the rewards are equolly de¬ 
pendent on the proper attitude of the physician. 


must look to in the future is periodic roentgen exam¬ 
ination of patients who come to their own physicians 
or to a clinic for a complete examination, which 
should include certain roentgen studies. It is reason¬ 
able to predict that such examinations, made annually 
or even oftener, will come to represent a large part 
of future roentgen diagnostic practice. 


Attitudes of Physicians 

Are we psychologically prepared for such a devel¬ 
opment? Is there not presently a certain reluctance on 
the part of physicians generally, and of radiologists 
in particular, to examine apparently healthy individ¬ 
uals? Do w'e treat the procedure as if it were an im¬ 
portant, challenging enterprise? On the contrary, it 
is often characterized as drudgery, to be pushed aside 
whenever possible; in fact, we find commonly that 
mass surveys and other routine examinations have 
been saddled upon the youngest members of the spe¬ 
cialty group, those least able to defend themselves. 
This is not surprising, because all our training and 
education has led us in a different direction, toward 
the finding of large, definitive processes. We accept 
the challenge of determining what is the nature of the 
process, of making a skillful differential diagnosis, and 
of deciding what should be done under the circum¬ 
stances. But the concept that one of the greatest chal¬ 
lenges is the determination of what constitutes the 
normal is seldom emphasized. Actually, for the 
roentgen diagnostician, nothing is more difficult oi 
more important than the determination that the chest, 
the stomach, or the colon is normal. Yet this is done 
daily' with such speed and lack of concern as to indi¬ 
cate how little W'e appreciate its significance. The 
practice of discarding negative roentgenograms win c 
retaining those w'ith positive findings is another illus¬ 
tration of this misconception. 

The routine roentgen examination of normal in¬ 
dividuals has been characterized as neither rewarding 
nor productive. Is it really productive to find a lot o 
cancers of the lung or the stomach or the colon tha 
are incurable? Our only reward is that we can say 
to the patient: “Now we know why you are going to 
die.” What we commonly' call productive is the ex 
hibition of a large amount of pathology in any senes 
of examinations. Would it not be far more rewarding 
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to find one minimal case of tuberculosis or one small 
operable cancer of the lung or of the stomach, even 
though one makes many hundreds of examinations 
to arrive at this goal? This is not merely semantics; 
we need to recast our ideas about what constitutes 
productivity. It may be costly to examine individuals 
in this way. But how could an individual spend his 
money better than in obtaining the reassurance that 
his health is normal, at least within the limits of what 
can be predicted on the basis of modern examination 
methods, or, if a lesion is discovered, that it is in an 
early stage of its progress? 

Value of Periodic Examinations 

There are, however, two pertinent questions that 
need to be answered if we are to advocate periodic 
roentgen examinations on a large scale. The first re¬ 
lates itself to the efficiency of the roentgen method 
for the detection of disease processes in their incipi- 
ency. It is obvious that there is no uniformity in this 
regard. There are, for example, chronic diseases of 
various organs, such as the pancreas and liver, in 
which roentgen study is of little significance. But 
within the limits of the presently accepted applica¬ 
tions of roentgen diagnosis, it is without doubt a 
superb method for the detection of small lesions. In 
the field of pulmonary tuberculosis this has already 
been abundantly demonstrated; in almost all cases of 
chronic tuberculosis the roentgen findings appear 
long before the patient has symptoms, and the 
presence of an abnormality can be determined during 
what is, in fact, the early stages of the disease process. 

I would rather consider here the roentgen detection 
of tumors of the lungs, die stomach, and the colon. 
For in these fields, too often die admonition that doc¬ 
tors, not time, should make the diagnosis of cancer 
needs to be reiterated. If we wait until a cancer is 
symptomatic we have allowed time to make the diag¬ 
nosis for us. True, the physician must make a differen¬ 
tial exclusion of other diseases that cancer simulates 
so effectively, but the real challenge before us is to 
find the cancer before it becomes so obvious diat it 
manifests itself by symptoms. That this can best be 
done, in the case of such tumors, by means of roentgen 
examination, no one can doubt. 

It has already been demonstrated that a lesion of 
the lung no larger than 3 mm. can be detected. We 
have also found diat carcinoma of the lung almost in¬ 
variably is manifested in die roentgenogram before the 
onset of symptoms. We have demonstrated, likewise, 
diat roentgen findings precede symptoms in carcinoma 
of the stomach; although the fact is not yet well docu¬ 
mented, the same is probably true of carcinoma of 
the colon. 

There is no doubt that the roentgen detection of 
lesions less dian 1 cm. in size presents a most difficult 
problem. Can it be that this is an unconscious reason 
for our efforts to avoid such examinations? It is clear 
diat gross errors have attended both the mass surveys 
of the chest and die experimental studies with periodic 
roentgen examination of the stomach. With the rela¬ 
tively crude methods available to us at present, we 
must accept the fact that there will be more errors 
in the detection of 1-cm. than in 10-cm. lesions, re¬ 
gardless of the skill of the examiner. 


There is, however, a more correctable source of 
error, which I should like to call die psycholog}' of 
the negative. It is particularly applicable to the radi¬ 
ologist doing a mass survey or a study on large num¬ 
bers of well people. As the examinations proceed and 
hundreds of roentgenograms pass before him, all 
without abnormality, there is created a negative¬ 
mindedness that often results in his failing to dis¬ 
cover the small lesion in the next case. Thus he fails 
to find the few pearls that inhabit this large mass of 
oysters. A considerable experience in this field has 
convinced me that this problem has no simple solu¬ 
tion. Some authors 1 use a “phantom,” without knowl¬ 
edge of the film reader, so that an artificial shadow of 
small size appears from time to time in a roentgeno¬ 
gram, the exact one, of course, unknown to the exam¬ 
iner. As a result, the radiologist is stimulated constantly 
by the knowledge that he must find the artificial 
shadows as well as the infrequent real ones. We have 
attempted to use a somewhat similar device in the 
stomach by introducing within the barium meal, un¬ 
known to the examiner, a small capsule or other non¬ 
opaque objects that should be detectable when careful 
study is done. Certainly, we should see to it that no 
one individual examines only asymptomatic patients. 
A judicious mixture of the films of apparently well 
and of symptomatic patients will likewise tend to 
minimize the dulness of routine study. More impor¬ 
tant than such devices, I believe, is the impact of a 
new orientation, namely, the belief that one of the 
greatest challenges in medicine today is the discovery 
of asymptomatic cancer in the apparently well person. 
Once this is clearly in mind, every examination pre¬ 
sents a serious problem and every small shadow must 
be studied until it is determined that it is normal, or 
a normal variation, to the complete satisfaction of 
the examiner. 

There is a second question to be answered. Have 
any real accomplishments resulted from such mass 
surveys? Many criticisms of the procedure as a means 
for the detection of carcinoma of the lung have been 
made, particularly by Garland, 2 who has documented 
the disappointing results most effectively. Likewise, 
MacDonald and Kotin, 3 as well as many others, have 
expressed serious doubts as to the possibilities of im¬ 
proving the survival rate of persons with carcinoma 
of the stomach through the medium of periodic roent¬ 
gen examination of apparently healthy individuals. 
A quotation from their article will give some idea 
of the skepticism with which such proposals are met. 
They state: “The concept that the early diagnosis of 
carcinoma of the stomach may improve the end results 
is not only fallacious but is in fact tire reverse of tire 
truth.” Much of this skepticism arises from the con¬ 
ception that there is a biological predeterminism, so 
far as most tumors are concerned, that cannot be 
greatly influenced by early institution of therapy. 4 
Black and his associates, 5 for example, state that the 
survival of patients with carcinoma of the breast is 
determined in far greater degree by the variations in 
biology than by when therapy is started. MacDonald 
and Kotin 3 again state: “Mass methods for screening 
are futile due to the psychology of the public and 
the lack of personnel. Much more basic is the pre¬ 
determinism which is established at the inceptive 
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stage of the tumor. Any combination of screening and 
early diagnosis or a reduction in the delay from the 
time of diagnosis to tire time of treatment will result 
in only a fractional improvement.” 

There is no doubt that the degree of malignancy of 
most tumors is in part predetermined by certain bio¬ 
logical characteristics of tire tumor or host. Within 
ever}' group, therefore, there are tumors so malignant 
that death will result regardless of the speed or in¬ 
tensity of the therapeutic procedure. Likewise, there 
are some tumors so indolent that speed in the appli¬ 
cation of therapy is not essential. But there is also a 
third class within each group that is curable, providing 
therapy is applied within a certain period of time. It 
is this group, small or large, in which early detection 
is so vitally important, to which we must address 
ourselves. 

Results in Carcinoma of the Lung 

It must be admitted that the therapeutic results in 
many of the mass surveys of the chest have fallen 
far short of what was anticipated. First of all, gross 
errors have been made in the detection process itself. 
Garland 2 has estimated that not more than one-half 
of the cancers of the lung present in the examined 
population have been found through this means. I 
agree that this is likely true, but I do not believe that 
this is inherent in the method but rather that it indi¬ 
cates a misuse of the method. The personnel is 
inadequate, rapidity' of interpretation is far too great, 
and there is a lack of interest on the part of the exam¬ 
iners. The examination of 100 or even 200 chest films 
per hour is not an uncommon procedure; such work 
done hour after hour will inevitably lead to a failure 
to observe the smaller lesions, the very ones that are 
most likely to be curable. If we are going to do mass 
surveys, we should be able to afford much more de¬ 
tailed examinations with larger numbers of personnel 
so that such errors can be avoided to a greater degree. 

The most disappointing figures resulting from mass 
survey studies are the percentage of survivors among 
those in whom cancer was found. But here, too, the 
fact that a mass survey does not in any sense constitute 
a periodic examination must be considered. The 
screening of a large city population on one occasion 
may result in the discovery of a certain number of 
cases. But how many of these are really in an early 
stage of their development? In one mass screening, 
all the accumulated tumors that have been present 
for as many years as the tumor will last before produc¬ 
ing the death of tire host may be discovered. There is 
good evidence to the effect that the duration of life 
of carcinoma of the lung from its inception, when 
not interfered with, is, on the average, at least three 
years and more likely four. It is obvious, therefore, 
that in such a screening, at least two-thirds and more 
likely three-fourths of the tumors found will be of 
more than one year’s duration. The prospects for any 
great therapeutic success, therefore, are not bright. 
However, if we were to reexamine the same popula¬ 
tion a year later (periodic examination), after the 
elimination of the group found during the first exam¬ 
ination, a different situation would appear. The num¬ 
ber of cancers would, of course, be much smaller, 
but a much higher percentage of those found would 

c in an earlier stage. 
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Another difficulty lies in the delay between the 
finding of the lesion and its definitive treatment. For 
instance, in Guiss’s 6 review of tire Los Angeles survev 
he points out that only 40% of the tumor suspects 
had the diagnosis established within the first three 
months. Some of this delay is justified by the nature 
of the disease process; much of it is because of the 
inadequacy of the method of survey. The effect of 
delay may be disastrous. Davis, Peabody, and Katz 7 
have recently reported a series of cases of cancer of 
the lung in which the time lapse between discover}’ 
and definitive treatment was carefully recorded. When 
this time lapse was less than six months, the survival 
rate was 20%-; when more than two years, it was 2%. 

Garland 2 determined from various reports that the 
over-all three-year survival rates in carcinoma of the 
lung found in surveys was about 11%, which represents 
an increase of only 5% over the results achieved in 
ordinary clinical cases. Lest we deprecate too much 
the saving of only 5, let me remind you that tire Lord 
was willing to spare all of wicked Sodom for the sake 
of only 10. But some of the reports are more encourag- 
ing. Overholt, Bougas, and Woods 8 report a 305 
three-year survival of patients in whom asymptomatic 
cancer of the lung was found on x-ray examination, 
as compared to 12% in their own clinical series. Even 
in this group, more than half the patients had devel¬ 
oped symptoms by the time they were referred for 
definitive surgery. The delay is of such an order that 
it is difficult to estimate what the therapeutic results 
might have been if prompt attention had been given 
to the x-ray findings. Sorensen, 0 of Copenhagen, re¬ 
ports 30 cases, all asymptomatic, collected from several 
sources, found by x-ray examination during a tuber¬ 
culosis case-finding program. In all cases the nodules 
were isolated. In 28 of the 30 resection was possible, 
but the final survival figures are not yet available. In 
connection with this, the most recent report of Over¬ 
holt and Bougas 70 is significant. They found a 34% 
five-year survival rate of patients with lesions localized 
to the lung. McBurney and co-workers 11 recorded 2/ 
cases, asymptomatic, found on x-ray examination. In 
all cases operation and resection were possible, al¬ 
though in two patients the resections were considered 
palliative. Fifteen patients are still living from one to 
six years later. Davis and co-workers 7 report a 22^ 
survival rate for more than two years in patients with 
asymptomatic peripheral carcinoma of the lung as 
compared to 5% in those with symptomatic cases, a 
ratio of 4.5:1. 


Paulson 12 presents a similar study of pulmonary 
nodules proved to be bronchogenic carcinoma. Of 1 0 
patients with symptoms, 6 survived a period of two 
or more years, while of 10 without symptoms, 7 sur¬ 
vived. The figures in each report are small, but the 
trend of all is exactly the same and indicates a striking 
contrast to the results reported in the patients seen 
under the usual conditions of practice. 

Much of the opinion concerning the highly mahg 
nant nature of carcinoma of the lung is based upon 
findings related to the short interval between the onset 
of symptoms and the death of the patient. A study 
of roentgen films, made, fortuitously, long before the 
onset of symptoms, indicates that such tumors nre 
usually of much longer standing than has been gen 
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erally thought. Furthermore, they indicate that ab¬ 
sence of symptoms does not necessarily mean a recent 
origin, for we have seen tumors that could be followed 
in a series of roentgenograms over a period of as long 
as seven years, growing slowly, but without symptoms 
until the last year. Even as regards symptoms, the 
data of Overholt and Bougas 10 do not support this 
concept of rapid advance in the incurable case, for 
they report that the average time from initial mani¬ 
festation to diagnosis in the five-year survivors was 
6.7 months, while in all others it was 11.2 months. The 
studies of Boucot and Sokoloff 14 are indeed discourag¬ 
ing, but it should be noted that the number of asymp¬ 
tomatic cases seen by them is a small portion of the 
whole. Even so, in the asymptomatic group, the sur¬ 
vival rate was 20% as compared to 9% in the whole 
series. There seems little doubt that the curability of 
carcinoma of the lung is anywhere from two to six 
times as great in the patient without symptoms as in 
the patient with clinical cancer, a figure far more en¬ 
couraging than any that has hitherto been considered. 

Results in Carcinoma of Stomach and Colon 

For carcinoma of the stomach we now have dis¬ 
tinctive data that seem to contradict the pessimism 
expressed by MacDonald and Kotin 3 and indicate 
clearly that the size of the lesion is, in part at least, 
a criterion of curability. The data presented by Com¬ 
fort and his associates 15 on 226 patients with resected 
carcinoma of the stomach with lesions 4 cm. or less 
in size is highly significant. In this group thev found 
a five-year survival rate of 44.7%, some 40% greater 
than in the patients with resections who had lesions 
of all sizes. Furthermore, when they selected lesions 
of 2 cm. or less in size, the five-year survival rate was 
71%, an increase of 125%. In this series the mere size 
of the lesion seems to be a determining factor in the 
five-year survival. Amberg and 1 18 have reported a 
series of 40 patients, only half of whom had no symp¬ 
toms, who on their original roentgen examination 
appeared to be normal but in whom the evidences of 
cancer were found at a later examination. This repre¬ 
sents a group that might be classified as having small, 
or difficult to detect, cancers of the stomach. As com¬ 
pared to a control group of patients with the usual 
symptoms and signs, operability and resectability in 
these patients were far greater. More significant, how¬ 
ever, was the fact that, in the special group selected on 
the basis of the development of their lesions while un¬ 
der x-ray observation, the inc'dence of normal lymph 
nodes was more than three times as great as in the 
ordinary patient. Since the presence or absence of 
lymph node involvement often determines the final 
outcome, it is evident that here again the size of a 
lesion and its stage of development prove to be ex¬ 
tremely important factors in curability. Similarly, in 
the University of Minnesota cancer detection center 
and outpatient clinic, 38 patients with cancer of the 
stomach were discovered as a result of routine x-ray 
examinations after it had been determined that the 
level of acid in the gastric secretion was low. Twenty- 
two of these patients were completely asymptomatic, 
11 had mild symptoms, and 5 had frank symptoms. 
Of the asymptomatic patients, only 6 had lymph node 


involvement, while 16 did not. Of the patients with 
mild symptoms, eight had involved and three had nor¬ 
mal lymph nodes, while of those with frank symptoms, 
one was inoperable and the remaining all had 
involved lymph nodes. Further studies of these pa¬ 
tients indicate approximately a 38% five-year survival 
rate. This represents a striking improvement over the 
highest survival figure, 14%, for patients with symp¬ 
toms at the same clinic, and the contrast with the 
common figure of 2% to 6% is even more impressive. 

Similar results have been achieved in carcinoma of 
the colon and rectum. In the Cancer Detection Center 
series reported by Hitchcock and Sullivan) 17 93% of 
the patients with asymptomatic carcinoma of the colon 
were living for an average period of four years after 
their surgery, whereas only 36% of those who had 
symptoms survived this period. In carcinoma of the 
rectum, the survival rate for the asymptomatic group 
was 78% as compared to 33% in the group with symp¬ 
toms. None of the above figures for carcinoma of the 
stomach, colon, or rectum represent five-year survivals, 
since the period elapsed from the beginning of the 
study is insufficient, but the comparisons are valid. 


• —CHEMICALTEST POSITIVE 
X-X-RAY FINDINGS APPEAR 

S-ONSET OF SYMPTOMS *-MAY NOT APPEAR 



Hypothetical curves representing time relationships of diag¬ 
nostic procedures and life cycle of tumors of varying degrees of 
malignancy and speed of growth, from extremely malignant to 
benign. 

Tumor Detection and Tumor Curability 

Such data seem to indicate that, while biological 
predeterminism is no doubt a strong factor in the 
final outcome of patients with carcinoma of the stom¬ 
ach or of the colon, it is certainly not the only fac¬ 
tor and that a very considerable salvage might be 
accomplished if periodic examinations were done. I 
sometimes fear that biological predeterminism is a 
convenient screen behind which to hide our own 
inadequacies. It is far easier to salve one’s conscience 
over errors in diagnosis if one is convinced that the 
fate of the patient is predetermined. 

In the figure I have drawn some purely hypothetical 
curves to express my own impression of the time 
relationships between tumor detection and tumor cur¬ 
ability. None of the curves are based on truly factual 
data, but their general configuration corresponds to 
what we know of the life cycle of certain tumors. 
Curve I, for example, represents the type of malignant 
tumor that is either incurable from its inception or 
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rapidly becomes incurable before there is any possi¬ 
bility of detection. At the opposite end of the scale, 
curve VII represents a type of benign tumor, often 
readily detectable but rarely a threat to the life of 
the host. In between are neoplasms of varying degrees 
of malignancy and speed of growth. The lapse of time 
between the inception of the tumor and a positive 
reaction to a chemical test for cancer is shown. Like¬ 
wise, the time relationships of the appearance of posi¬ 
tive x-ray findings and the onset of symptoms to the 
curable or incurable status of the lesion are portrayed. 
It is assumed that the chemical test would be positive 
before the appearance of symptoms or the develop¬ 
ment of positive x-ray findings. Since such a test is 
completely imaginary at this time, such an assumption 
is purely hypothetical. It is some such picture as this 
that we should have in mind when we consider the 
value of diagnostic procedures for the salvage of 
patients afflicted with tumors. 

Finally, I would emphasize the fact that mass sur¬ 
veys of the gastrointestinal tract are as yet so far from 
being a practical possibility that they need not be 
seriously considered for the entire population. Cer¬ 
tainly, the same does not apply to the chest; with 
proper effort and enthusiasm, mass surveys of the 
chest could be undertaken at yearly intervals in se¬ 
lected groups if we were willing to spend the large 
sums necessary for an effective program. Whether or 
not such mass programs are undertaken, periodic and 
thorough examination of the individual patient who 
wishes it should be encouraged and enthusiastically 
performed by the physician and by the radiologist. 

I believe that the data presented answer the ques¬ 
tions I posed at the outset. Given the proper attitude 
on the part of the physician, periodic roentgen exam¬ 
ination may be a stimulating and exciting endeavor. 
It is rewarding; its great reward is the opportunity 
to discover cases of curable cancer, to save lives other¬ 
wise doomed. We must not desert the few because we 
cannot save the many. Here is the real, the vital chal¬ 
lenge for the future of roentgen diagnosis: the de¬ 
tection of cancer before the onset of symptoms. 
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Alcohol and Accidents. The intake of alcohol is an important factor in accident causation. 
As the amount of alcohol in the blood increases so does the likelihood of an accident. In some 
individuals, one ounce of whiskey or one bottle of beer is sufficient to cause sensory or motor 
impairment. Alcohol tends to dim the vision, dull the senses, and produce deleterious effects 
on perception and cognitive abilities. Alcohol causes impairment of attention, concentration, 
memory, judgment and reasoning, but, worst of all, is the loss of insight into the presence or 
the extent of the impaiiments. Alcohol also induces neuromuscular incoordination and stimu¬ 
lates aggressive behavior when the individual is least able to cope with it. The intake of alco¬ 
hol, even in small amounts, is thus incompatible with skilled or hazardous activity; Yet reports 
show that from 25% to 40% of all auto fatality victims had been drinking. The effects of alco¬ 
hol vary with individual tolerance and length of usage. In an individual of average weight, 
two ounces of whiskey are enough to produce a blood alcohol level of 0.05%-an amount 
sufficient to produce an average impairment of 25%. Alcohol is eliminated from the blood at 
the rate of about one-third of an ounce per hour. Physiological impairments thus are.likely to 
last for hours, depending on the amount consumed.-M. S. Schulzinger, M.D., The Pre-Acci¬ 
dent Patient-Diagnosis and Treatment, Industrial Medicine and Surgery, October, 1956. 
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Prior to 1951, when clinical investigation of mephen- 
esin (Myanesin) indicated a new approach to the relief 
of fibrositis (that is, muscle stiffness and aching caused 
by muscle atrophy from disuse, decreased use, or 
strain), treatment consisted primarily of the use of sal¬ 
icylates for the relief of discomfort. Patients failed to 
cooperate wholeheartedly in a rehabilitation program 
that could completely overcome the condition, since 
the salicylates only relieved aching discomfort for 
a short time. In addition, the long periods required for 
relieving the muscle spasm and stiffness after a full 
night’s rest decreased the effectiveness of rehabilitation 
during the early hours of the day. 

With mephenesin it became possible to overcome 
more of the muscle stiffness, particularly if the medica¬ 
ment could be taken in a large dose approximately 30 
to 60 minutes before arising. It was then possible for 
the patients to do morning exercises with less discom¬ 
fort. Unfortunately, mephenesin did not satisfy all the 
criteria necessary for a drug of this type, inasmuch as a 
large dose was required each morning, that is, 0.5 gm. 
for every 46 lb. (20.9 kg.) of body weight, followed 
by 0.5 gm. of the drug every three hours during the 
day to maintain fairly good muscle relaxation. 

Although numerous mephenesin combinations, as 
well as other so-called muscle-relaxing preparations, 
were made available, we found none to be more effec¬ 
tive, including the carbamate of mephenesin. In the past 
two years, two new materials—one remotely related to 
mephenesin, meprobamate (Miltown), and the other 
completely unrelated, zoxazolamine—were made avail¬ 
able for clinical investigation. This paper deals with 
the former of these two drugs. 

The chemical name of meprobamate is 2-methyl-2-n- 
propyl-1, 3-propanediol dicarbamate, and that of me¬ 
phenesin is 3-o-toIoxy-l, 2-propanediol. Unlike me¬ 
phenesin, which was a rather short-acting drug, mepro¬ 
bamate has been found to have a longer duration of 
activity. The pharmacological actions of meprobamate 
are threefold: (1) a muscle-relaxing effect on volun¬ 
tary skeletal muscle that has been demonstrated to 
occur at the level of the spinal cord through a blocking 
action on the interneurons; (2) a selective activity on 
the thalamus causing synchronization, manifested in 
electrical recordings by a slowing of the frequency and 
a marked increase in voltage 1 ; and (3) an effect on 
characteristic behavior, best observed in monkeys, with 
fear, hostility, and aggressiveness being replaced by 
tameness and friendly behavior. 

Meprobamate has been loosely classified as an 
ataraxic or tranquilizing drug. This does not seem to 
be the correct grouping for it, since its activity is 


From tlie Department of Rheumatology, Benjamin Franklin 
Clinic. 

Read before the Section on General Practice at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
fune 13, 1956. 


• Meprobamate is remotely related to mephenesin. 
This latter drug has been used successfully to relieve 
muscle stiffness, although rather large doses were 
required. Meprobamate also has a muscle-relaxing 
effect on voluntary skeletal muscle, in addition to its 
apparent tranquilizing action,- but it is possible that 
the relief of tension may be the direct result of muscle 
relaxation. With a dosage of 400 mg. of mepro¬ 
bamate three or four times a day, relief of muscle 
stiffness and pain was achieved in 83.3 % of 252 
patients. The most common side-effect was drowsi¬ 
ness, which disappeared in many cases, though the 
dosage remained the same, and was relieved in 
others by lowering the dosage. Meprobamate was 
also useful in combating the overstimulation of ste¬ 
roid therapy. 


more pronounced as a muscle relaxant than as a tran¬ 
quilizing preparation. From our experience the muscle 
relaxation often brings about relief of tension and 
excitation. The pharmacological actions are ideally 
suited to treatment of rheumatic diseases and, more 
particularly, of fibrositis, which is so common through¬ 
out this field. A drug with this utility is better classified 
as a “lissive” agent. 

Choice of Patients 

Since June, 1954, when our clinical experience with 
meprobamate began, we have chosen patients with 
various rheumatic diseases but with a predominance 
of fibrositic symptoms. Although patients with rheuma¬ 
toid spondylitis, cervical root syndrome, rheumatoid 
arthritis, and osteoarthritis were studied, all of these 
patients had greater disability and more complaints 
referable to aching pain and stiffness after inactivity 
than to the specific joint lesions. A total of 252 patients 
have been treated, including, in addition to those in 
the above categories, those with fibrositis, torticollis, 
muscle spasm of the low back, chronic gout, and sub¬ 
deltoid bursitis. 

Results 

Meprobamate was administered three or four times 
a day as a 400-mg. compressed, scored tablet. The 
dosage was reduced to one-half tablet, 200 mg., if any 
evidence of mild or moderate intolerance or intoxica¬ 
tion was observed. Satisfactory relief of muscle stiff¬ 
ness and pain was achieved in 83.3% of the 252 patients. 
The distribution of patients by diagnosis, as well as the 
excellent or good benefit achieved by therapy, is 
shown in table 1. Those with only fair results were not 
included as improved. The response was classified as 
excellent when the patient exhibited evidence of 
muscle relaxation within 20 to 30 minutes after the 
drug was ingested, with benefit continuing throughout 
the day on the regimen of additional tablets given 
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three or four times a day. The response was designated 
as good if minimal symptoms of stiffness persisted 
after 60 minutes. 

The categories in which the greatest relief of symp¬ 
toms was achieved have been the same as those found 
previously with other muscle-relaxing drugs. 2 Patients 
with rheumatoid spondylitis derive considerable bene¬ 
fit, with relief of stiffness and aching, particularly in 
the paravertebral muscles, even prior to the application 
of x-ray therapy for the specific inflammatory joint 
lesions. After x-ray therapy, meprobamate made it 
possible for rehabilitation to progress rapidly, with 
improvement in function in each instance. 

Table 1.—Meprobamate in Rheumatic Diseases 

Patients Benefited 
No. of , -—*— -» 


Disease 

Patients Excellent 

Good 

% 

Rheumatoid spondylitis . 

... 29 

13 

11 

89.0 

Fibrositis . 

... 8.'* 

38 

30 

87.0 

Cervical root syndrome. 

31 

18 

10 

82.3 

Rheumatoid arthritis, mild. 

88 

13 

17 

78.9 

Torticollis ... 

14 

5 

4 

04.3 

Muscle spasm of the low hack ... 

*>7 

18 

5 

83.1 

Osteoarthritis of hip. 

... 3 

4 

1 

100.0 

Osteoarthritis of knees. 

17 

7 

5 

70.6 

Chronic irout.. 

1 

1 


100.0 

Subdeltoid bursitis . 

2 

1 

1 

100.0 

Total . 

.... 232 

120 

90 



Patients with fibrositis responded exceptionally well. 
The relaxation of the muscle spasm was more appar¬ 
ent, since it was not overshadowed in any way by other 
musculoskeletal abnormalities. If the medicament 
could be taken 30 to 60 minutes before arising in the 
morning, most patients were able to start their activiy 
with practically no 1 evidence of fibrositic symptoms, or, 
in the event that some residual stiffness remained, it 
rapidly disappeared with exercise, often within a few 
minutes. Those who had previously required several 
hours to limber up each morning found this period to 
be shortened to considerably less than one hour. Pa¬ 
tients with cervical root syndrome in its early stages 
were more effectively treated by posture training if 
the muscle tension was relieved with this medication. 
When the disease was more advanced, meprobamate- 
induced relaxation permitted more effective use of the 
Sayre head sling. The over-all benefit in patients with 
rheumatoid arthritis was not as great, but this was due 
to the specific joint lesions that continued to handicap 
the patients after the fibrositic symptoms were greatly 
improved. 

The treatment of patients with torticollis was suc¬ 
cessful when the drug was administered within the 
first day or two of the onset of the symptoms. If the 
stiffness of the neck had persisted for a week or more, 
results were less satisfactory. This observation accounts 
for die five patients who did not show improvement. 
Muscle spasm of the back was generally well relieved, 
particularly if treatment was instituted within the first 
few days of the onset. If the spasm had persisted, with 
litde or no improvement for a week or more, less 
benefit was achieved. 

The diagnosis of true osteoarthritis of the hip and 
knees, insofar as the symptomatology was concerned, 
was apparent in only five of the osteoarthritic patients. 
The roentgenographic criteria for osteoarthritis, mar¬ 
ginal spurs, and narrowing of the joint space were 


found in each patient. All but five had compensatory 
thickening of the subchondral plate, which alleviated 
the pain on weight bearing. The .fibrositic symptoms 
due to muscle atrophy caused by limping and protec¬ 
tion of the joint when it had been painful were most 
incapacitating. With relief of muscle spasm and re¬ 
habilitation exercises, these patients responded well. 
The patient 3 with chronic gout had good relief of the 
muscle stiffness due to atrophy from protection of 
painful joints. Rehabilitation was achieved rapidly. 
Specific uricosuric therapy eased the severity and fre¬ 
quency and was followed by complete cessation of 
acute attacks. He returned to his occupation. 

Toxic Effects 

Toxic effects were not serious. There were a total of 
137 in 130 patients (table 2); however, approximately 
85% of these side-effects consisted of drowsiness, which 
is not a great problem. In fact, 73 of these 116 patients 
gradually overcame the tendency to be slightly sleepy 
as the therapy was continued at the same dose, while 
29 additional patients were no longer affected by the 
drowsiness when the dose was reduced to 200 mg. 
given three or four times a day. Only 14 required 
discontinuance of the therapy because of persistent 
drowsiness after receiving either the 400-mg. or the 
200-mg. dosage. Nausea, nausea and vomiting, exhaus¬ 
tion, overstimulation, and rash occurred in one patient 
each and were considered severe enough to discontinue 
the medication. Sluggishness of the small intestine was 
a problem in 15 patients, although it cleared when the 
dosage was reduced by 50% in 10 patients. Only five 
continued to have slowing of the bowel habit, and 
therapy was terminated. This side-effect was much 
akin to that seen at times with salicylate or ferrous sul¬ 
fate therapy. The one patient who developed ulcer 
symptoms had taken the usual four 400-ing. tablets for 


Table 2.—Toxic Effects of Meprobamate in 130 Patients 


Effect 

Drowsiness . . . 

No. of 
Side- 
Effects 

4(H) Mg, 
Therapy 
Continued 
73 

Therapy 

Continued 
50% of Dose 
29 

Nausea . 


0 

0 

Nausea and vomiting?.. 

Exhaustion . 


0 

0 

0 

0 

Sluggish small intestine . 

Overstimulation . 


0 

0 

10 

0 

Rush . 



0 

Ulcer symptoms . 


0 

0 


137 73->-112 -<-39 


one day when there' was a reactivation of his symp¬ 
toms. These were quickly controlled by instituting his 
full ulcer program for a week, after which his therapy 
consisted of no more than his ulcer diet, with no recur¬ 
rence of symptoms. There have been no instances to 
date of hemorrhagic purpura as reported by Gottlieb. 

The side-effect of drowsiness has utility in patients 
with rheumatic disease in whom overactivity, tension, 
and nervousness are present. This type of patient 
responds well. Some may experience slight drowsiness, 
but most are only slowed to a more normal pace. It lS 
important, however, to bear in mind that those w 0 
drive their own cars should be warned to be cautious 
until it is determined whether they will have drowsi¬ 
ness caused by the drug. 
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The soporific effect of meprobamate was used to 
good effect in many patients who had difficulty sleep¬ 
ing because of hyperexcitability, agitation, or nervous¬ 
ness. Many of these patients receiving normal doses of 
400 mg. four times a day found that they were now 
able to have a restful sleep. In other instances one 
tablet at bedtime did not seem to be sufficient and 
dosage was increased to two tablets. It has been re¬ 
ported frequently by patients receiving two tablets, 
as well as by some of those receiving only one tablet 
at bedtime, that they apparently did not move from 
the position in which they fell asleep. They slept 
without tossing or turning (evidenced by undisturbed 
bedcovers), which was a complete reversal of their 
previous experience. Their stiffness might be slightly’’ 
increased by this absolute inactivity during the night, 
but it was quickly relieved by the morning dose of 
meprobamate. An ever-increasing number of patients 
who required occasional or frequent bedtime sedation 
have discovered that meprobamate is an excellent 
substitute for barbiturates, as it induces restful sleep 
without the after-effect of a “hang-over.” 

Delta-Steroids and Meprobamate 

Since a number of our patients with rheumatoid 
arthritis receiving delta-steroids complained of excit¬ 
ability, nervousness, and inability to sleep at night, it 
was determined to test the compatibility and the re¬ 
action of concomitant delta-steroid and meprobamate 
therapy. We were provided with a tablet containing 
2.5 mg. of prednisolone and 200 mg. of the muscle 
relaxant. It was found that this combination effectively 
offset the overstimulation caused by the steroid; how¬ 
ever, we were handicapped to a considerable degree 
by the difficulty in regulating dosage levels with this 
size tablet and at the same time maintaining adequate 

Kg. of 
Delta- 
Steroid 

per Day Dally Dosage Schedule 



Fig. 1.—Combinations of delta-steroid tablets (circle with 
horizontal lines: 1 tablet containing 1 mg. of delta-steroid and 
200 mg. of meprobamate; black circle; 1 tablet containing 
2 mg. of delta-steroid and 200 mg. of meprobamate). 

meprobamate therapy. In many instances we had to add 
additional meprobamate when the combination tablet 
was broken in half to reduce the dosage of steroid. 
Since then we have had available two capsules, one 
containing I mg. of prednisolone with 200 mg. of 
meprobamate and the other containing 2 mg. of pred¬ 
nisolone with the same amount of meprobamate, use 


of which makes it possible to provide from 6 to 16 mg. 
per day of the steroid without overdosage of the 
muscle-relaxant drug. The schedules for the adminis¬ 
tration of these capsules to provide various amounts of 
the prednisolone per day are illustrated in figure I. A 
combination of two different colored tablets or cap¬ 
sules simplifies the instructions to the patient, particu¬ 
larly when it is desirable to alter the steroid dosage. 
It is our opinion that this type of combination therapy 
is simple and better able to effect the results desired. 



Fig. 2.—Form identification card to record therapy being 
given to patients with rheumatic diseases. 


At the Benjamin Franklin Clinic we have found it 
possible to administer smaller doses of steroids if the 
patients were not aware that they were taking “miracle 
drugs.” To establish this theory we have provided them 
with various types of combination tablets containing 
steroids designated by our own terminology. In other 
words, a patient with rheumatoid arthritis who has 
been receiving salicylates but no steroid therapy will 
be much improved when no more than 40 mg. of 
hydrocortisone or no more than 12.5 to 15 mg. of 
prednisolone or prednisone are added. They will have 
a greater relief of discomfort and be able to perform 
activities and motions that they could not do previ¬ 
ously. If the patient is aware that a “miracle drug” is 
being administered, there is a demand for the complete 
relief of symptoms that has been so thoroughly de¬ 
scribed in the lay literature. In patients with rheuma¬ 
toid arthritis this program of steroid therapy is 
combined, of course, with the inauguration of gold 
therapy. When the gold therapy begins to show bene¬ 
fit, the steroid dosage is decreased stepwise, with dec¬ 
rements never more than 2.5 mg. every five days or 
longer and with final discontinuance of its use. 

We realize that many physicians believe that pa¬ 
tients should be told that they are taking steroids, 
because of the medical or surgical emergencies that 
may arise. It is possible to obscure the steroid dosage 
among the other medicaments with a pocket card that 
the patient carries at all times. An example of this 
card is shown in figure 2. Here the patient’s diagnosis, 
name, address, and telephone number are filled in on 
a printed form. All the medicaments that the patient 
is receiving are shown. At the bottom are the physi¬ 
cian’s name or signature, address, and telephone num¬ 
ber. Many of the various medicaments listed are 
familiar to the patient, but others when inquired about 
can be described in an off-hand fashion such as, “Mil- 
town is a muscle-relaxing drug to permit you to get 
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three or four times a day. The response was designated 
as good if minimal symptoms of stiffness persisted 
after 60 minutes. 

The categories in which the greatest relief of symp¬ 
toms was achieved have heen the same as those found 
previously with other muscle-relaxing drugs." Patients 
with rheumatoid spondylitis derive considerable bene¬ 
fit, with relief of stiffness and aching, particularly in 
the paravertebral muscles, even prior to the application 
of x-ray therapy for the specific inflammatory joint 
lesions. After x-ray therapy, meprobamate made it 
possible for rehabilitation to progress rapidly, with 
improvement in function in each instance. 


found in each patient. All but five had compensator}' 
thickening of the subchondral plate, which alleviated 
the pain on weight bearing. The .fibrositic symptoms 
due to muscle atrophy caused by limping and protec¬ 
tion of the joint when it had been painful were most 
incapacitating. With relief of muscle spasm and re¬ 
habilitation exercises, these patients responded well. 
The patient 3 with chronic gout had good relief of the 
muscle stiffness due to atrophy from protection of 
painful joints. Rehabilitation was achieved rapidly. 
Specific uricosuric therapy eased the severity and fre¬ 
quency and was followed by complete cessation of 
acute attacks. He returned to his occupation. 


Table 1.—Meprobamate in Rheumatic Diseases 

Patients Benefited 


Disease 

Patients Excellent 

Good 

% 

Rheumatoid spondylitis . 

2 U 

15 

11 

89.G 

Fibrositis . 

... 85 

38 

30 

87.0 

Cervical root syndrome. 

:u 

IS 

10 

82.3 

Rheumatoid arthritis, inild. 

38 

13 

17 

78.9 

Torticollis . 

14 

5 

4 

G4.3 

Muscle spasm of the low back ... 

27 

18 

5 

85.1 

Osteoarthritis of hip. 

5 

4 

1 

100.0 

Osteoarthritis of knees. 

17 

7 

5 

70.G 

Chronic gout .... 

1 

1 


100.0 

Subdeltoid bursitis. 

... 2 

1 

1 

100.0 

Total . 

... 252 

120 

90 



Patients with fibrositis responded exceptionally well. 
The relaxation of the muscle spasm was more appar¬ 
ent, since it was not overshadowed in any way by other 
musculoskeletal abnormalities. If the medicament 
could be taken 30 to 60 minutes before arising in the 
morning, most patients were able to start their activiy 
with practically no' evidence of fibrositic symptoms, or, 
in the event that some residual stiffness remained, it 
rapidly disappeared with exercise, often within a few 
minutes. Those who had previously required several 
hours to limber up each morning found this period to 
be shortened to considerably less than one hour. Pa¬ 
tients with cervical root syndrome in its early stages 
were more effectively treated by posture training if 
the muscle tension was relieved with this medication. 
When the disease was more advanced, meprobamate- 
induced relaxation permitted more effective use of the 
Sayre head sling. The over-all benefit in patients with 
rheumatoid arthritis was not as great, but this was due 
to the specific joint lesions that continued to handicap 
the patients after the fibrositic symptoms were greatly 
improved. 

The treatment of patients with torticollis was suc¬ 
cessful when the drug was administered within the 
first day or two of the onset of the symptoms. If the 
stiffness of the neck had persisted for a week or more, 
results were less satisfactory. This observation accounts 
for the five patients who did not show improvement. 
Muscle spasm of the back was generally well relieved, 
particularly if treatment was instituted within the first 
few days of the onset. If the spasm had persisted, with 
little or no improvement for a week or more, less 
benefit was achieved. 

The diagnosis of true osteoarthritis of the hip and 
knees, insofar as the symptomatology was concerned, 
was apparent in only five of the osteoarthritic patients. 
The roentgenographic criteria for osteoarthritis, mar¬ 
ginal spurs, and narrowing of the joint space were 


Toxic Effects 

Toxic effects were not serious. There were a total of 
137 in 130 patients (table 2); however, approximately 
85% of these side-effects consisted of drowsiness, which 
is not a great problem. In fact, 73 of these 116 patients 
gradually overcame the tendency to be slightly sleepy 
as the therapy was continued at the same dose, while 
29 additional patients were no longer affected by the 
drowsiness when the dose was reduced to 200 mg. 
given three or four times a day. Only 14 required 
discontinuance of the therapy because of persistent 
drowsiness after receiving either the 400-mg. or the 
200-mg. dosage. Nausea, nausea and vomiting, exhaus¬ 
tion, overstimulation, and rash occurred in one patient 
each and were considered severe enough to discontinue 
the medication. Sluggishness of the small intestine was 
a problem in 15 patients, although it cleared when the 
dosage was reduced by 50% in 10 patients. Only five 
continued to have slowing of the bowel habit, and 
therapy was terminated. This side-effect was much 
akin to that seen at times with salicylate or ferrous sul¬ 
fate therapy. The one patient who developed ulcer 
symptoms had taken the usual four 400-mg. tablets for 

Table 2.—Toxic Effects of Meprobamate in 130 Patients 
Effect 

Drowsiness .*... 

Nausea . 

Nausea and vomiting .. 

Exhaustion . 

Sluggish small intestine 

Overstimulation . 

Rash . 

Ulcer symptoms . 


one day when there'was a reactivation of his symp¬ 
toms. These were quickly controlled by instituting his 
full ulcer program for a week, after which his therapy 
consisted of no more than his ulcer diet, with no recur¬ 
rence of symptoms. There have been no instances to 
date of hemorrhagic purpura as reported by Gottlieb. 

The side-effect of drowsiness has utility in patients 
with rheumatic disease in whom overactivity, tension, 
and nervousness are present. This type of patien 
responds well. Some may experience slight drowsiness, 
but most are only slowed to a more normal pace. It lS 
important, however, to bear in mind that those w 
drive their own cars should be warned to be cautious 
until it is determined whether they will have drowsi 
ness caused by the drug. 


No. of 400 Mg. Therapy 

Side- Tberupy .Continued 
Effects Continued n0% of Do- 


ll(i 

1 

1 

1 

15 

1 

1 

1 

137 


73 

0 

0 

0 

0 

0 

0 

0 


29 

0 

0 

0 

10 

0 

0 

0 


73->-112*<-39 
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The soporific effect of meprobamate was used to 
good effect in many patients who had difficulty sleep¬ 
ing because of hyperexcitability, agitation, or nervous¬ 
ness. Many of these patients receiving normal doses of 
400 mg. four times a day found that they were now 
able to have a restful sleep. In other instances one 
tablet at bedtime did not seem to be sufficient and 
dosage was increased to two tablets. It has been re¬ 
ported frequently by patients receiving two tablets, 
as well as by some of those receiving only one tablet 
at bedtime, that they apparently did not move from 
the position in which they fell asleep. They slept 
without tossing or turning (evidenced by undisturbed 
bedcovers), which was a complete reversal of their 
previous experience. Their stiffness might be slightly 
increased by this absolute inactivity during the night, 
but it was quickly relieved by the morning dose of 
meprobamate. An ever-increasing number of patients 
who required occasional or frequent bedtime sedation 
have discovered that meprobamate is an excellent 
substitute for barbiturates, as it induces restful sleep 
without the after-effect of a “hang-over.” 

Delta-Steroids and Meprobamate 

Since a number of our patients with rheumatoid 
arthritis receiving delta-steroids complained of excit¬ 
ability, nervousness, and inability to sleep at night, it 
was determined to test the compatibility and the re¬ 
action of concomitant delta-steroid and meprobamate 
therapy. We were provided with a tablet containing 
2.5 mg. of prednisolone and 200 mg. of the muscle 
relaxant. It was found that this combination effectively 
offset the overstimulation caused by the steroid; how¬ 
ever, we were handicapped to a considerable degree 
by the difficulty in regulating dosage levels with this 
size tablet and at the same time maintaining adequate 

Mg. of 
Delta- 
Steroid 

per Day Daily Dosage Schedule 



Fig. 1.—Combinations of delta-steroid tablets (circle with 
horizontal lines: 1 tablet containing 1 mg. of delta-steroid and 
r 200 mg. of meprobamate; black circle: 1 tablet containing 
2 mg. of delta-steroid and 200 mg. of meprobamate). 

meprobamate therapy. In many instances we had to add 
additional meprobamate when the combination tablet 
was broken in half to reduce the dosage of steroid. 
Since then we have had available two capsules, one 
containing 1 mg. of prednisolone with 200 mg. of 
meprobamate and tire other containing 2 mg. of pred¬ 
nisolone with the same amount of meprobamate, use 


of which makes it possible to provide from 6 to 16 mg. 
per day of the steroid without overdosage of the 
muscle-relaxant drug. The schedules for the adminis¬ 
tration of these capsules to provide various amounts of 
the prednisolone per day are illustrated in figure 1. A 
combination of two different colored tablets or cap¬ 
sules simplifies the instructions to the patient, particu¬ 
larly when it is desirable to alter the steroid dosage. 
It is our opinion that this type of combination therapy 
is simple and better able to effect the results desired. 



Fig. 2.—Form identification card to record therapy being 
given to patients with rheumatic diseases. 


At the Benjamin Franklin Clinic we have found it 
possible to administer smaller doses of steroids if the 
patients were not aware that they were taking “miracle 
drugs.” To establish this theory we have provided them 
with various types of combination tablets containing 
steroids designated by our own terminology. In other 
words, a patient with rheumatoid arthritis who has 
been receiving salicylates but no steroid therapy will 
be much improved when no more than 40 mg. of 
hydrocortisone or no more than 12.5 to 15 mg. of 
prednisolone or prednisone are added. They will have 
a greater relief of discomfort and be able to perform 
activities and motions that they could not do previ¬ 
ously. If the patient is aware that a “miracle drug” is 
being administered, there is a demand for the complete 
relief of symptoms that has been so thoroughly de¬ 
scribed in the lay literature. In patients with rheuma¬ 
toid arthritis this program of steroid therapy is 
combined, of course, with the inauguration of gold 
therapy. When the gold therapy begins to show bene¬ 
fit, the steroid dosage is decreased stepwise, with dec¬ 
rements never more than 2.5 mg. every five days or 
longer and with final discontinuance of its use. 

We realize that many physicians believe that pa¬ 
tients should be told that they are taking steroids, 
because of the medical or surgical emergencies that 
may arise. It is possible to obscure the steroid dosage 
among the other medicaments with a pocket card that 
the patient carries at all times. An example of this 
card is shown in figure 2. Here the patient’s diagnosis, 
name, address, and telephone number are filled in on 
a printed form. All the medicaments that the patient 
is receiving are shown. At the bottom are the physi¬ 
cian’s name or signature, address, and telephone num¬ 
ber. Many of the various medicaments listed are 
familiar to the patient, but others when inquired about 
can be described in an off-hand fashion such as, “Mil- 
town is a muscle-relaxing drug to permit you to get 
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around easier,” or “Co-Hydeltra is a drug to help con¬ 
trol the rheumatoid arthritis until the gold can take 
effect.” The patient should be instructed to present this 
card at any time that he seeks additional medical care, 
when he is in an accident, or when he is hospitalized 
for any cause. 

Summary 

Meprobamate (Miltown) has been found to be effec¬ 
tive in 83.3% of the 252 rheumatic patients who had a 
predominance of fibrositic symptoms. It is an improve¬ 
ment upon the previously available drugs for the relax¬ 
ation of striated muscle. It is believed to be improperly 
classified as an ataraxic or tranquilizing drug. Although 
drowsiness occurs fairly frequently with full doses of 
this preparation, when mild it most often disappears 
without alteration in the dosage schedule. If it is more 
severe, the dosage may be decreased by 50%, with 
generally good muscle-relaxing properties as well as 
relief of this undesired symptom. In the event that 
drowsiness is profound even with half-dosage, therapy 
should be discontinued. Therapy was discontinued in 
each of the single instances of nausea, nausea and 
vomiting, exhaustion, overstimulation, rash, and activa¬ 
tion of ulcer symptoms and in five patients who 
developed sluggishness of the small intestine. The side- 
effect of drowsiness may be used to advantage in the 
patient with rheumatoid arthritis who is tense, fearful, 
and hyperactive to produce muscle relaxation and a 
more normal psychic state. It has also been useful in 
combating the overstimulation of steroid therapy and 


lends itself to a combination tablet of delta-steroid, 1 
or 2 mg., with 200 mg. of meprobamate. An identifica¬ 
tion card to be carried by the patient, listing all med¬ 
icaments, can be used to promote lower and less toxic 
doses of steroid by obscuring its identity. Mepro¬ 
bamate is one of the best drugs presently available to 
the medical profession to produce relaxation of vol¬ 
untary muscle spasm without associated loss of 
strength or function. 

Ninth Street at Pine (7) (Dr. Smith). 

The meprobamate used in this study was supplied as Miltown 
by Wallace Laboratories, New Brunswick, N.'J. The tablets 
containing 2.5 mg. of prednisolone and 200 mg. of mepro¬ 
bamate used in this study were supplied for clinical investiga¬ 
tion by Wallace Laboratories; the tablets containing 1 mg. of 
prednisolone and 200 mg. of meprobamate and the tablets con¬ 
taining 2 mg. of prednisolone and 200 mg. of meprobamate 
used in this study were supplied for clinical investigation by 
Merck Sharp & Dohme Research Laboratories, West Point, Pa. 
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INTERSEXUALITY 

John McL. Morris, M.D., New Haven, Conn. 


While the differences between the sexes are the sub¬ 
ject of considerable emphasis, male and female are not 
mutually exclusive, and both have certain anatomic 
and endocrinal characteristics of the opposite sex. The 
6-week-old embryo is ambisexual, with gonads that 
may develop into either ovaries or testes and two 
systems of tubules, the Wolffian and Mullerian ducts, 
which develop into the male or female reproductive 
organs respectively. Sexual differentiation commences 
about tire seventh week, but many rudimentary struc¬ 
tures of the opposite sex persist after birth. 

Factors Involved in Sex Determination 

The sex of an individual is thought to be determined 
at the time fertilization of the ovum takes place on 
the basis of whether the sperm carries an X (female) 
or Y (male) chromosome. In addition to genetic fac¬ 
tors, however, hormones play a significant role in sex 
determination. For example, in animals, notably in 

Associate Professor of Gynecology, Yale University School of 
Medicine. 

Read before the Section on Obstetrics and Gynecology at the 
105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


• The term "intersexual" should be restricted 1° 
those with congenital anatomic variations. It refers to 
individuals in whom abnormalities of sexual develop¬ 
ment have led to a confusion of the exact sex; to 
those with some of the reproductive organs of both 
sexes; and to patients whose anatomic appearance 
is one sex, but whose somatic chromatin is opposite. 
Intersexual should not be used when referring to 
those showing the endocrine phenomena of postnatal 
virilization or feminization; the person with an ab¬ 
normal psychosexual drive; or the individual with just 
any form of bisexual manifestation. The correct diag¬ 
nosis of intersexual problems may be difficult, but 
with the routine careful inspection of the genitals of 
all infants at birth, disastrous errors may. be p re * 
vented. Where there is doubt, an oral or vagina 
cytological smear is probably the simplest method f° r 
determining the chromosomal sex. 


fowl and possibly in the freemartin, a sex reversal may 
occur in which there is evidence that the gonac s o 
one type may change to those of the opposite sex. 
is unlikely that the human gonad can undergo sue 1 
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sex reversal, although this is not actually known. It is 
known, however, that many sexual abnormalities are 
clue to intrauterine hormone influence. 

The effect of excessive androgens during gestation 
on the female fetus is to produce pseudohermaphro¬ 
ditism. 2 This is most commonly seen in the intersexual 



Fig. I.—Female with congenital adrenal hyperplasia resulting 
in enlarged clitoris and labial fusion. 


changes found in persons with congenital adrenal 
hyperplasia. Similar changes have been reported in 
two cases in which there were arrhenoblastomas in 
the mothers during pregnancy ” and in an infant whose 
mother received testosterone during pregnancy. 4 The 
administration of testosterone to rhesus monkeys dur¬ 
ing gestation also results in pseudohermaphrodites. 3 
These changes only occur in the event the fetus is fe¬ 
male. Androgen administration apparently does not 
produce intersexual change in the male embryo but 
merely accentuates male characteristics. 

In animals, estrogens may produce intersexual 
changes in male embryos. 0 Castration of young male 
animal embryos results in a female rather than male 
development. 7 Fetal gonadal impairment may explain 



Fig. 2.—A, male with testicular feminization. B, infant with 
congenital adrenal hyperplasia in adrenal crisis. C, female 
pseudohermaphrodite (post partum), 


some of the cases of gonadal agenesis in which there 
is female development but male somatic sex chromatin. 
Certain cases of apparent intersexual change are un¬ 
doubtedly manifestations of an embryologic defect 
similar to that causing any other congenital malforma¬ 
tion. The not infrequent presence of concomitant rectal 
and urinary tract defects tends to support this view. 


Sex Determination 

The criteria for the determination of the sex of an 
individual are (1) the general anatomic appearance, 
(2) the histological status of the gonads, and (3) the 
somatic sex chromosomal pattern. 

Anatomic Appearance .—Anatomically the difference 
between male and female is, in general, obvious. How¬ 
ever, the cryptorchid male with hypospadias and cleft 
scrotum may be indistinguishable in appearance from 
the female with enlarged clitoris and labial fusion (fig. 
1). In addition, the external anatomic appearance may 
closely resemble that of one sex, while the gonads are 
those of the opposite (fig. 2A). While the secondary 
characteristics in general parallel the appearance of 
tlie extern il genitalia, this is not invariably the case, 
and a presenting complaint may be that of unexpected 



Fig. 3.—Section from tesiis of true hermaphrodite. 


development of secondary sex characteristics, such as 
of breasts or hirsutism, or occasionally bisexual mani¬ 
festations, such as the development of one or both 
breasts and a beard. 

Histology of Gonads .—The most commonly accepted 
basis for the determination of the “true sex” of an 
individual is the type of gonad present. However, even 
here the pattern may not be clearcut. The gonads of 
both sexes may be present in the same individual (fig. 
3 and 4). There may be a mixture of the two in the 
form of an ovotestis. There may be dysgenesis of the 
gonads without any clearly recognizable or character¬ 
istic structures, or there may be a complete gonadal 
agenesis. Yet these individuals may have definite male 
or female characteristics. 
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Somatic Sex Chromatin— For many years it has been 
generally accepted that the somatic cells of the female 
contain two X chromosomes, whereas those of the male 
contain and X and a Y chromosome. It has only been 
recently, however, through the work of Barr and 
others, 8 that it has been recognized that a characteristic 
female sex chromatin mass can be seen in the nuclei 
of the cells of most tissues of the body, including 
white blood cells and cells in oral and vaginal smears. 
This chromatin mass is thought to be the result of 
fusion of the two X chromosomes and can be found 
lying next to the nuclear membrane in a large propor¬ 
tion of cell nuclei in females but not in males. The 
somatic chromosomal pattern in general parallels the 
gonadal pattern and thus is a simple aid to the determ¬ 
ination of the true sex of an individual. 



Fig. 4.—Section from ovary of same hermaphrodite of figure 3. 


Intersexuality 

The term “intersexual” has been applied rather 
loosely to individuals with any form of bisexual mani¬ 
festation. It should be restricted to those with congen¬ 
ital anatomic variations and not used when referring 
to those showing the endocrine phenomena of post¬ 
natal virilization or feminization. One should also 
exclude the normal male or female with some abnormal 
psychosexual drive, such as homosexuality or transvest¬ 
ism, which is psychiatric in nature rather than a 
problem of intersexuality. 

Intersexualitv refers to individuals in whom ab¬ 
normalities of sexual development have led to con¬ 
fusion of exact sex or to individuals with some of tire 
reproductive organs of both sexes. It has been recently 
noted that certain patients with agenesis or dysgenesis 


of the gonads (notably Turner’s and Klinefelter’s syn¬ 
dromes ) may have, a somatic chromosome pattern of 
the sex opposite to that to which they anatomically con¬ 
form. 0 This broadens the definition of intersexuality to 
include patients whose anatomic appearance is one 
sex but whose somatic chromatin is opposite. 

Classification of Intersexuality 

Although the various manifestations of intersexuality 
may be legion, 10 a brief clinical classification is given 
in the table. 

True Hermaphrodite .—The true (or “glandular”) 
hermaphrodite has the gonads of both sexes, either as 
separate ovary and testis or more commonly combined 
as an ovotestis. There are more than 50 histologically 
acceptable cases of this type reported in the literature. 
In a few instances there has been evidence of both 
ovum and sperm production. The somatic sex chroma¬ 
tin may apparently be either male or female, although, 
if some such situation as the presence of an XXY 
chromatin exists, one would expect the female type to 
be more prevalent. The genital development and sec¬ 
ondary sex characteristics may be extremely variable. 
Although sometimes predominately of one sex, they are 
invariably mixed to some extent. Sections from the 
ovary and testis of an S-month-old true hermaphro¬ 
dite 11 are shown in figures 3 and 4. The sex chromatin 
was female. A uterus and right tube and ovary' were 
found intra-abdominally and left in situ. The testis 
was removed from the left “labium” and the phallus 
amputated. 

Pseudohennaphrodite .—The pseudohermaphrodite, 
or “tubular” hermaphrodite, has the gonads of one sex 
only but possesses reproductive organs with some of 
the characteristics of the opposite sex. Such an individ¬ 
ual is classed as male (“androgynoid”) or female gy- 
nandroid”) on the basis of type of gonad present, not 
on the basis of the predominant appearance. 

' Male Pseudohermaphrodite: The male pseudoherma¬ 
phrodite has, therefore, testes and male somatic 
chromatin. If one includes all persons with abnormal 
development of the external genitalia, such as hypo¬ 
spadias, undescended testes, or hypoplasia of the penis, 
this certainly represents the largest group of pseudo¬ 
hermaphrodites. In many of these patients the config¬ 
uration of the external genitalia is truly 7 ambiguous and 
the exact nature of the gonad is determined only by 
biopsy 7 . In other male pseudohermaphrodites, the ex¬ 
ternal genitalia may appear masculine but surgery 
reveals the presence of a uterus or other female de¬ 
velopment of the internal ducts. 

One ty 7 pe of male pseudohermaphroditism, without 
known counterpart in the female, deserves specie 
mention because it is relatively common and yet is n° l 
generally recognized. This is the syndrome that has 
been called “testicular feminization,” in which esse n 
tially 7 complete feminization occurs with normal feme c 
external genitalia and secondary sex characteristics, 
including breast development, but with intra-abdom 
inal or inguinal testes in place of ovaries 15 (fig- 
The patients have only rudimentary anlage in place o 
internal genitals. In addition to the blind-ending 
vagina, the syndrome is usually, but not always, char 
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of female sex chromatin patterns in hypogonadal 
"males,” as has been recently observed in cases of 
Klinefelter’s syndrome (testicular tubular hyaliniza- 
tion, with sparse beard and gynecomastia). The obser¬ 
vations in this group of patients with gonadal agenesis 
or dysgenesis are too recent to permit any final con¬ 
clusions as to their significance, but there is no question 
that it represents a form of intersexuality. 

Diagnosis and Treatment 

Considering these observations, it becomes apparent 
that tlie correct diagnosis of intersexual problems may 
be difficult. Because of the disastrous social and psychi¬ 
atric consequences of an error in the diagnosis of sex, 
and the importance of early diagnosis, careful inspec¬ 
tion of the genitals of all infants at birth should be the 
rule. When there are any congenital variations in the 
reproductive tract, especially hypospadias or clitoral 
hypertrophy, the following diagnostic procedures may 
prove helpful: 1. Careful examination of the genitals, 
including a rectal examination, should be done not 
only to evaluate the presence of pelvic organs but also 
to rule out concomitant rectal abnormality. A photo¬ 
graphic record may prove valuable. 2. An oral or 


Classification of Intersexuality 




Somatic 

Genital 

Secondary 

Syndrome 

Gonad 

Chromatin 

Development 

Sex Character 

True hermaphroditism . 


Femnle or male . 

Intersexual 

Male, female 

testis and ovary 



or intersexual 

Male pseudohermaphroditism . 


Male 

Intersexual 

Male or female 

Testicular feminization . 


Male 

Female 

Female 

Femnle pseudohermaphroditism . 


Female 

Intersexual 

Female 

Congenital adrenal hyperplasia. 


Female 

Intersexual 

Precocious male 
(elevated 17-VetosteroJds) 

Gonadal dysgenesis . 

maldcveloped 

Male or female 

Male or female 

Underdeveloped 

Turner’s syndrome . 


Male or female 

Female 

Undeveloped 

Klinefelter’s syndrome . 


Female 

Male 

Male with 

testis 



gynecomastia 


acterized by absent or scanty axillary and pubic hair. 
More than 100 such cases are now reported in the 
literature. 

Female Pseudohermaphrodite: The problem of fe¬ 
male pseudohermaphoditism is complicated by the fact 
that the vast majority of “female pseudohermaphro¬ 
dites” actually have congenital adrenal hyperplasia. 
While the virilizing effect of the prenatal hyperadreno- 
corticism produces a picture of pseudohermaphro¬ 
ditism that is indistinguishable from other forms of 
intersexuality (fig. 1), this is really a separate entity 
that can be recognized in most cases by the finding of 
elevated urinary 17-ketosteroid or pregnanetriol levels. 
The corresponding syndrome in die male does not 
result in congenital defects in the reproductive tract, 
aldiough precocious virilization occurs in both male 
and female. A considerable proportion of diese persons 
will prove to be “salt-wasters,” widi die serious electro¬ 
lyte and water deficiencies characteristic of the adrenal 
crisis. The picture of dehydration, vomiting, and col¬ 
lapse is not unlike that seen in pyloric stenosis (fig. 
2B). The majority of such infants died prior to die 
. recognition of the importance of electrolyte, desoxy- 
corticosterone acetate, and cortisone therapy. 


The most striking finding in female pseudoher¬ 
maphrodites who do not have congenital adrenal 
hyperplasia is enlargement of the phallus, sometimes 
with labial fusion or vaginal malformations. Figure 2C 
illustrates such a patient, who was otherwise normal 
and had just delivered a normal infant. 

Gonadal Dijsgenesis .—The discovery of the signifi¬ 
cance of the somatic sex chromatin mass has led to 
the realization that certain types of primary hypo¬ 
gonadism may actually represent a form of intersex¬ 
uality. It has been noted that in patients with ovarian 
dysgenesis (ovarian agenesis or Turner’s syndrome) a 
male sex chromatin pattern is found in approximately 
70% of the cases. These patients exhibit an underde¬ 
veloped female configuration, with aplasia of the 
gonads, short stature, and often webbed neck, cubitus 
valgus, and other congenital malformations, such as 
coarctation of die aorta. In general there are no male 
- characteristics, although rarely enlargement of the 
clitoris has been noted; I have encountered one such 
case. 

While it may be argued diat the absence of fetal 
testicular hormones accounts for die development of 
the Mullerian duct system in diese individuals, no ex¬ 
planation has as yet been forthcoming for die finding 


vaginal cytological smear, employing the usual Papani¬ 
colaou technique, is probably the simplest method for 
the determination of chromosomal sex. 3. If the 
chromosomal pattern is female and congenital adrenal 
hyperplasia is suspected, 17-ketosteroid and pregnane¬ 
triol level determinations usually suffice to establish 
the diagnosis. In such cases one should be alert for die 
possibility' of electrolyte and water disturbances, as 
indicated by' low serum sodium and elevated potassium 
levels. Appropriate desoxy'corticosterone, cortisone, 
and parenteral therapy should be instituted. 4. Urethro- 
scopic examination and urethrograms may establish 
the fact that a urogenital sinus exists or that a vagina 
opens into the posterior wall of the urethra. 5. Pyelo- 
grams not infrequently show concomitant renal and 
urinary' tract defects. 6. Surgical exploration with 
biopsy of the gonads should be done as early as pos¬ 
sible in practically all patients except those with 
congenital adrenal hyperplasia. This should be fol¬ 
lowed, usually at a later date, by plastic procedures as 
indicated. 

The earlier the diagnosis can be made the better, 
and no change should be made thereafter.. While in 
general the gonadal sex should be considered the cor¬ 
rect sex, the external anatomic sex should also be 
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weighed. If there is no penis present, it is usually wiser 
to rear the patient as a female. It is nearly impossible 
to construct a satisfactory penis with plastic surgery 
but relatively easy to construct a vagina. In the existing 
social order, a woman is also afforded more personal 
privacy, which may prove an advantage. While testes 
in such patients more commonly produce female 
secondary sex characteristics than male, they prob¬ 
ably should be eventually removed because ■of the 
danger of neoplasm in such undescended testes. 
Estrogens will produce satisfactory secondary sex 
development. 

It should be emphasized that the patient with an¬ 
atomic intersexuality who is reared in the wrong sex 
develops the libido and interests of the sex he is reared 
in. If it should be discovered after puberty that this is 
different from the patient’s true sex, it is much wiser to 
leave his psychosexual adjustment as it is and transform 
the patient as far as possible with surgery and hor¬ 
monal therapy. 
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Platelet Antibodies.—Bleeding tendencies secondary to thrombopenia are of increasing frequen¬ 
cy in medical, surgical and obstetric disorders. This has been attributed to diverse causes: 
chemotherapeutic agents; insecticides; increased incidence of leukemia; radioisotopes; cyto¬ 
toxic agents in industry; complete blood replacement by transfusion during pulmonary or 
cardiovascular surgery; and the alarm reaction secondary to surgery and anesthesia. The clin¬ 
ical management of such thrombopenia necessitates a clear understanding of the etiologic 
mechanisms that produce a decrease in circulating platelets. Within recent years, it has be¬ 
come clear that many cases of purpura, especially idiopathic thrombocytopenic purpura and 
hypersplenism, are due to the development of immune antiplatelet antibodies. The differenti¬ 
ation of these cases from nonantibody-induced purpura is of considerable clinical significance 
—chiefly because of new therapeutic agents: adrenocortical hormones and platelet transfu¬ 
sions. These two types of therapy often are not interchangeable. Thrombopenia secondary 
to deficient platelet production, as in metastic cancer, leukemia or radiation, generally is not 
on an antibody basis. Such cases respond best to platelet transfusions and therapy directed to¬ 
ward the primary disorder. Primary idiopathic thrombocytopenic purpura, hypersplenism and 
neonatal purpura, on the other hand, are frequently due to the presence of circulating anti¬ 
platelet antibodies. Such cases respond best to splenectomy or adrenocortical hormones or 
both. The transfusion of platelets, in these cases, could theoretically lead to an aggravation of 
the underlying disorder. Proper choice of therapy should be predicated as much on the pres¬ 
ence or absence of demonstrable agglutinins as on the arbitrary clinical classification of “pri¬ 
mary” or “secondary” purpura. This communication deals with evidence of the clinical impor¬ 
tance of a simple test used for the diagnosis of antibody-induced thrombopenia and with 
evidence that the circulating antiplatelet factors are true antibodies of a gamma-globulin type. 

. . . The finding of a positive antiplatelet-antibody test in an undiagnosed case of thrombo- 
penic purpura is strong evidence against the presence of an obscure leukemia or metastatic 
cancer.—J. L. Tullis, M.D., Identification and Significance of Platelet Antibodies, A 7 ew Eng¬ 
land Journal of Medicine, Sept. 20, 1956. 
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CLINICAL NOTES 


A SIMPLE AND SAFE METHOD FOR INDUCTION OF LABOR BY RUPTURE 

OF THE MEMBRANES 

Roscoe Dean, M.D., Wessington Springs, S. D. 

nnd 

Paul Hohm, M.D., Huron, S. D. 


Induction of labor is occasionally indicated in pa¬ 
tients such as those with eclampsia or severe diabetes, 
in cases of Rh-negative women with rising titers who 
have lost previous babies, and, rarely, in cases of 
proved postmaturity. In addition, environmental haz¬ 
ards sometimes make induction of labor necessary. 
For exarnple, in the community in which we practice, 
patients come from as far as 100 miles to be delivered 
of their infants. In winter, with the roads frequently 
blocked, it is understandable that the expectant 
mother, and her doctor too, are anxious to arrange 
for the delivery at a convenient time. 

We feel that induction of labor is safe when certain 
definite requirements are met. First, the fetus must 
be at term, and there must he definite roentgeno- 
graphic evidence that the fetus is adequately de¬ 
veloped and that it is in a position for a vertex 
presentation. Second, the fetal head must be fixed in 
the pelvic inlet but not necessarily engaged. Third, a 
sterile vaginal examination must reveal a cervix that 
is soft, 40% effaced, and at least 2 cm. dilated. If these 
prerequisites exist, the membranes are ruptured and 
the internal cervical ring is gently dilated. Stripping 
the membranes away from the lower segment of the 
uterus serves no purpose other than the dilation of 
the os that occurs while the stripping is being done. 
Stripping can be dangerous, in that the manipulating 
finger can undermine the edge of a low-lying placenta 
or interfere with the circulation in a cord that is at¬ 
tached at the placental margin. 

We have performed the following procedure on 
several hundred patients and have concluded that it 
is safe. Our procedure is to rupture the membranes 
by use of a fairly pointed but not sharp Bozeman 
uterine-dressing forceps. Under sterile conditions, the 
operator places three fingers of his left hand in the 
vagina. The middle finger is passed through the 
cervical os, and the tip of the finger is placed against 
the head of the baby. The point of the forceps is then 
slid along the inner-surface of the middle finger until 
tire point rests against the baby’s head. The handles 
of the forceps are then elevated and tire tip directed 
gently down and in. As it passes under the vertex, 
the point of the forceps penetrates the fetal mem¬ 
branes. In this way, a small hole is made behind the 
curve of the vertex. The ball-valve action of the fixed 
fetal head prevents any sudden gush of fluid, and there 
is little chance of prolapse of the cord. Labor usually 
begins within a few hours if the patient is ready. 

Tire artificial rupture of the membranes is not with¬ 
out danger, but in our experience there have been no 
infections, prolapsed cords, or injured babies. The 
forceps must be tapered to a fine, smooth point so 


that the membranes will be perforated without any 
force being used. Blunt forceps are not used because 
the membranes may “tent” ahead of the blunt tip, 
which would necessitate the insertion of the forceps 
deeper and the application of more force than is safe. 
The procedure described demands the utmost gentle¬ 
ness and care. It is conceivable that the operator could 
injure the head of the baby or perforate the uterus. In 
every case in which induction of labor is being con¬ 
sidered, the expectant mother is warned that the opera¬ 
tion is not without risk. 



Bozeman uterine-dressing forceps used to rupture membranes 
for induction of labor. 

We emphasize that the baby must be at term. We 
have been repeatedly confronted by normally sensible 
women who seem to lose their good judgment when 
they believe that .their babies are overdue. Pressure 
is often brought to bear on the obstetrician by both 
the patient and her family to induce labor before it is 
safe for the baby to be born. When labor is induced 
by the doctor, he automatically assumes responsibility 
for the final results. 

Summary 

In certain carefully selected cases, induction of labor 
by rupture of the membranes is indicated. Great care 
must be exercised both in determining the age of the 
fetus and in doing the actual rupture. A convenient, 
safe tool for rupturing the membranes is a sharp Boze¬ 
man uterine-dressing forceps. In the hands of a careful 
surgeon, there is little danger in this procedure be¬ 
cause the tip of the instrument is inserted by direct 
feel and the membranes are ruptured behind the 
curve of the vertex. The procedure has been performed 
in several hundred cases by us without serious 
sequelae. 

Dean Hereford Farms (Dr. Dean). 
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OCCURRENCE OF Rh ANTIGEN V IN A GROUP OF AMERICAN NEGROES 

Ruth E. Moore, Ph.D., Washington, D. C. 


Within the past five years, two new blood factors, U 
and V, have been discovered during blood transfu¬ 
sions in patients with anemia. The first, blood factor U, 
was found by Wiener, Unger, and Gordon 1 in a Negro 
woman with a diagnosis of bleeding peptic ulcer, a his¬ 
tory of three pregnancies, and severe anemia. The first 
blood transfusion was discontinued after the adminis¬ 
tration of 100 ml. of blood because of chills and fever 

Table 1.—Distribution of V Antigen and Rh Types 
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in the patient. A week later, a second blood transfusion 
was started that also had to be discontinued, as the 
patient went into shock and later died. This fatal hem¬ 
olytic transfusion reaction was due to the sensitization 
of the patient to the new blood factor, U. The blood 
factor was designated as U to indicate its almost uni¬ 
versal distribution in the population. Wiener, Unger, 
and Cohen, 2 in another study, found that this blood 
factor occurred in blood samples of 100% of Cauca¬ 
sians and 99% of the Negroes examined. This blood 
factor is not related to the ABO, M-N, Rh-Hr, or K-k 
systems. 

The second blood factor, V, was found by DeNatale 
and co-workers 3 in a Caucasian man who had suffered 
from an obscure anemia and had previously received 
26 blood transfusions within a period of six months. 
The cross matching of blood for the 27th transfusion 
showed incompatibility. A study of the red blood cells 
of this donor identified the new antibody present in the 
serum of the patient. The donor for this transfusion 
was a Negro, as were six of the previous donors. The 
blood factor antigen is being designated as V. 

Further investigation by these workers showed that 
the new V antigen is associated with the Rh system, 
that it is inherited as a dominant Mendelian character¬ 
istic, and that it occurs more commonly in Negroes 
than in Caucasians. The present study was undertaken 
to determine the occurrence of this new Rh antigen in 
an unselected group of Negroes coming from many 
parts of the United States. 

Materials and Source 

The subjects of this study are students in the various 
schools and colleges of Howard University who are 
enrolled in courses taught by the department of bac¬ 
teriology. Inasmuch as the number of students from 

From the Department of Bacteriology, School of Medicine, 
Howard University. 


the Caribbean area is too small for any significant 
conclusions to be drawn, the data to be presented will 
pertain only to the American Negro. The blood 
samples were collected in small vials containing dried 
oxalate (0.2 ml. of stock solution containing 3% ammo¬ 
nium .oxalate and 2% potassium oxalate in distilled 
water). Dr. Amos Cahan, of the Knickerbocker Foun¬ 
dation, New York, suggested that either the Coombs 
or enzyme techniques be used. The Coombs 1 anti¬ 
globulin technique was employed for this study. 

Results 

Table 1 shows the distribution of the antigen V 
within the various Rh types. It will be noted that there 
was a close correlation in occurrence of this blood fac¬ 
tor in all of the Rh types, with the exception of the 
rh, Rh,rh, and Rh 2 rh individuals of the two American 
series. In the RlqRh, and Rh 2 individuals of the New 
York and West African series, the distribution of the 
blood factor was similar. 

Table 2 shows the frequency of the antigen V and 
that of its gene v. There was a lower frequency of the 
antigen V in the Howard University series as compared 
to the two New York series. It might be interesting to 
note that the individuals in one of the New York series 
(DeNatale and co-workers 3 ) were selected for dark¬ 
ness of skin. In this study there was no attempt made 
for the selection of blood from individuals of a certain 
skin pigmentation. The variation in skin pigmentation 
of the individuals under study was that normally found 
in a Negro community. As more of this serum becomes 
available, additional studies should be made to ascer- 


Table 2.—Phenotypes and Gene Frequencies in Subjects 
of Four Studies 
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tain whether or not this antigen V may serve to deter¬ 
mine racial species or give some indication of admix¬ 
ture of races. 

Summary 

In 162 American Negroes in whom the occurrence 
of the “new” Rh antigen V was studied, the following 
facts were established: 1. The Rh antigen V was found 
to occur in 33 (20.37%) of the individuals tested and 
not to occur in 129 (79.6%). 2. The Rh antigen V was 
found to occur in only Rh 0 and Rh 2 rh individuals. 

The anti-V serum and control cells used in this study were 
supplied by Dr. Amos Cahan of the Knickerbocker Foundation, 
New York. 
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COUNCIL ON MENTAL HEALTH 


This is the second in a series of four articles prepared by members of the Committee on Alco¬ 
holism of the A. M. A. Council on Mental Health. The first article, “Medical Treatment of 
Alcoholism ” appeared in The Journal, Dec. 29,1956, page 1610. 

Richard J. Plunkett, M.D., Secretary. 

THE PHYSIOLOGY OF ALCOHOL 
Harold E. Himwich, M.D., Galesburg, Ill. 


The present paper of this series of papers on alcohol¬ 
ism is concerned chiefly with physiological actions. As 
an aid in understanding these actions in terms of altera¬ 
tions in behavior and methods of treatment, the 
changes that take place in the ingested alcohol in the 
body are included. What does alcohol do? What are 
the effects of its oxidative products? What part do 
they play, for example, in treatment with disulfiram 
(Antabuse)? Alcohol, like most things used by man, 
can be employed to his benefit or to his disadvantage, 
and in this report some of the fundamental bases for 
the use and abuse of alcohol will be presented. 

Alcohol affects all the cells of the body, but the 
most dramatic results of the ingestion of alcohol are 
exerted on the brain and are made apparent by altera¬ 
tions in behavior. Textbooks of pharmacology refer 
to alcohol as a depressant of the central nervous sys¬ 
tem. While acknowledging this classification of it as a 
depressant, we must also explain why alcohol is some¬ 
times referred to as a stimulant. Similarly, although 
alcohol is a drug, it is also justly classified as a food. 
This ability of alcohol to yield energy for the support 
of the life processes is bound up with the vitamin and 
food deficiencies sometimes associated with chronic 
alcoholism. This section also contains evidence on the 
physiology or functional pathology of the phenomena 
of tolerance, habituation, and addiction. 

Absorption, Distribution, and Elimination of Alcohol 

Although alcohol may be taken into the body in 
various ways, the oral route is- most frequently em¬ 
ployed. Once alcohol is drunk, it is absorbed directly 
from the stomach as well as from the small intestine. 
The maximum concentration in the blood from the 
drinking of 8 oz. (236.56 cc.) of whiskey occurs in 
approximately one hour. On the other hand, subse¬ 
quent slow but steady decrease occurs over a period 
of 12 hours or longer. The rapid rate of absorption, 
therefore, contrasts markedly with the slow elimina- 

From tlie Galesburg State Research Hospital. 


tion of alcohol from the body. The alcohol concentra¬ 
tions in the blood reflect approximately those in the 
various organs. Thus, alcohol remains in the brain for 
long periods after its entrance into that organ and 
continues to exert its effects. If we could do anything 
to retard the rate of absorption or to accelerate the 
rate of elimination, we would be able to hasten de¬ 
toxication of alcohol, a worthy aim in a patient with 
dangerous concentrations of alcohol. 

One reason why alcohol enters the blood stream so 
rapidly is that it does not require prior digestion but 
is absorbed into the blood as such. This characteristic 
of alcohol renders it a readily available source of 
energy. The rate of entrance of alcohol into the 
blood stream depends upon a variety of factors: the 
presence of food in the gastrointestinal tract, the rate 
at which alcohol is drunk, and the concentration of 
alcohol. Food is a deterrent, and milk, fat, and meat 
all slow the absorption of alcohol. On a full stomach, 
therefore, the reaching of the peak level in the blood 
is delayed, thus providing a longer period for the 
processes of elimination to occur. Similarly, a slow 
rate of drinking makes for a lower peak. Eight ounces 
of whiskey produces a much higher blood alcohol 
level when taken in a single dose than does 2‘k oz. 

(73.92 cc.) taken four times at intervals of three hours. 
The dilution of alcohol is another determining factor. 
Concentrations of alcohol of 50% (100 proof) or 
greater exert a depressant effect on absorption, a sort 
of local narcosis. In addition, high concentrations are 
irritating to the mucosa and evoke the secretion of 
mucus, which also delays absorption. But with small 
concentrations of alcohol, below 10%, absorption is 
again slowed by the low percentage of alcohol in the 
total volume ingested. It would seem, then, that con¬ 
centrations of alcohol of from 10 to 30%, as found in 
wines and highballs, provide the most rapid rate of 
the entrance of alcohol into the blood stream. 

After alcohol is absorbed from the gastrointestinal 
tract, it passes through the portal vein to the liver 
and then through the inferior vena cava to the heart. 




54G 


COUNCIL ON MENTAL HEALTH 


J.A.M.A., February 1G, 1957 


lungs, and arterial blood. Some delay may, therefore, 
be expected until the alcohol enters the various organs. 
It has been demonstrated that the level of alcohol 
rises more slowly in the cerebrospinal fluid than in 
tire blood; while the subsequent fall, signifying the 
elimination of alcohol from the cerebrospinal fluid, 
also lags behind that observed in the blood. 

As soon as alcohol reaches the tissues the various 
processes involved in the detoxication of alcohol are 
initiated. The oxidation of alcohol is by far the most 
prominent of these. Renal, pulmonary, and cutaneous 
avenues of elimination are less important. At most, 
10 to 12% of ingested alcohol is so eliminated. It is, 
therefore, seen that the greatest fraction of ingested 
alcohol is detoxified by oxidation, up to 98 to 99% 
when the volume of alcohol imbibed is small. Un¬ 
fortunately, from the viewpoint of detoxication, the 
metabolism of alcohol in the body is slow, approxi¬ 
mately 1 oz. (29.57 cc.) of whiskey per hour. 

Oxidation of Alcohol.—The over-all process by which 
alcohol is consumed yields carbon dioxide, water, and 
7 calories for each gram of alcohol oxidized. This 
process, however, can be segregated into three chief 
stages. These will be described as an aid in under¬ 
standing tile action of alcohol in the body. 

Stage 1: The first stage in the oxidation of alcohol 
consists in the formation of acetaldehyde, and the 
evidence for this is well established. That this inter¬ 
mediary metabolite is the first step in the oxidation is 
borne out in many ways, for it appears in the blood 
only after alcohol is ingested. Its concentration, more¬ 
over, is increased to toxic levels with the use of 
disulfiram, as will be discussed later. 1 

We know that the chief site of alcohol combustion 
is in the liver. In muscle probably little of this reaction 
occurs. However, it is possible that the first step may 
take place, at least to a limited extent, throughout the 
body. Yet, hepatotoxic substances, destructive changes 
in the liver, and hepatectomy all diminish markedly 
the rate of elimination of alcohol from the body. 

Stage 2: The second stage includes the oxidation of 
acetaldehyde to acetic acid. The importance of this 
reaction is generally conceded, although the evidence 
for it is less convincing than that for stage 1. Probably 
most of the acetaldehyde formed in die body is trans¬ 
formed to acetic acid. Unlike die metabolism of 
alcohol, which is largely limited to the liver, that of 
acetaldehyde occurs not only in die liver but in other 
organs as well. Thus the liver is most important for 
the detoxicadon of alcohol. 1 

Stage 3: Finally, acetic acid and perhaps acetalde¬ 
hyde, too, are oxidized like most foodstuffs to carbon 
dioxide and water, a reaction that takes place readily 
throughout the body. It is probable that die brain can 
oxidize alcohol. Cerebral tissues can transform 
alcohol to acetaldehyde as well as to acetic acid. From 
a quantitative point of view, however, any oxidation 
of alcohol by the brain is much less significant than 
that by the liver. 1 

Ceiling of Oxidation of Alcohol— Experimental anal¬ 
yses have demonstrated that alcohol can supply 
energy to die body in place of carbohydrate and fat. 
In one such experiment a human subject was main¬ 


tained at first on his usual diet containing protein 
carbohydrate, and fat. Then the amounts of carbo¬ 
hydrate and fat were diminished while alcohol was 
added. It was found that alcohol supplied 500 calories 
that previously had come from other foods, but there 
is an upper limit to this oxidation, and, in that way, 
alcohol is unlike either carbohydrate or fat. This 
limitation is probably a reflection of the approximately 
constant rate of alcohol combustion referred to in 
the discussion of the elimination of alcohol. The high¬ 
est reported amount of alcohol metabolized in a single 
day is 300 gm., yielding 2,100 calories. It is true that 
such a yield in calories is sufficient for a sedentary 
individual. On the other hand, with increasing phys¬ 
ical exertion, the caloric requirements of the body 
are necessarily augmented beyond the resting values. 
Since the amount of alcohol oxidized cannot be raised 
above a level of approximately 300 gm. per day, the 
greater demands can be satisfied only by the utilization 
of carbohydrate and fat. 

Possible Acceleration of Alcohol Oxidation.-Be- 
cause the oxidation of alcohol is the chief mode of 
detoxication, it would be a great advantage to be able 
to accelerate the process. The evidence on the effects 
of the administration of glucose and insulin, either 
singly or together, is not clear-cut. Some workers 
found an accelerating effect, while others failed to do 
so. A diet high in carbohydrate, however, appears to 
increase alcohol utilization, and the combined use 
of insulin and carbohydrate has been shown to have 
salutary results. Thus, it is not a direct effect of insulin 
but rather its stimulating action on carbohydrate 
metabolism that seems to be operative. The ingestion 
of proteins and their component amino acids may also 
accelerate alcohol combustion. In any event, it is 
well to note that a protein-free diet or fasting reduces 
markedly the rate of alcohol oxidation. 

There is evidence that the first stage in the oxidation 
of alcohol, the formation of acetaldehyde, is tire slosv- 
est and that this stage is accelerated by these food¬ 
stuffs. But how can we reconcile this statement with 
the observations that these substances do not uniformly 
hasten alcohol oxidation? It is obvious that they can 
do so only when the rate of alcohol combustion is 
below the maximum. When alcohol oxidation is pro¬ 
ceeding at its fastest rate, these foodstuffs can serve 
no further purpose in this respect. It is well to re¬ 
member, however, that an increase in the oxidation ot 
alcohol is not necessarily a great factor. Nevertheless, 
the use of insulin and glucose has proved to be o 
practical value, perhaps because of a supportive ac¬ 
tion to metabolism during the narcotic depression 
produced by alcohol. 

Severity of Intoxication in Relation to Concentration 
of Alcohol in the Blood 

There is an advantage in determining the level of 
alcohol in the blood, for it is an objective measure¬ 
ment that aids in estimating the severity' of intoxica¬ 
tion. To gauge the degree of intoxication by t ie 
symptoms alone is unsatisfactory, and even physicians 
fail to agree when using such a basis. Various tests 
for mental and physical impairment show that many 
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abstainers and moderate drinkers exhibit impairment 
when the levels of alcohol in the blood are between 
50 mg. per 100 cc. and 100 mg. per 100 cc. by weight. 
Even heavy drinkers who are habituated to alcohol 
show undesirable changes with alcohol values above 
100 mg. per 100 cc. by weight; for example, they ex¬ 
hibit errors in practical driving tests. Clinical intoxica¬ 
tion is frequently seen at 150 mg. per 100 cc. or more, 
and these levels are not consistent with the safe opera¬ 
tion of an auto. Such observations afford a basis for 
the recommendations of the American Medical Asso¬ 
ciation Committee to Study Problems of Motor 
Accidents and the National Safety Council Committee 
on Tests for Intoxication: individuals with concentra¬ 
tions of alcohol in the blood above 150 mg. per 100 cc. 
or its equivalent in urine, saliva, or breath should be 
considered intoxicated. It is generally agreed that the 
equivalents mentioned are given by the following 
proportions or comparative ratios: 

Urine : blood :: 1.20 to 1.30 : 1 

Saliva : blood :: 1.3 : 1 

Blood : Alveolar air :: 2,100 : 1. 

- These figures mean, for instance, that, when alveolar- 
air is in equilibrium with the blood with respect to al¬ 
cohol, 2,100 cc. of alveolar air will contain as many mil¬ 
ligrams of alcohol as does 1 cc. of blood. Those persons 
with concentrations of less than 50 mg. per 100 cc. 
are not to he regarded as under the influence of 
alcohol, but those with concentrations between 50 mg. 
per 100 cc. and 100 mg. per 100 cc. should be judged 
according to the circumstances, including the results 
of physical examination. These injunctions have been 
widely adopted throughout the United States and 
have withstood the test of time. The figure illustrates 
these recommendations and depicts the volumes of 
whiskey or beer necessary to produce the values of 
50 mg. per 100 cc. and 150 mg. per 100 cc., respec¬ 
tively, in a person weighing 150 lb. (68 kg.). Most 
individuals are unmistakably drunk at levels of 200 
mg. per 100 cc. With a level of 350 mg. per 100 cc. 
everyone is intoxicated, and at 450 mg. per 100 cc. the 
intoxication is severe. Levels as low as 350 to 450 mg. 
per 100 cc. have caused death, while those above 550 
mg. are usually fatal in untreated patients. 

Tolerance, Habituation, and Addiction 

The interpretation of effects of alcohol levels in the 
blood, between 50 and 100 mg. per 100 cc., is neces¬ 
sarily questionable (see figure), because the phenom¬ 
ena of tolerance and habituation must be taken into 
consideration in relation to impairment of judgment 
and performance in driving an auto. Tolerance de¬ 
pends upon individual susceptibility, or rather resist¬ 
ance, and is inherent. Habituation differs from 
tolerance, as it is acquired by dint of practice. The 
facts on. habituation are somewhat surprising. We 
know that the practiced drinker usually takes alcohol 
with fewer and less marked effects. Yet we find 
alcohol is absorbed more rapidly than in the abstainer, 
and, for that reason, the peak level in the blood tends 
to be higher. There is no reason to believe that alcohol 
enters the brain of the habituated individual more 
slowly or that he detoxifies the substance more 


rapidly, whether by oxidation or by elimination 
through kidney, lungs, and skin. There is good evi¬ 
dence for the conclusion, however, that habituation 
is an adaptive reaction whereby the central nervous 
system reacts to a lesser degree as a result of exposure 
to alcohol (for a given concentration of alcohol the 
intoxication is more severe when the blood level is 
rising than when it is receding). Moreover, a single 
dose of alcohol provokes such signs of intoxication as 
incoordination, which gradually becomes less severe 
with time, but with successive doses each dose again 
intensifies the signs of acute alcoholism, which again 
disappear despite the higher levels of alcohol. 

Addiction can occur even in individuals with tol¬ 
erance or habituation. Addiction is made manifest by 
the effects of the withdrawal of alcohol that produce 
such serious disturbances that the}' constitute a prob- 
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Drinking limits for motorists are shown in percentages of alco¬ 
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lem both for the individual concerned and for others. 
The results of withdrawal may be moderate, such as 
a craving for alcohol, anxiety, weakness, tremor, and 
perspiration, but they may also be of more grave na¬ 
ture and include anorexia, nausea, vomiting, fever, 
tachycardia, convulsions, hallucinations, and delirium 
tremens. The phenomenon of addiction involves both 
psychological and physiological factors. 

Alcoholic beverages provide a tension-reducing de¬ 
vice. Because alcohol works most strongly against the 
higher functions of the brain, anxiety is diminished. 
The addicted individual seeks more and more fre¬ 
quently the use of alcohol to overcome his intolerance 
to frustration and.finally does so to the exclusion of 
other more accepted methods to obtain this relief. It 
is also probable that the physiological reaction of the 
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person addicted to alcohol is changed. This applies to 
all cells of the body, but particularly to those of the 
brain cells. They act as if they have become adapted to 
alcohol, so that alcohol assumes the characteristic of a 
foodstuff required by the cells. A need for alcohol 
has been created as a result of excessive drinking. After 
withdrawal, we therefore observe the many signs of 
malfunction listed above. Thus, delirium tremens is 
regarded as a manifestation of a withdrawal syndrome. 
Some clinical observations and experimental results 
on human beings support this conclusion. 2 Many 
psychiatrists, however, hold that'delirium tremens is 
not an abstinence syndrome, but rather an acute 
psychosis developed during drinking. According to 
this generally held viewpoint, the treatment is to with¬ 
draw alcohol abruptly and prescribe another depres¬ 
sant drug, usually a barbiturate. The former concept, 
however, suggests that the acute episode is to be ter¬ 
minated by the administration of alcohol. After tire 
acute phase has been managed in this manner, a 
gradual withdrawal of alcohol can be instituted. I 
feel, however, that the management with nonalcoholic 
depressants is the less difficult one. Perhaps both 
viewpoints are correct, and there may be two different 
etiologies for syndromes that seem to be indistinguish¬ 
able in their symptomatology. 2 

Effects of Alcohol on Blood Constituents— One al¬ 
teration of imbibition of alcohol is a decrease in the 
alkali-binding power of the blood. This decrease re¬ 
sults in an acidosis because the depression of the 
brain, including that of the respiratory centers, impairs 
respiratory exchange so that the pulmonary elimination 
of carbon dioxide is diminished. The decrease in the 
alkali reserve is brought about by the accumulation of 
lactic acid. Because of the slow rate of alcohol oxida¬ 
tion, excessive values of lactic acid are observed not 
only in the acute phase but also during the hangover. 
A raised level of acetaldehyde probably plays an im¬ 
portant role both in the toxicity of the acute phase of 
alcoholism and in the hangover when the individual 
suffers from headaches and gastritis. He is also nau¬ 
seated and dizzy. The dizziness is often accompanied 
by a nystagmus and may be a result of the direct ac¬ 
tion of alcohol on the brain and the vestibular 
mechanism. Thus, there are both central and local 
causes for the emesis that so frequently accompanies 
alcoholic excesses. The thirst that is characteristic of 
the hangover is due to loss of fluids by vomiting, 
urination, and shifts of the water balance within the 
body. 

Narcotic Action of Alcohol— The action of alcohol 
on the brain is not entirely understood, but it probably 
interferes with synaptic transmission, for the break 
in continuity between one neuron and die next is the 
most vulnerable point in die transmission of the nerve 
impulse. How alcohol acts to inhibit transmission is 
not known. Is its. first effect to depress energy pro¬ 
duction or to diminish physiological function? It has 
been shown that alcohol reduces the nerve impulse 
before decreasing oxygen consumption. Observations 
indicate further that moderate degrees of inebriation 
can take place without any measurable diminution of 
cerebral metabolic rate, although deep alcoholic coma 
is alwavs associated with a marked decrease of brain 
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metabolism. Thus, it would seem that the effects of 
depression of the cerebral metabolic rate are the last 
in a series of changes diat may be initiated by depres¬ 
sion of function. Another fact against the theory of 
primary action on metabolism is that small concentra¬ 
tions of alcohol stimulate oxidations in excised cerebral 
tissue and alcohol produces its characteristic behav¬ 
ioral effects in such concentrations. Thus, the chief 
reason diat alcohol is ingested is to depress the brain 
and to blunt the mind. It is because of these actions 
that alcohol is included among die central nervous 
system depressants. 

Pattern of Alcohol Depression—l have already re¬ 
ferred to the fact that alcohol in very small concentra¬ 
tions may stimulate tissue metabolism. Similarly, it 
may act as an excitant; yet, in adequate doses, alcohol 
is always a depressant. With depression, however, of 
higher functions such as judgment and memory that 
are capable of reinforcing and inhibiting the action of 
the lower parts of the brain, die lower parts of the 
brain are released from higher control. We see the 
same sort of release in the excitement stage of ether 
anesthesia. Thus, die excitement frequently seen in an 
intoxicated individual is a release phenomenon due 
to depression of the highest brain functions. We may, 
therefore, come to the conclusion diat alcohol is a 
depressant and could be used, for example, as a gen¬ 
eral anesthetic agent if dosages adequate for die induc¬ 
tion of anesthesia were not dangerously near those 
dosages causing respiratory and circulatory collapse. 

The depression of the higher centers renders the 
patient less aware of environment, both internal and 
external. This alters the reaction of an individual to 
stimuli and may explain the inconsistent results re¬ 
ported in literature on the effect of alcohol on the 
threshold of pain. It is probable diat pain is still 
felt but, due to alcohol, becomes relatively unimpor¬ 
tant. Taken from this point of view, namely diat of 
altering the reaction to painful and other stimuli, 
alcohol may be regarded as a prototype of such tran- 
quilizing drugs as the phenothiazine derivatives and 
has an important use in allaying anxiety'. Because the 
higher functions are involved more profoundly, com¬ 
plex reactions are more deeply affected by alcohol 
than are other simple reflexes; judgment, memory, and 
learning suffer first in the alcoholic. Such differential 
changes are seen in a stenographer’s ty'ping, for alcohol 
decreases speed of ty'ping but little, yet the errors be¬ 
come more numerous. Thus, in many ways, alcohol 
has the characteristics of a general anesdietic agent, 
and, in accordance with the description of Guedel of 
ether anesthesia, the first effects are observed on the 
cortical functions. All parts, of the brain are necessarily 
affected, but die symptomatology reveals that die areas 
most deeply involved are those participating in a proc¬ 
ess starting in the cortex and gradually descending 
to envelop the entire brain, including die medulla. 
When, in addition to supramedullary areas, the me¬ 
dulla is finally inhibited, including the respiratory, 
cardiac, and vasomotor centers, the patient is indee 
in a precarious condition. , 

The treatment of acute poisoning due to alcoho 
must be sharply divided into two categories, according 
to whedier the patient is excited or in a coma. The 
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treatment of excitement requires the use of depressant 
drugs, and here we have a vast array of the well- 
known depressants, such as the barbiturates, paralde¬ 
hyde, chloral hydrate, or the new tranquilizing drugs, 
such as chlorpromazine, reserpine, azacyclonol hydro¬ 
chloride, and meprobamate. 3 None of these drugs can 
be administered without some risk to the patient, but, 
by using more than one drug simultaneously and ob¬ 
taining a potentiating action, smaller, less risky doses 
can be employed. The administration of a tranquilizing 
drug by itself may not calm a badly disturbed patient 
with delirium tremens, but, when it is given with one 
of the depressants, the patient can be quieted and af¬ 
forded the sleep necessary to initiate his improvement. 3 

Alcoholic coma may lead to death and must be re¬ 
garded as a medical emergency. The administration 
of saline solution intravenously will help to replace the 
fluid loss in the dehydrated patient and reestablish the 
electrolyte pattern of the blood. The inclusion of dex¬ 
trose and vitamins in the intravenously given infusion 
and the use of insulin may accelerate detoxication, 
and these drugs are of general supportive value to 
' the patient. Tire administration of fructose has also 
been found valuable. If tire patient’s respiration is dan¬ 
gerously depressed, the making of a patent airway and 
the use of artificial respiration may be lifesaving. 
Whether analeptics are to be prescribed is a debated 
matter, although inhalation of 10% carbon dioxide in 
oxygen and injections of amphetamine phosphate and 
pentylenetetrazol (Metrazol) have been recommended. 

Treatment with Disulfiram 

Disulfiram, introduced by Jacobsen, is widely used 
and is obtainable in tablets of 0.5-gm. strength. This 
substance may produce in susceptible individuals un¬ 
desirable effects such as lassitude, dizziness, inter¬ 
ference with taste, and reduced sexual potency, as well 
as changes in the electroencephalogram. Rarely, psy¬ 
chotic reactions are observed in predisposed individ¬ 
uals who, for example, are on the border of a psychotic 
episode or who suffer from brain injury. On the whole, 
however, these undesirable effects are infrequent and 
respond rapidly to a decrease in dosage. The majority 
of individuals do not exhibit these idiosyncratic reac¬ 
tions. The characteristic actions of disulfiram are ob¬ 
served when alcohol is imbibed by an individual who 
is under disulfiram treatment. The effects are rapid 
and dramatic and make the patient feel so uncomfort¬ 
able that they discourage any further drinking. There 
is subjective dyspnea, nausea, vomiting, palpitation of 
the heart, and flushing followed by pallor as the level 
of the blood pressure falls. Today, in most instances, 
however, the actual practice dose of alcohol is not ad¬ 
ministered to a patient receiving disulfiram. It is 
enough for the physician to warn the patient of the 
unpleasant consequences of his breaking the alcoholic 
prohibition. 

The toxic effects are largely due to interference with 
the removal of acetaldehyde. Acetaldehyde is formed 
as usual, but it accumulates as its combustion is in¬ 
hibited. Normally stage 1 is the slowest phase of 
alcohol oxidation. With disulfiram, however, stage 2 
becomes even slower. As a result, the level of acetal¬ 


dehyde increases in the blood, and this abnormal prod¬ 
uct produces toxic changes. In general, it is felt that 
acetaldehyde acts like a sympathomimetic drug, relax¬ 
ing the bronchial musculature and stimulating die 
heart rate. Epinephrine also evokes a rise followed by 
a fall of the blood pressure level. With the administra¬ 
tion disulfiram, however, the increase of the blood 
pressure level is for a comparatively brief period, while 
the reduction is more enduring. 

There are certain contraindications to die use of 
disulfiram. Patients who have diabetes or epilepsy 
that is under good drug control may take disulfiram 
with impunity. Hepatic disease is not necessarily a 
contraindication. It is a wise precaution, however, to 
withhold administration of disulfiram from a patient 
who is on the brink of developing a psychosis. Cer¬ 
tainly one would hesitate to perform a test reaction 
on a patient with cardiovascular disease. For similar 
reasons, debilitated and aged individuals should be 
discouraged from taking this drug. 

Comment 


The argument of this article is that, although alcohol 
affects every organ in the body, we drink it mainly for 
its action on the brain. Alcohol is chiefly a brain de¬ 
pressant and seems to act from above downward. 
Cortical functions are inhibited first and then those of 
lower areas, so that the medulla oblongata is the part 
affected last. Thus, the more complex faculties of 
judgment, memory, learning, self-criticism, and en¬ 
vironmental awareness are the first to be impaired. 
Similarly, the influence of the cortex upon lower brain 
areas is diminished, and their release from cortical 
control is evident in the excitement characteristic of 
one phase of alcoholic intoxication. A mild degree of 
cortical depression serves as the relief from the cares 
of the day and secures relaxation before dinner. A 
drink before bedtime may break a vicious cycle, so 
that one need not take his troubles to bed. Similarly, 
alcohol facilitates interpersonal relationships and per¬ 
forms many other valuable services. 

On the other hand, when alcohol is not taken as a 
temporary relief but is used instead of more appropri¬ 
ate methods to resolve difficulties in an individual’s 
environment, whether at work or at home, or when 
drinking is due to inner conflicts, as in a person with a 
schizophrenic personality, the drinker invites further 
trouble. He is then on the road to chronic alcoholism 
and may finally become an addict. It is not alcohol but 
the way that we use it that determines its value to us. 

The figure is reproduced with permission from Harger, H. N\, 
and Hulpieu, H. R.: Pharmacology of Alcohol, in Alcoholism, 
edited by G. N. Thompson, Springfield, Ill., Charles C Thomas, 
Publisher, 1956, chap. 2, pp. 103-332. 
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ALCOHOLISM 
GUEST EDITORIAL 
Marvin A. Block, M.D. 

A step toward the eventual solution of one of the 
nation’s most perplexing public health problems, alco¬ 
holism, was taken in Seattle at the clinical meeting of 
the American Medical Association last November. 
There, the House of Delegates approved a resolution 
urging that all cooperative patients with a diagnosis 
of alcoholism be admitted without prejudice to gen¬ 
eral hospitals. Additionally, the House of Delegates 
recommended that the resolution be brought to the 
attention of the A. M. A. Council on Medical Educa¬ 
tion and Hospitals, the American Hospital Association, 
and the Joint Commission on Accreditation of Hos¬ 
pitals for purposes of implementing educational ap¬ 
proaches to problems of alcoholism. This resolution, 
which was submitted through the Board of Trustees 
by the Council on Mental Health and its Committee 
on Alcoholism, was published in its entirety in the 
Oct. 20,1956, issue of The Journal. 

Chronic alcoholism in the United States has reached 
the alarming degree where it directly affects about 20 
million people, who are the families of alcoholic pa¬ 
tients, estimated at almost 5 million. Indirectly, every 
man, woman, and child in the United States is affected 
sociologically, psychologically, and economically by 
this problem. For many years, the problem of coping 
with alcoholism was left for the most part to law en¬ 
forcement, religion, and the social agencies of the 
country. Only comparatively recently has the public 
begun to accept it as a disease entity that requires 
medical attention. This offers to the medical profession 
a challenge it cannot ignore. 

This issue of The Journal contains the second of a 
series of articles dealing with alcoholism (page 545). 
Two additional papers of this series, “The Psychiatric 
Treatment of the Alcoholic” and “The Sociological 
Aspects of Alcoholism,” will appear in subsequent 
issues. The series is designed to give the practicing phy¬ 
sician specific information for use in treating the alco¬ 
holic patient. The papers will eventually be combined 
into a pamphlet to be distributed to physicians upon 
request. However, the interest, patience, devotion, 

Chairman, Committee on Alcoholism. 


and understanding required to treat such patients 
successfully cannot be described in a paper. These 
qualities must be supplied by the physician from the 
same source that motivated him originally to choose 
his profession and from the ideals and courage that 
helped him through his years of training. 

Some physicians may be reluctant to accept alco¬ 
holism as a disease. They, along with many of the 
general public, may feel there is a moral issue in¬ 
volved in excessive drinking. In some cases this could 
be true. However, when problem or compulsive drink¬ 
ing is involved, it is the obligation of the physician to 
make the differentiating diagnosis-andJreat.it. as the 
disease it is. 

Heretofore, unfortunately, when a physician was 
willing to treat such patients, he often lacked the 
specific knowledge necessary to render the most 
efficient type of service. Many hospitals, where these 
men had trained, did not admit alcoholic patients, and 
other sources for such training were not easily avail¬ 
able. Literature was difficult to obtain and sometimes 
confusing. This made treatment difficult and inis- 
trating. 

With the passage of the new resolution, however, 
it is hoped that this situation will be changed. The 
American Medical Association has accepted alcoholism 
as a disease that should be treated by a physician in 
a hospital setting when necessary. This will help re¬ 
move the stigma heretofore so often attached to this 
diagnosis. It will give medical students and student 
nurses an opportunity to see and deal with these 
people. It will allow interns and residents to observe 
and share in treatment of these patients, who exist 
everywhere. With this will come understanding of 
and familiarity with the problem and knowledge of 
how to deal with it. New physicians entering private 
practice will no longer lack the experience of treating 
alcoholics. No more will subterfuge be necessary to 
gain admission for such patients to general hospitals, 
where they will not be either ostracized or segregated. 

Of course, there may be some areas that Mil resist 
this type of service. However, it is hoped that even¬ 
tually the concurrent work of the Joint Commission 
on Accreditation of Hospitals, the American Medic® 
Association, and die American Hospital Association 
will cause such resistance to fade. 

As with many other diseases that in the past were 
neglected, alcoholism will take its place, recogni ze 
by the physician as within his province— indeed, > !S 
duty'—to treat with the same studiousness, devotion, 
and interest he has given his other work. As with ot > cr 
illnesses, this interest will stimulate study and re 
search. The history of medicine is highlighted wi 
conquests of many serious diseases, once the physio* 
has accepted their challenge. The future may well se 
alcoholism as one of them. 


THE COST OF MEDICAMENTS 

Despite the fact that newer drugs assist the pby*‘ 
cian in curing a patient s illness much more rapi ^ 
effectively, and without the dangerous side-efiec : s 
in the past, both the public and the medical pro 
still question the relative rise in the cost of trea 
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by prescription. The rise miist be called relative, rather 
than actual, when one considers the economy resulting 
from the reduced number of days that therapy is 
required, the fact that hospitalization is no longer 
needed in many cases, and the decreased number of 
visits that must be made by, or to, the family physi¬ 
cian for each illness. 

The major determination of a drug’s price is the 
previous cost of the research behind the finished 
product. Whether it be a completely new idea or an 
improvement on some established drug, much time, 
personnel, and equipment are required just to prepare 
the medicament for experimental marketing. After in 
vitro trials, there must be extensive in vivo testing, 
performed by clinicians using quantities of the drug 
manufactured by processes not having the advantages 
of mass production, therefore at a much greater than 
normal cost. 

If and when the medicament has been proved 
worthy of inclusion in the therapeutic armamentarium, 
then the manufacturer must supply the tremendous 
capital to build such techniques as will allow mass 
.production on a practical basis. After volume produc¬ 
tion is obtained, the third major factor controlling 
the price of a drug is volume sales. The more of a 
product that is sold, the less the actual profit margin 
that need be taken to insure a fair return on an 
original investment. When there is mutual agreement 
as to efficacy, widespread use of an ethical drug de¬ 
pends strictly on the practicing physician. He must 
be informed of its existence, thoroughly understand 
its pharmacology, and then be enticed to put it to 
trial with his own patients, so that he is able to eval¬ 
uate his own experiences. 

Most physicians learn of new products by scientific 
papers, medical meetings, and directly from the 
pharmaceutical house manufacturing the product. This 
last means of communication, advertising, is probably 
the least understood. It has often been said that drugs 
could be sold for much less if the cost of advertising 
were not added to the original cost of preparation. 
This fallacy should be dispelled. Most ethical drug 
firms spend an average of 5% of the retail sales to 
inform the medical profession of their products. If the 
cost of advertising were eliminated completely, a 
50-cent capsule could then retail for about 48 cents. 
Unfortunately, this elimination of advertising cost pre¬ 
cludes the means necessary to produce the volume 
sales without which the cost of the capsule could not 
have been brought down to the 50-cent selling price. 
In other words, the mass-produced and widely used 
capsule is the eventual result, rather than the cause, 
of advertising to the medical profession. 

One unusual aspect of medical advertising is that 
it is not even directed toward the actual consumer. It 
must be presented to the physician who does the selec- 
bon for the eventual buyer. This in itself should 
eliminate the fallacious or sensational modalities usual¬ 
ly reserved for those without the discriminating powers 
that are derived from scientific training and observa¬ 
tions. 

Lastly, there is the factor of competition. Tire 
physician will always consider the matter of price 
to his patient, if there is any clinically satisfactory 


choice open to him. Pharmaceutical manufacturers, 
as in any other business, always vie with each other 
to produce their product at a lower price, consistent 
with quality. The end-result is usually price stabiliza¬ 
tion at the lowest possible level. 

Today, the price a patient really pays for his medi¬ 
cine is far less than in the past. Physicians knowing 
the actual facts concerning the cost of the medicaments 
can pass on the benefits of this knowledge to patients. 


COMPULSORY BLOOD TESTING 

Legal requirements for premarital and prenatal 
serologic blood testing should not be rescinded until 
all the many questions for and against such legislation 
have been answered by a sound epidemiologic study, 
according to a panel of eminent dermatologists and 
public health representatives. 

Dr. Charles R. Rein, chairman of this special sym¬ 
posium at the recent meeting of the American Acad¬ 
emy of Dermatology and Syphilology, called the panel 
“an unofficial expert committee to evaluate the medical 
and economic value of this existing legislation.” All 
but seven states now have some form of compulsory 
blood-testing program. In discussing all aspects of the 
subject, Dr. Rein mentioned the New York state study 
of 1954, which indicated the cost per infectious case 
discovered to be about $30,000. This same study 
showed that only one new infectious case of syphilis 
was found per 10,000 persons examined. In contrast. 
Dr. Rein then referred to the increasing cases of 
syphilis being reported, especially among young peo¬ 
ple. Many persons with cases never officially reported 
might well have had no treatment, or inadequate 
indirect treatment, until discovered by compulsory 
blood testing. Discovery of disease at the time of mar¬ 
riage might avert family tragedy, as well as stop the 
spread of the infection. 

Citing experience at the University of Michigan 
Hospitals, Dr. Arthur C. Curtis showed that, in 1955, 
less than 2% of those screened by serologic testing 
manifested a positive reaction for syphilis, as compared 
to over 5% in 1945. At the same time, by the concurrent 
use of the Treponema pallidum immobilization test, 
in over half of these persons the seropositive reactions 
were proved to be biologic false-positive reactions. 

According to Dr. Nicholas J. Fiumara, armed forces 
studies revealed that, of every five persons with posi¬ 
tive blood tests discovered on induction, two needed 
treatment. On separation from military service, of 
every five who had a positive serologic test, one was 
in need of treatment, either because the case had been 
unknown previously or because inadequate therapy 
had been given. 

When one is considering industry and preinsurance 
examinations, blood testing should be part of the rou¬ 
tine, according to Dr. Harold J. Magnuson. He cited 
evidence of such procedures not only protecting the 
public health but also protecting the patient and the 
financially interested third party-the employer. At 
the same time that Dr. Magnuson stressed the con¬ 
fidentiality of such an examination, he also cited the 
employers liability in the event of future diagnosis. 
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ALCOHOLISM 
GUEST EDITORIAL 

Marvin A. Block, M.D. 

A step toward the eventual solution of one of the 
nation s most perplexing public health problems, alco¬ 
holism, was taken in Seattle at the clinical meeting of 
the American Medical Association last November. 
There, the House of Delegates approved a resolution 
urging that all cooperative patients with a diagnosis 
of alcoholism be admitted without prejudice to gen¬ 
eral hospitals. Additionally, the House of Delegates 
recommended that the resolution be brought to the 
attention of the A. M. A. Council on Medical Educa¬ 
tion and Hospitals, the American Hospital Association, 
and the Joint Commission on Accreditation of Hos¬ 
pitals for purposes of implementing educational ap¬ 
proaches to problems of alcoholism. This resolution, 
which was submitted through the Board of Trustees 
by the Council on Mental Health and its Committee 
on Alcoholism, was published in its entirety in the 
Oct. 20, 1956, issue of The Journal. 

Chronic alcoholism in the United States has reached 
the alarming degree where it directly affects about 20 
million people, who are the families of alcoholic pa¬ 
tients, estimated at almost 5 million. Indirectly, every 
man, woman, and child in the United States is affected 
sociologically, psychologically, and economically by 
this problem. For many years, the problem of coping 
with alcoholism was left for the most part to law en¬ 
forcement, religion, and the social agencies of the 
country. Only comparatively recently has the public 
begun to accept it as a disease entity that requires 
medical attention. This offers to the medical profession 
a challenge it cannot ignore. 

This issue of The Journal contains the second of a 
series of articles dealing with alcoholism (page 545). 
Two additional papers of this series, “The Psychiatric 
Treatment of the Alcoholic” and “The Sociological 
Aspects of Alcoholism,” will appear in subsequent 
issues. The series is designed to give the practicing phy¬ 
sician specific information for use in treating the alco¬ 
holic patient. The papers will eventually be combined 
into a pamphlet to be distributed to physicians upon 
request. However, the interest, patience, devotion, 

Chairman, Committee on Alcoholism. 


and understanding required to treat such patients 
successfully cannot be described in a paper. These 
qualities must be supplied by the physician from the 
same source that motivated him originally to choose 
his profession and from the ideals and courage that 
helped him through his years of training. 

Some physicians may be reluctant to accept alco¬ 
holism as a disease. They, along with many of the 
general public, may feel there is a moral issue in¬ 
volved in excessive drinking. In some cases this could 
be true. However, when problem or compulsive drink¬ 
ing is involved, it is the obligation of the physician to 
make the differentiating diagnosis-and_treat.it as the 
disease it is. 

Heretofore, unfortunately, when a physician was 
willing to treat such patients, he often lacked the 
specific knowledge necessary to render the most 
efficient type of service. Many hospitals, where these 
men had trained, did not admit alcoholic patients, and 
other sources for such training were not easily avail¬ 
able. Literature was difficult to obtain and sometimes 
confusing. This made treatment difficult and frus¬ 
trating. 

With the passage of the new resolution, however, 
it is hoped that this situation will be changed. The 
American Medical Association has accepted alcoholism 
as a disease that should be treated by a physician in 
a hospital setting when necessary. This will help re¬ 
move the stigma heretofore so often attached to this 
diagnosis. It will give medical students and student 
nurses an opportunity to see and deal with these 
people. It will allow interns and residents to observe' 
and share in treatment of these patients, who exist 
everywhere. With this will come understanding ol 
and familiarity with the problem and lmowledge of 
how to deal with it. New physicians entering private 
practice will no longer lack the experience of treating 
alcoholics. No more will subterfuge be necessary to 
gain admission for such patients to general hospitals, 
where they will not be either ostracized or segregated. 

Of course, there may be some areas that will res ' sf 
this type of service. However, it is hoped that even¬ 
tually the concurrent work of the Joint Commfc' 01 ’ 
on Accreditation of Hospitals, tire American Medica 
Association, and the American Hospital Association 
will cause such resistance to fade. 

As with many other diseases that in the past were 
neglected, alcoholism will take its place, recognize 
by the physician as within his province— indeed, lS 
duty—to treat with the same studiousness, devotion, 
and interest he has given his other work. As with ot ier 
illnesses, this interest will stimulate study and re 
search. The history of medicine is highlighted w 
conquests of many serious diseases, once the physic 1 
has accepted their challenge. The future may we se 
alcoholism as one of them. 


THE COST OF MEDICAMENTS 

Despite the fact that newer drugs assist the pty sl 
cian in curing a patient s illness much more rapi 
effectively, and without the dangerous side-ettec 
in the past, both the public and the medical pro ® ^ 
still question the relative rise in the cost of trea 
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by prescription. The rise must be called relative, rather 
than actual, when one considers the economy resulting 
from the reduced number of days that therapy is 
required, the fact that hospitalization is no longer 
needed in many cases, and the decreased number of 
visits that must be made by, or to, the family physi¬ 
cian for each illness. 

The major determination of a drug’s price is the 
previous cost of the research behind the finished 
product. Whether it be a completely new idea or an 
improvement on some established drug, much time, 
personnel, and equipment are required just to prepare 
the medicament for experimental marketing. After in 
vitro trials, there must be extensive in vivo testing, 
performed by clinicians using quantities of the drug 
manufactured by processes not having the advantages 
of mass production, therefore at a much greater than 
normal cost. 

If and when the medicament has been proved 
worthy of inclusion in the therapeutic armamentarium, 
then the manufacturer must supply the tremendous 
capital to build such techniques as will allow mass 
.production on a practical basis. After volume produc¬ 
tion is obtained, the third major factor controlling 
the price of a drug is volume sales. The more of a 
product that is sold, the less the actual profit margin 
that need be taken to insure a fair return on an 
original investment. When there is mutual agreement 
as to efficacy, widespread use of an ethical dmg de¬ 
pends strictly on the practicing physician. He must 
be informed of its existence, thoroughly understand 
its pharmacology, and then be enticed to put it to 
trial with his own patients, so that he is able to eval¬ 
uate his own experiences. 

Most physicians learn of new products by scientific 
papers, medical meetings, and directly from the 
pharmaceutical house manufacturing the product. This 
last means of communication, advertising, is probably 
the least understood. It has often been said that drugs 
could be sold for much less if the cost of advertising 
were not added to the original cost of preparation. 
This fallacy should be dispelled. Most ethical drug 
firms spend an average of 5% of the retail sales to 
inform the medical profession of their products. If the 
cost of advertising were eliminated completely, a 
50-cent capsule could then retail for about 48 cents. 
Unfortunately, this elimination of advertising cost pre¬ 
cludes the means necessary to produce the volume 
sales without which the cost of the capsule could not 
have been brought down to the 50-cent selling price. 
In other words, the mass-produced and widely used 
capsule is the eventual result, rather than the cause, 
of advertising to the medical profession. 

One unusual aspect of medical advertising is that 
it is not even directed toward the actual consumer. It 
must be presented to the physician who does the selec¬ 
tion for the eventual buyer. This in itself should 
eliminate the fallacious or sensational modalities usual¬ 
ly reserved for those without the discriminating powers 
that are derived from scientific training and observa¬ 
tions. 

Lastly, there is the factor of competition. The 
physician will always consider tire matter of price 
to his patient, if there is any clinically satisfactory 


choice open to him. Pharmaceutical manufacturers, 
as in any other business, always vie with each other 
to produce their product at a lower price, consistent 
with quality. The end-result is usually price stabiliza¬ 
tion at the lowest possible level. 

Today, the price a patient really pays for his medi¬ 
cine is far less than in the past. Physicians knowing 
the actual facts concerning the cost of the medicaments 
can pass on the benefits of this knowledge to patients. 

COMPULSORY BLOOD TESTING 

Legal requirements for premarital and prenatal 
serologic blood testing should not be rescinded until 
all the many questions for and against such legislation 
have been answered by a sound epidemiologic study, 
according to a panel of eminent dermatologists and 
public health representatives. 

Dr. Charles R. Rein, chairman of this special sym¬ 
posium at the recent meeting of the American Acad¬ 
emy of Dermatology and Syphilology, called the panel 
"an unofficial expert committee to evaluate the medical 
and economic value of tin's existing legislation.” All 
but seven states now have some form of compulsory 
blood-testing program. In discussing all aspects of the 
subject, Dr. Rein mentioned the New York state study 
of 1954, which indicated the cost per infectious case 
discovered to be about $30,000. This same study 
showed that only one new infectious case of syphilis 
was found per 10,000 persons examined. In contrast. 
Dr. Rein then referred to the increasing cases of 
syphilis being reported, especially among young peo¬ 
ple. Many persons with cases never officially reported 
might well have had no treatment, or inadequate 
indirect treatment, until discovered by compulsory 
blood testing. Discovery of disease at the time of mar¬ 
riage might avert family tragedy, as well as stop the 
spread of the infection. 

Citing experience at the University of Michigan 
Hospitals, Dr. Arthur C. Curtis showed that, in 1955, 
less than 2% of those screened by serologic testing 
manifested a positive reaction for syphilis, as compared 
to over 5% in 1945. At the same time, by the concurrent 
use of the Treponema pallidum immobilization test, 
in over half of these persons the seropositive reactions 
were proved to be biologic false-positive reactions. 

According to Dr. Nicholas J. Fiumara, armed forces 
studies revealed that, of every five persons with posi¬ 
tive blood tests discovered on induction, two needed 
treatment. On separation from military service, of 
every five who had a positive serologic test, one was 
in need of treatment, either because the case had been 
unknown previously or because inadequate therapy 
had been given. 

When one is considering industry and preinsurance 
examinations, blood testing should be part of the rou¬ 
tine, according to Dr. Harold J. Magnuson. He cited 
evidence of such procedures not only protecting the 
public health but also protecting the patient and the 
financially interested third party-the employer. At 
the same time that Dr. Magnuson stressed the con¬ 
fidentiality of such an examination, he also cited the 
employers liability in the event of future diagnosis. 
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Dr. Adele C. Shepard reviewed the original prin¬ 
ciples behind the legal compulsion to have blood tests 
and stressed that, while education and marriage coun¬ 
seling should be part of the required premarital ex¬ 
amination, she felt this most important aspect was 
being ignored in favor of simple legal compliance. Dr. 
Shepard further questioned the case-finding value of 
laboratory testing without the follow-up of clinical 
evaluation. In New Jersey, in 45,000 tests performed 
in one year, 310 persons with positive results were 
found, and, of these, 104 needed some form of treat¬ 
ment or retreatment. Eighteen of the original 45,000 
persons had early clinical syphilis. 

Concluding the panel discussion, Dr. Clarence A. 
Smith, chief of the venereal disease division of the 
Public Health Service, presented evidence that, in 
states where compulsory blood-testing laws exist, there 
is a continued downward trend in morbidity due to 
syphilis. Of great importance, in states with a rising 
infant mortality due to syphilis, there was an immedi¬ 
ate and marked decline of this mortality after the 
introduction of compulsory blood testing. 

In general, it was this panel’s assumption, not proved 
fact, that compulsory blood-testing laws have con¬ 
tributed to tire reduction of morbidity due to syphilis. 
It was also believed that such laws brought many per¬ 
sons to necessary medical care who would never have 
sought it. However, careful epidemiologic studies, not 
assumed theories, are urgently needed to either con¬ 
firm or refute the value of the compulsory blood test. 


STANDARD NOMENCLATURE OF 
DISEASES AND OPERATIONS 

The philosophy of the Standard Nomenclature of 
Diseases and Operations is a concept of a nomen¬ 
clature scientifically designed and arranged, which 
can easily be kept current with die advancements of 
medical science and yet meet the needs of physicians 
in their office and hospital practices. This concept is 
basic to the purposes of the nomenclature. 

A major purpose for the development of the Stand¬ 
ard Nomenclature of Diseases and Operations was the 
need for a common language for die statement of 
diagnostic terms and for a means or system whereby 
diagnoses could be suitably recorded without duplica¬ 
tion and confusion. The common language selected 
consisted of those terms, expressive and descriptive of 
the disease, the meaning of which would be clear and 
specific and which could be accepted universally with¬ 
out ambiguity. To accomplish diis, all duplicate and 
unnecessary terms and eponyms were eliminated. With 
this common term approach and without ambiguity, 
communication between physicians is enhanced, and 
the comparison of clinical experiences between in¬ 
stitutions becomes sound, is easily encouraged, and is 
attainable as uniformity and accuracy of clinical ex¬ 
pression are prescriptive and customary. 

In fact, the Standard Nomenclature describes dearly, 
with definitiveness and with the greatest possible pre¬ 
cision, the main characteristic about every disease. It 
does this with a clarity that far surpasses words and 
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with unambiguity by means of a specific code number 
for each disease—a code number in which each digit 
conveys a factor without confusion. 

A virtue of the Standard Nomenclature of Diseases 
and Operations is that it never departs from its basic 
philosophy and purposes. Its principles of construction 
and use are held inviolate. Despite pressure for devia¬ 
tion, all additions, changes, and deletions must have uni¬ 
versal acceptance before adoption, and then only if such 
action is in conformity with the basic philosophy and 
purposes and the need of the physician in his practice. 

It is recognized that special professional groups have 
vested interests, but the primary interest of the Stand¬ 
ard Nomenclature of Diseases and Operations is clini¬ 
cal. This does not mean that the needs and desires of 
specialty groups cannot be accommodated within the 
basic principles of the nomenclature. 

The size of the volume and the number of terms it 
contains are large but to reduce either would defeat 
the basic philosophy. Terminology is not static. It is 
necessary to carry some terms over from the past into 
the present and lay the groundwork for the future. 
The nomenclature is always in a state of evolution, but,-.. 
as the principles of the construction and use of the 
Standard Nomenclature are scientifically conceived 
and followed, the changes that occur as a result of tire 
advancement of medicine are readily incorporated ami 
are also in harm on)' with the needs of the majority. 

At present, the Standard Nomenclature of Diseases 
and Operations is the nomenclature in use in approxi¬ 
mately 85% of the hospitals listed by tire American 
Hospital Association. 1 Its use by physicians and group 
practice clinics is increasing daily. This almost uni¬ 
versal acceptance of the Standard Nomenclature of 
Diseases and Operations is a recognition of its adapt¬ 
ability to the needs of the practicing physician. The 
size and volume of the services of physicians or hos¬ 
pitals have no relationship to tire employment of a 
nomenclature that is clear, specific, and not misleading. 

Most hospitals and physicians using the nomen¬ 
clature in their record departments for statement o 
diagnosis use the classification for the recording o 
these diagnoses as well. The classification, being a 
clinically based numerical system, has all the simp 1 
fication and amplification advantages of a numeric;' 
code system. It is easily accommodated to a pn' a 
physician’s office, a 10-bed hospital, or to a 1,000- « 
specialized research medical center. The Stan ar 
Nomenclature classification is not a statistical one. 
is a clinical classification, in which entities and co 
numbers are specific, without duplication and am > 
guity. Its use therefore, as a statistical classification i 
an incorrect application and is not recommences 
However, it is obvious that no statistical classifies 1 
for recording of morbidity or mortality is any be 
than tire base statistics used. If tire base statistics us 
are formulated upon a set of diagnoses that arc 
specific but contain duplicate and ambiguous ’ 
the resultant analyses are invalid and not compare 
For the accurate and effective reporting of mor 1 
and mortality statistics, the use of the Standard . m t j ie 
clature for statement of diagnoses for inclusion m■ 
basic data to be compiled is imperative. Tie ‘ 
analysis is not better than the basic data. If t ie 
data are incorrect, the analyses are equally so. 
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ORGANIZATION SECTION 


SCIENTIFIC ASSEMBLY-NEW YORK MEETING 
JUNE 3-7, 1957 

The Council on Scientific Assembly has arranged for 
three sessions of the Section on Miscellaneous Topics 
for the New York Meeting with appointment of the 
following officers: 

Allergy 

Carl E. Arbesman, M.D., Buffalo, Co-chairman. 
Ethan Allen Brown, M.D., Boston, Co-chairman. 
Clarence Bernstein, M.D., Orlando, Fla., Secretary. 
Trial Demonstrations on the Use of Chemical Tests for 
Intoxication 

Herman A. Heise, M.D., Milwaukee, Chairman. 
Alexander S. Wiener, M.D., Brooklyn, N. Y., Sec¬ 
retary. 

Effective Presentation of Medical Information 

(Lectures, lantern slides, use of microphones, motion 
pictures, television, scientific exhibits) 

Elbert DeCoursey, Brigadier General, M. C., Fort 
Sam Houston, Texas, Chairman. 

Coye Mason, M.D., Chicago, Secretary. 

Each of the 20 sections of the Scientific Assembly 
has arranged a group of exhibits dealing with its own 
branch of medicine. In addition, several special fea¬ 
tures have been arranged and committees have been 
appointed for the purpose. 

Special Exhibit on Fractures 
Ralph G. Carothers, M.D., Cincinnati, Chairman. 
Harry B. Hall, M.D., Minneapolis. 

Charles V. Heck, M.D., Chicago 
Special Exhibit on Fresh Tissue Pathology 

(Sponsored by the Section on Pathology and Phys¬ 
iology) 

Samuel A. Levinson, M.D., Chicago, Chairman. 
With the cooperation of the New York Pathological 
Society. 

Special Exhibit on Pulmonary Function Testing 
(Sponsored by the Section on Diseases of the Chest) 
George R. Meneely, M.D., Nashville, Tenn, Chair¬ 
man. 

Maurice S. Segal, M.D., Boston. 

John H. Seabury, M.D., New Orleans. 

James J. Calloway, M.D., Nashville, Tenn. 

Burgess L. Gordon, M.D., Philadelphia, ex officio. 
Edwin R. Levine, M.D., Chicago, ex officio. 

Exhibit Symposium and Question-and-Answer Con¬ 
ference on Foods and Nutrition 
Clement A. Smith, M.D., Boston, Chairman. 
William J. Darby, M.D., Nashville, Tenn. 

George R. Cowgill, Ph.D., New Haven, Conn. 

Philip L. White, Sc.D., Chicago. 
Question-and-Answer Conference and Exhibit Sym¬ 
posium on Perinatal Mortality 
(Sponsored hy tire Sections on Obstetrics and 
Gynecology and on Pediatrics) 


George M. Wheatley, M.D., New York, Chairman. 
Peter Gruenwald, M.D., Jersey City, N. J. 

John Mclver, M.D., Quincy, Mass. 

Exhibit Symposium on Arthritis and Rheumatism 
John W. Sigler, M.D., Detroit, Chairman. 

Donald F. Hill, M.D., Tucson, Ariz. 

L. Maxwell Lockie, M.D., Buffalo. 

“A P. E. for Every M.D.” 

(Physical examinations for visiting physicians, in¬ 
cluding electrocardiograms, chest x-rays, eye exami¬ 
nations, and x-rays of the gastrointestinal tract. The 
demonstrations are sponsored by the Section on 
General Practice with the assistance of the General 
Electric X-Ray Corporation, National Society for the 
Prevention of Blindness, American Cancer Society, 
and the National Tuberculosis Association.) 

Charles E. McArthur, M.D., Olympia, Wash., Chair¬ 
man. 


REPEAT MISSIONARY TELECAST 

Overwhelming response from physicians, church¬ 
men, and the general public has prompted March of 
Medicine to repeat its hour-long documentary on mis¬ 
sionary medicine Tuesday, March 5, at 9:30 p. m. EST 
over the NBC television network. This latest in the 
television series, produced and sponsored by Smith, 
Kline & French Laboratories in cooperation with tire 
American Medical Association, is called “Monganga,” 
the word meaning “white doctor” in tribal dialect. 
Originally televised Nov. 27, it brought a heavy flow 
of enthusiastic letters, telegrams, phone calls, and per¬ 
sonal messages, many asking that the program be tele¬ 
vised again. The show chronicles the daily labors of 
one African missionary, Dr. John Ross, as an “illustra¬ 
tion of the work American doctors are doing for sick 
people all over the world.” John Gunther, author of 
“Inside Africa,” is the principal commentator for the 
program, providing background on Africa and on the 
work of the medical missionary. 


“HOME CARE” INFORMATION AVAILABLE 

Because of increased interest among medical socie¬ 
ties in organized ‘home care” programs—such as the 
one inaugurated by Montefiore Hospital, New York, 
several years ago, the A. M. A. Council on Medical 
Service recently undertook a study of existing programs 
throughout the country. The new study includes in¬ 
formation on the organization, development, financing, 
medical services provided, and problems encountered 
in the various home care programs. Any medical soci¬ 
ety desiring further information should contact the 
Council. 
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MEDICINE AND THE LAW 


EXPRESSING OPINIONS AS TO FORMER TREATMENTS 

Irwin Alper, LL.B., M.D., Utica, N. Y. 


My earliest recollection of the family physician was 
at about age 5 during one of my periodic bouts with 
tonsillitis. I recall the goateed doctor as he came into 
the house with a bustle of activity. He dropped his pro¬ 
fessional bag on a table and with a sweeping gesture 
picked up a bottle of a yellow liquid medicine that an¬ 
other physician had prescribed for me when he was 
unavailable, sniffed at it several times, and then, as 
though in anger, flung it out of the window saying, 
“Poison, that’s what it is, it’s a wonder he didn’t die 
of poison!” I recall now the awe and admiration with 
which my poor bewildered parents viewed the scene 
and tire fear that it instilled in me. I remember that 
the new medicine that he gave me was different in 
color though suspiciously similar in taste. I thought of 
him as a wonderful person and how fortunate we were 
to have had him as our family physician, but was given 
food for drought when my father said to me, “There 
is an old Hebrew Proverb which states that ‘Even life 
and death is often within the power of one’s tongue!’ ” 
This scene occurred a long time ago. The court cal¬ 
endars were not cluttered then with all kinds of tort 
actions, for automobiles were scarce, and malpractice 
was then not even a word in tire dictionary. How the 
times have changed! Today that outburst by my fam¬ 
ily physician might well have had one or both of the 
following results: (1) an action against the first doc- 

Claims Cases on Court Calendar in New York , 1954 and 1955 


On hiuul at first of year. 090 $5$ 

Reported during the year. 499 &>4 

Total during the year.,.,. I.IS9 1,05*2 

Disposed of during the year... 399 393 

On hand nt end ot year. 790 999 


tor by my parents alleging malpractice, and (2) an 
action by M.D. no. 1 against M.D. no. 2 for libel and 
slander. Failure in the malpractice suit might well have 
predicated success in the slander suit. 

There is a great deal written today about crowded 
court calendars. In fact, in some jurisdictions a case 
may not be called for trial for three to four years after 
it is filed. We find also that in the great number of 
cases filed today there is an ever-increasing number of 
malpractice suits against physicians and surgeons and 
perhaps an even larger number of claims that do not 
get as far as being filed for trial. Thus, the report of 
die Malpractice Insurance and Defense Board 1 states 
that there were 456 new suits and claims filed in the 
New York state courts in 1951, and 377 suits and claims 


closed. Similarly, in 1952, 509 new suits were filed and 
467 closed. For the years 1954 and 1955 tire statistics 
for New York state = were as shown in the table. 

The statistics show that there was an average of 
about 500 claims and suits filed and 400 disposed of 
against physicians and surgeons for the years 1951, 
1952, 1954, and 1955 by die Malpractice Insurance 
and Defense Board and its carrier. This does not in¬ 
clude claims made against uninsured physicians or 
those insured by another carrier. If one were able to 
estimate the number of the latter and add that to the 
figures listed above, the total number of suits anil 
claims against physicians and surgeons by patients 
would be very large indeed. 

Secondary Causes of Claims and Suits 

Many studies have been made to determine and 
correlate the motivating factors that produce malprac¬ 
tice suits and claims. They were not all found to be 
motivated by the thought of easy gain or the avoid¬ 
ance of paying a doctor’s bill. There are those that are 
based on maltreatment and negligence: the sponges 
and forceps left in the abdomen, the severed nerve 
overlooked when lacerated tendons are sutured, the 
avoidable anesthesia accidents, and other such inci¬ 
dents that create legal liability. And there are the cases 
that are brought about by “the speech of people, 
often those people who should know better, such as 
other doctors, nurses, and lawyers. 

The New York State Malpractice Insurance and De¬ 
fense Board reviewed 500 claims in 1953 for the pur¬ 
pose of determining the secondary causes that persuad¬ 
ed some patients to file a suit. They found that in SI 
of those 500 cases the secondary causes of suits were 
sufficiently clear to classify them. 1 In 37% of these 
cases the patients suing were doctors, lawyers, or 
nurses or were urged to sue by friends or relatives who 
were members of these professions. Suits of doctors to 
collect fees from dissatisfied patients (who presumably 
counterclaimed malpractice) constituted 23% of the 
cases. The secondary cause of 20% of these suits was 
callousness, or failure on the part of tire attending 
doctor to respond to the desires of the patients or to 
heed their complaints. Included in these were cases 
in which the patient resented the doctor’s attitude or 
lack of frankness. Unnecessary criticism by other doc¬ 
tors was the secondary cause in 14% of these cases. Ex¬ 
cessive fees demanded by the physician represente 
the secondary cause of 6%. 
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It would appear that 51% of these malpractice claims 
were instigated by other members of the medical 
and allied professions, and 14% were admittedly 
brought about by unnecessary and unethical criticism 
of one doctor by another. By prorating this formula 
through the number of malpractice claims and suits 
started in all the states throughout the country, one 
can see that it is a real cause of concern to doctors that 
so many of their brethren do not heed the ancient 
proverb, “Life and death is often within the power of 
one’s tongue!” 

It may be noted from the above that in a large num¬ 
ber of cases the germ of malpractice is inoculated into 
die ever-fertile brain of a prospective litigant by the 
unwise and often incorrect remarks of a physician im¬ 
plying criticism of the service, treatment, prescriptions, 
or failure of treatment of a former physician. This 
need not be expressed in so many words or in simple 
language. Often a shrug of the shoulders, a blinking 
of the eyes, a gesture implying helplessness in connec¬ 
tion with a discussion of a previous doctor’s treatment, 
or some other such gesture, sound, or grimace is 
enough to imply that the patient has not been properly 
treated or in fact has actually been mistreated by the 
other doctor. In this modern “sue-conscious” age, this 
is often enough to encourage a suit for malpractice. 
And, of course, each such suit or claim that is insti¬ 
gated has an effect on the over-all malpractice insurance 
picture, causing malpractice insurance rates to be as 
high as they are. 

It can well be said that a critic’s “chickens come 
home to roost” when he is forced to pay a higher rate 
for his malpractice insurance because of his own un¬ 
ethical criticism of his brother practitioner. For it is in¬ 
deed unethical to criticize another physician. Chapter 
VI, section 4, of the Principles of Medical Ethics of 
the American Medical Association states: “When a 
physician does succeed another physician in charge of 
a case, he should not disparage, by comment or insin¬ 
uation, the one who preceded him. Such comment or 
insinuation tends to lower the confidence of the pa¬ 
tient in the medical profession and so reacts against the 
patient, the profession and the critic.” 

A physician who is tempted to he loudly critical of 
a colleague should always keep in mind the yardstick 
of the physician’s responsibility under the law. A phy¬ 
sician and surgeon’s arrangement with his patient does 
not guarantee a good result; he simply promises by 
implication to use the skill and learning of the aver¬ 
age physician, to exercise reasonable care, and to exert 
his best judgment in an effort to bring about a good re¬ 
sult. These principles were established in a legal de¬ 
cision many years ago. The decision in that case 3 
states that the rule requiring a physician and surgeon 
to use his best judgment does not hold him liable for a 
mere error of judgment, provided he does what he 
thinks is best after a careful examination. This deci¬ 
sion is the law on the subject in the state of New York 
and in most other jurisdictions. It measures the quan¬ 
tum of responsibility owed by a physician to his pa¬ 


tient. It is inconceivable that any physician should hold 
another responsible to a higher degree of legal liability' 
than the law provides, which is what he does when he 
criticizes his work by word or gesture to a lay patient. 
It might be a good thing for anyone inclined to be 
critical to pause for a moment before he says a word 
and think to himself, “There, but by the grace of God 
am I!” 

It is, however, the unpleasant truth that for some rea¬ 
son, be it psychological frustration, envy, meanness, or 
prejudice, some physicians continue to express unflat¬ 
tering opinions about the former treatments of their 
colleagues to mutual patients, and thereby instigate 
malpractice suits and claims. These are not the only 
suits that may result from such action. The threat of 
libel and slander litigation by an unjustly criticized 
physician against his critic is a real one. 

Libel and Slander 

The doctrine is now' well established that printed 
words are actionable that, although not in themselves 
defamatory, convey an imputation upon another in 
connection with his profession, trade, or occupation. ‘ 
To print and publish a statement that a physician used 
unprofessional methods in the treatment of a case 
is libelous per se. 3 To state in print that a physician 
was a quack has been held to be libelous per se. 0 To 
be considered libelous and the basis of a suit, oral 
falsehoods are considered actionable equally with writ¬ 
ten falsehoods. In an old English case, 7 it was held 
“that an action will lie for written or oral falsehoods, 
not actionable per se nor even defamatory, where they' 
are maliciously published, where they are calculated 
in the ordinary course to produce, and where they do 
produce actual damage. . . .” In an early New York 
case, 8 the principle was established that "if a man will 
wickedly assert that which he knows to be false, and 
thereby draws his neighbor into a heavy loss, the law 
should compel him to pay fcr it.” The Supreme Court 
of Iowa 9 held that any untrue and malicious charge 
that is published in writing cr print is libelous when 
damage is shown to have resulted as a natural and 
proximate consequence. This applies, however, to both 
spoken and written words or statements. A priest, for 
example, exhorted his congregation not to patronize 
a certain physician because that physician had been 
married a second time contrary to the regulations of 
his church, and because that marriage had been per¬ 
formed by a civil officer rather than a pastor. The 
words did not injure the physician as to his medical 
or surgical ability', but they tended to lessen his prac¬ 
tice in the community. The words were not false but 
did inflict damage to the physician and he therefore 
recovered damages. ,u This case shows how carefully 
one must weigh his words when attempting to criticize 
a physician about a nonmedieal matter or by innuendo. 
In a case in which the defendant made the statement 
that the plaintiff was no doctor and had no practice 
because one has to be honest to get to the top, the 
court said that such a charge is to accuse the physician 
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My earliest recollection of the family physician was 
at about age 5 during one of my periodic bouts with 
tonsillitis. I recall the goateed doctor as he came into 
the house with a bustle of activity. He dropped his pro¬ 
fessional bag on a table and with a sweeping gesture 
picked up a bottle of a yellow liquid medicine that an¬ 
other physician had prescribed for me when he was 
unavailable, sniffed at it several times, and then, as 
though in anger, flung it out of the window saying, 
“Poison, that’s what it is, it’s a wonder he didn’t die 
of poison!” I recall now the awe and admiration with 
which my poor bewildered parents viewed the scene 
and the fear that it instilled in me. I remember that 
the new medicine that he gave me was different in 
color though suspiciously similar in taste. I thought of 
him as a wonderful person and how fortunate we were 
to have had him as our family physician, but was given 
food for thought when my father said to me, “There 
is an old Hebrew Proverb which states that ‘Even life 
and death is often within the power of one’s tongue!’ ” 
This scene occurred a long time ago. The court cal¬ 
endars were not cluttered then with all kinds of tort 
actions, for automobiles were scarce, and malpractice 
was then not even a word in the dictionary. How the 
times have changed! Today that outburst by my fam¬ 
ily physician might well have had one or both of the 
following results: (1) an action against the first doc- 

Chiims Cases on Court Calendar in New York, 1954 and 1955 
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tor by my parents alleging malpractice, and (2) an 
action by M.D. no. 1 against M.D. no. 2 for libel and 
slander. Failure in the malpractice suit might well have 
predicated success in the slander suit. 

There is a great deal written today about crowded 
court calendars. In fact, in some jurisdictions a case 
may not be called for trial for three to four years after 
it is filed. We find also that in the great number of 
cases filed today there is an ever-increasing number of 
malpractice suits against physicians and surgeons and 
perhaps an even larger number of claims that do not 
get as far as being filed for trial. Thus, the report of 
the Malpractice Insurance and Defense Board 1 states 
that there were 456 new suits and claims filed in the 
New York state courts in 1951, and 377 suits and claims 


closed. Similarly, in 1952, 509 new suits were filed and 
467 closed. For the years 1954 and 1955 the statistics 
for New York state 2 were as shown in the table. 

The statistics show that there was an average of 
about 500 claims and suits filed and 400 disposed of 
against physicians and surgeons for the years 1951, 
1952, 1954, and 1955 by the Malpractice Insurance 
and Defense Board and its carrier. This does not in¬ 
clude claims made against uninsured physicians or 
those insured by another carrier. If one were able to 
estimate the number of the latter and add that to the 
figures listed above, the total number of suits and 
claims against physicians and surgeons by patients 
would be very large indeed. 

Secondary Causes of Claims and Suits 

Many studies have been made to determine and 
correlate the motivating factors that produce malprac¬ 
tice suits and claims. They were not all found to be 
motivated by the thought of easy gain or the avoid¬ 
ance of paying a doctor’s bill. There are those that are 
based on maltreatment and negligence: the sponges 
and forceps left in the abdomen, the severed nerve 
overlooked when lacerated tendons are sutured, the 
avoidable anesthesia accidents, and other such inci¬ 
dents that create legal liability. And there are the cases 
that are brought about by "the speech of people, 
often those people who should know better, such as 
other doctors, nurses, and lawyers. 

The New York State Malpractice Insurance and De¬ 
fense Board reviewed 500 claims in 1953 for the pur¬ 
pose of determining the secondary causes that persuad¬ 
ed some patients to file a suit. They found that in 81 
of those 500 cases the secondary causes of suits were 
sufficiently clear to classify them. 1 In 37% of these 
cases the patients suing were doctors, lawyers, or 
nurses or were urged to sue by friends or relatives who 
were members of these professions. Suits of doctors to 
collect fees from dissatisfied patients (who presumably 
counterclaimed malpractice) constituted 23% of the 
cases. The secondary cause of 20% of these suits was 
callousness, or failure on the part of the attending 
doctor to respond to the desires of the patients or to 
heed their complaints. Included in these were cases 
in which the patient resented the doctor’s attitude or 
lack of frankness. Unnecessary criticism by other doc¬ 
tors was the secondary cause in 14% of these.cases. Ex 
cessive fees demanded by the physician representee 
the secondary cause of 6%. 
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It would appear that 51% of these malpractice claims 
were instigated by other members of the medical 
and allied professions, and 14% were admittedly 
brought about by unnecessary and unethical criticism 
of one doctor by another. By prorating this formula 
through the number of malpractice claims and suits 
started in all the states throughout the country, one 
can see that it is a real cause of concern to doctors that 
so many of their brethren do not heed the ancient 
proverb, “Life and death is often within the power of 
one’s tongue!” 

It may be noted from the above that in a large num¬ 
ber of cases the germ of malpractice is inoculated into 
the ever-fertile brain of a prospective litigant by the 
unwise and often incorrect remarks of a physician im¬ 
plying criticism of the service, treatment, prescriptions, 
or failure of treatment of a former physician. This 
need not be expressed in so many words or in simple 
language. Often a shrug of the shoulders, a blinking 
of the eyes, a gesture implying helplessness in connec¬ 
tion with a discussion of a previous doctor’s treatment, 
or some other such gesture, sound, or grimace is 
enough to imply that the patient has not been properly 
treated or in fact has actually been mistreated by the 
other doctor. In this modern “sue-conscious” age, this 
is often enough to encourage a suit for malpractice. 
And, of course, each such suit or claim that is insti¬ 
gated has an effect on the over-all malpractice insurance 
picture, causing malpractice insurance rates to be as 
high as they are. 

It can well be said that a critic's “chickens come 
home to roost” when he is forced to pay a higher rate 
for his malpractice insurance because of his own un¬ 
ethical criticism of his brother practitioner. For it is in¬ 
deed unethical to criticize another physician. Chapter 
VI, section 4, of the Principles of Medical Ethics of 
the American Medical Association states: “When a 
physician does succeed another physician in charge of 
a case, he should not disparage, by comment or insin¬ 
uation, the one who preceded him. Such comment or 
insinuation tends to lower the confidence of the pa¬ 
tient in the medical profession and so reacts against the 
patient, the profession and the critic.” 

A physician who is tempted to be loudly critical of 
a colleague should always keep in mind the yardstick 
of the physician’s responsibility under the law. A phy¬ 
sician and surgeon’s arrangement with his patient does 
not guarantee a good result; he simply promises by 
implication to use the skill and learning of the aver¬ 
age physician, to exercise reasonable care, and to exert 
his best judgment in an effort to bring about a good re¬ 
sult. These principles were established in a legal de¬ 
cision many years ago. The decision in that case 3 
- states that the rule requiring a physician and surgeon 
to use his best judgment does not hold him liable for a 
mere error of judgment, provided he does what he 
thinks is best after a careful examination. This deci¬ 
sion is the law on the subject in the state of New York 
and in most other jurisdictions. It measures the quan¬ 
tum of responsibility’ owed by a physician to his pa¬ 


tient. It is inconceivable that any physician should hold 
another responsible to a higher degree of legal liability' 
than the law provides, which is what he does when he 
criticizes his work by word or gesture to a lay patient. 
It might be a good thing for anyone inclined to be 
critical to pause for a moment before he says a word 
and think to himself, “There, but by the grace of God 
am I!” 

It is, however, the unpleasant truth that for some rea¬ 
son, be it psychological frustration, envy, meanness, or 
prejudice, some physicians continue to express unflat¬ 
tering opinions about the former treatments of their 
colleagues to mutual patients, and thereby instigate 
malpractice suits and claims. These are not the only 
suits that may result from such action. The threat of 
libel and slander litigation by an unjustly criticized 
physician against his critic is a real one. 

Libel and Slander 

The doctrine is now well established that printed 
words are actionable that, although not in themselves 
defamatory, convey an imputation upon another in 
connection with his profession, trade, or occupation.' 1 
To print and publish a statement that a physician used 
unprofessional methods in the treatment of a case 
is libelous per se. 5 To state in print that a physician 
was a quack has been held to be libelous per se. 6 To 
be considered libelous and the basis of a suit, oral 
falsehoods are considered actionable equally with writ¬ 
ten falsehoods. In an old English case, 7 it was held 
“that an action will lie for written or oral falsehoods, 
not actionable per se nor even defamatory, where they 
are maliciously published, where they are calculated 
in the ordinary course to produce, and where they do 
produce actual damage. . . .” In an early New York 
case, 8 the principle was established that “if a man will 
wickedly assert that which he knows to be false, and 
thereby draws his neighbor into a heavy loss, the law 
should compel him to pay fcr it.” The Supreme Court 
of Iowa 0 held that any untrue and malicious charge 
that is published in writing cr print is libelous when 
damage is shown to have resulted as a natural and 
proximate consequence. This applies, however, to both 
spoken and written words or statements. A priest, for 
example, exhorted his congregation not to patronize 
a certain physician because that physician had been 
married a second time contrary to the regulations of 
his church, and because that marriage had been per¬ 
formed by a civil officer rather than a pastor. The 
words did not injure the physician as to his medical 
or surgical ability, but they tended to lessen his prac¬ 
tice in the community. The words were not false but 
did inflict damage to the physician and he therefore 
recovered damages. >u This case shows how carefully 
one must weigh his words when attempting to criticize 
a physician about a nonmedical matter or by innuendo. 
In a case in which the defendant made the statement 
that the plaintiff was no doctor and had no practice 
because one has to be honest, to get to the top, the 
court said that such a charge is to accuse the physician 
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of a lack of ability and integrity that by its very nature 
is calculated to injure him professionally and is there¬ 
fore actionable per se. 11 

In the most recent case on the subject of libel and 
slander against a physician, 15 the plaintiff physician 
sued the president of the Brooklyn Dodgers baseball 
club for defaming him by stating publicly that the phy¬ 
sician performed an unnecessary operation on the hand 
of Roy Campanella, a catcher for the Brooklyn Dodg¬ 
ers; that he was guilty of overcharging; and that he 
evidently thought that he was operating on the “play¬ 
er’s bankroll.” The court, without actually deciding the 
case on its merits because of a defect in the pleadings, 
nevertheless made the following interesting observa¬ 
tion: “These statements were spoken of plaintiff in con¬ 
nection with his profession and have a direct tendency 
to injure him in the pursuit of his profession. If the 
statements were untrue, as claimed by plaintiff, they 
give rise to a cause of action in slander.” 13 

Conclusions 

It has thus been shown that expressing unfavorable 
opinions as to former treatments by one physician 
about his predecessor or, in fact, criticizing another 
physician by obvious remarks, by gesture, by innuendo, 
or by a waiting may be very dangerous to the critic 
as well as damaging to all physicians. It may instigate 
a malpractice suit against tire criticized physician, 
which, if successful even by settlement, will affect the 
fund held by the insurance carrier for payment of 
claims as well as for defense of suits and will increase 
therefore the cost of malpractice insurance for all phy¬ 
sicians. It may further subject tire critic to a suit for 
libel and slander, during which he will have to defend 
himself as well as pay any resulting judgment. His mal¬ 
practice insurance agreement does not cover him in 
the event of such suit. A substantial judgment against 
him in such a case, which is not at all improbable, can 
put him into a financial decline from which he may 
never recover. This is the practical side of the warn¬ 
ing, “Speak not ill of your brother practitioner and ye 
will not hurt or be hurt!” 

There is, however, another very important side to 
this question. I have never seen it worded better than 
in the report of the Malpractice Insurance and Defense 
Board 1 : 

The heritage of medicine has given us one of the grandest 
emanations from the human mind—the Hippocratic Oath—re¬ 
flected in tire Sermon on the Mount. If every physician took to 
himself the spirit of this oath and read it frequently, the con¬ 
fidence and trust of the public would be restored, and the high 
place of medicine would be secure; the doubts, questions and 
sometimes the scorn which now beset us would disappear, and 
the suits which reflect them would be greatly reduced. The 
price which we pay for our malpractice insurance represents the 
cost of departure from the high character of the ART of medical 
practice. 
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MEDICOLEGAL ABSTRACTS 

Hospitals for Profit: Liability for Injury to Mental Pa¬ 
tient.—This was an action for damages for injuries to a 
mental patient allegedly due to the lack of supervision 
of the attendants of the defendant hospital. From a 
judgment sustaining a demurrer of the hospital, the 
case was appealed to the Supreme Court of Kansas, 

When admitted to the defendant hospital, the plain¬ 
tiff had physical complaints but no noticeable mental 
disturbances or suicidal or homicidal tendencies, It 
was soon felt by his doctors, however, that he was a 
suicidal risk and that precautions against suicide were 
necessary. On April 4, 1951, an employee of the de- _ 
fendant hospital took the plaintiff out for a walk Dur¬ 
ing the course of this walk, he darted out into the 
middle of a street, was struck by a pickup truck, and 
received the injuries giving rise to this lawsuit. 

The attendant testified that the plaintiff had wanted 
to cross the street to see a doctor but that she had 
told him “Were not supposed to walk in front of the 
Clinic.” He continued to walk until they got to the 
north end of the sidewalk, however, where, after stand¬ 
ing for a moment, the attendant said “All right, now 
let’s go back.” They turned and started back, and the 
plaintiff—just like a flash—darted away and right in 
front of a truck. 

It is clear, said the Supreme Court of Kansas, that a 
hospital must exercise toward a patient such reason¬ 
able care as his known condition may require. 

The hospital contended that the walks taken by the 
plaintiff, under instructions to die aide .to exert in a- 
ence upon the patient only by means of firm kin ' 
ness, were a part of die treatment prescribed by lS 
physicians. Because of his adverse progress, however, 
those same physicians had prescribed much more 
treatment for him, even to die extent of a possi e 
lobotomy. Furdiermore, aldiough the aide knew t M 
the plaintiff was not allowed to be in front o 
the clinic, she permitted him to walk the full long 
of the sidewalk along the street and to sit on a ben c 
off to the side of the walk at a spot just 6 ft- front e 
edge of a heavily traveled street and highway and on) 
3 ft. from the graveled highway shoulder. W r alkso 
die grounds, concluded the court, were beneficial, u 
walking into such a place of danger could no 
beneficial to a patient such as the plaintiff. Fur e 
more, the court noted that the defendant hospita n 
only had knowledge of the plaintiff’s mental ai me 
but had prescribed locked doors, constant surveil an 
and attendance, and restraint by firm kindness. ^ 

The judgment of die trial court in favor of the ’ 
pital was, therefore, reversed and the case reman ^ 
for a new trial. Noel o. Menninger Foundation, -■ 

(2d) 38 (Kans., 1956). 
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MEDICAL NEWS 


CALIFORNIA 

Course in General Practice.—A course for physicians 
in general practice will be offered by the attending staff 
of Mount Zion Hospital and the University of Cali¬ 
fornia School of Medicine and Medical Extension, San 
Francisco, March 4-8. Special sessions for a limited 
number of enrollees will include demonstrations in 
anesthesiology; clinical electrocardiography; office lab¬ 
oratory procedures; ear, nose, and throat procedures; 
proctology procedures; and office physiotherapy. 
Chairman of the course is Dr. Kalmen A. Klinghoffer, 
associate chief of medicine at Mount Zion Hospital. 
The fee, $70, includes five lunches. Information may 
be obtained by writing Dr. Seymour N. Farber, Head, 
Medical Extension, University of California Medical 
Center, San Francisco 22. 

Symposium on Cerebral Palsy.—A symposium on cere¬ 
bral palsy will be conducted at the University of Cali¬ 
fornia Medical Center, Second and Parnassus avenues, 
San Francisco, March 2, by the medical advisory board 
of tlie United Cerebral Palsy Association of San Fran¬ 
cisco in cooperation with the University of California 
School of Medicine and Medical Extension and Stan¬ 
ford University School Medicine. The guest speaker, 
Dr. Samuel P. Hicks, assistant professor of pathology, 
Harvard Medical School, and pathologist for the New 
England Deaconess Hospital, Boston, will have as his 
topic “Mechanisms of Malformation.” Information may 
be obtained from Dr. Seymour M. Farber, Head, Med¬ 
ical Extension, University of California Medical Cen¬ 
ter, San Francisco 22. 

Medical School to Move to Stanford.—Ground-break¬ 
ing ceremonies were recently held at Stanford Uni¬ 
versity for the joint Palo Alto-Stanford Hospitals, the 
key structure of the 22 million dollar medical center 
to be built on the Stanford campus. The Stanford 
Medical Center will be the new home of the Stanford 
School of Medicine, which is now located in San 
Francisco. Palo Alto citizens have approved a million- 
dollar bond issue to build a 226-bed pavilion and the 
city’s share of the hospital core facilities. Stanford has 
appropriated 2 million dollars so far toward construc¬ 
tion of the core, and expects to spend a total of 
$4,400,000 to complete the 215-bed Stanford pavilion. 
The $800,000 cost of the rehabilitation center will be 
shared equally by federal and state governments and 
Stanford, Stanford will finance the remainder of the 
building’s total cost of nearly $1,500,000, which will 
include preclinical science laboratories and other fa¬ 
cilities for the medical school. 

Tlie rehabilitation center involves a new philosophy 
of comprehensive medical care, in which psycholog¬ 
ical, social, and vocational rehabilitation services will 
be integrated with medical care. Establishment of the 
Stanford Medical Center Fund to raise nearly 22 mil¬ 
lion dollars was announced recently by former Presi- 

Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


dent Herbert Hoover (/. A. M. A. 162:1480 [Dec. 15] 
1956). The fund, which already contains almost 4 mil¬ 
lion dollars, will be used to complete the first stage of 
development of the center. Plans call for completion 
of the rehabilitation building by November, 1957. 
Target date for completion of the entire first stage of 
the medical center, including rehabilitation facilities, 
hospitals, clinics, teaching facilities, and a library, is 
March, 1959. A long-term stage-two funding effort of 
equal magnitude will be undertaken following com¬ 
pletion of stage one. It will finance further develop¬ 
ment of the medical center program, provide it with 
adequate endowment, and build student residences. 

CONNECTICUT 

Alpha Omega Alpha Lecture.—“Some Aspects of the 
Clinical Management of Infectious Disease” will be the 
subject of Dr. Ivan L. Bennett Jr., associate professor 
of medicine, Johns Hopkins University School of Medi¬ 
cine, Baltimore, when he delivers the Alpha Omega 
Alpha Lecture, Feb. 25, 8:15 p. m., in the Fitkin Am¬ 
phitheater, Yale University School of Medicine, New 
Haven. Interested physicians are invited to attend. 

DISTRICT OF COLUMBIA 

Smithsonian Institution Acquires an Original Roentgen 
Tube.—One of the first x-ray tubes used by Wilhelm 
Konrad Roentgen (1845-1923) was recently placed on 
permanent exhibition at the U. S. National Museum, 
Smithsonian Institution, Washington, D. C. The tube, 
purchased from a private owner in Germany, was 
presented to the institution by the General Electric 
Company’s X-Ray Department of Milwaukee. The 
newly acquired apparatus was Roentgen’s third x-ray 
tube. His first two tubes are preserved, respectively, 
at the Physical Institute in Wurzburg, Germany, and 
at the Deutsches Museum in Munich. 

Personal.—Joseph H. Roe, Ph.D., professor of bio¬ 
chemistry, George Washington University School of 
Medicine, Washington, D. C., has been selected by 
the American Association of Clinical Chemists to re¬ 
ceive the 1956 Ernst Bischoff award for his work in 
clinical chemistry. The association presents this award 
each year. Dr. Roe has contributed particularly to the 
knowledge of carbohydrate metabolism, especially of 

fructose and glycogenesis, and of vitamin C.-At the 

meeting of the Binghamton (N. Y.) Academy of 
Medicine, Sept. 18,1956, Dr. Charles A. Hufnagel, pro¬ 
fessor of surgical research, Georgetown University 
School of Medicine, Washington, D. C., spoke on sur¬ 
gery in aortic valvular disease. 

FLORIDA 

University News.-The University of Miami School 
of Medicine, Coral Gables, announces that remodeling 
of a university-owned building near the Jackson Memo¬ 
rial Hospital, Miami, is under way to provide addi¬ 
tional research space for clinical departments. Most 
of the $91,000 cost was provided by a gift from 
United Cerebral Palsy Association of Miami. 
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of a lack of ability and integrity that by its very nature 
is calculated to injure him professionally and is there¬ 
fore actionable per se. 11 

In the most recent case on the subject of libel and 
slander against a physician, 12 the plaintiff physician 
sued the president of the Brooklyn Dodgers baseball 
club for defaming him by stating publicly that the phy¬ 
sician performed an unnecessary operation on the hand 
of Roy Campanella, a catcher for the Brooklyn Dodg¬ 
ers; that he was guilty of overcharging; and that he 
evidently thought that he was operating on the “play¬ 
er’s bankroll.” The court, without actually deciding the 
case on its merits because of a defect in the pleadings, 
nevertheless made the following interesting observa¬ 
tion: “These statements were spoken of plaintiff in con¬ 
nection with his profession and have a direct tendency 
to injure him in the pursuit of his profession. If the 
statements were untrue, as claimed by plaintiff, they 
give rise to a cause of action in slander.” 13 

Conclusions 

It has thus been shown that expressing unfavorable 
opinions as to former treatments by one physician 
about his predecessor or, in fact, criticizing another 
physician by obvious remarks, by gesture, by innuendo, 
or by a writing may be very dangerous to the critic 
as well as damaging to all physicians. It may instigate 
a malpractice suit against the criticized physician, 
which, if successful even by settlement, will affect the 
fund held by the insurance carrier for payment of 
claims as well as for defense of suits and will increase 
therefore the cost of malpractice insurance for all phy¬ 
sicians. It may further subject the critic to a suit for 
libel and slander, during which he will have to defend 
himself as well as pay any resulting judgment. His mal¬ 
practice insurance agreement does not cover him in 
the event of such suit. A substantial judgment against 
him in such a case, which is not at all improbable, can 
put him into a financial decline from which he may 
never recover. This is the practical side of the warn¬ 
ing, “Speak not ill of your brother practitioner and ye 
will not hurt or be hurt!” 

There is, however, another very important side to 
this question. I have never seen it worded better than 
in the report of the Malpractice Insurance and Defense 
Board 1 : 

The heritage of medicine has given us one of the grandest 
emanations from the human mind—the Hippocratic Oath—re¬ 
flected in the Sermon on the Mount. If every physician took to 
himself the spirit of this oath and read it frequently, the con¬ 
fidence and trust of the public would be restored, and the high 
place of medicine would be secure; the doubts, questions and 
sometimes the scorn which now beset us would disappear, and 
the suits whicli reflect them would be greatly reduced. The 
price which we pay for our malpractice insurance represents the 
cost of departure from the high character of the ART of medical 
practice. 

References 

1. D'Angelo, T. M.: Report of Malpractice Insurance and 
Defense Board, New York J. Med. 53:1000-1003 (April 15) 
1953. 

2. Lane, J. A.: Report of Malpractice Insurance and Defense 
Board, New York J. Med. 5«:1321-1324 (April 15) 1956. 

3. Pike v. Honsinger, 155 N.Y. 201, 210 (N. Y., 1898). 

4. Lyman v. New England Publishing Co., 190 N. E. 542, 
543 (Mass.. 1934). 

5. 'Morion v. Courier Publishing Co., 125 111. App. 349 {1906), 


J.A.M.A., February 16, 1957 

6. Prinkley .v. Fishbein et al., 8 P. 318 (ICan., 1932). 

7. Ratdifie v. Evans, 2 Q. B. 524 (1892). 

8. Benton v. Pratt, 2 Wend. 389, 389 (N.Y., 1829): 20 AM 
Dec. 623, 625. 

9. Hollenbeck v. Ristine, 75 N. W., 355 ,356 (Iowa, 1898). 

10. Moraise v. Brochu, 25 N. E. 74 (Mass., 1890). 

11. Yavis v. Sullivan, 76 A. 2d 99 (Conn., 1950). 

12. Shenkman v. O’Malley, 147 N. Y. Snpp. (2d) 87 (1955). 

13. Shenkman v. O’Malley,™ p. 90. 


MEDICOLEGAL ABSTRACTS 

Hospitals for Profit: Liability for Injury to Mental Pa¬ 
tient.—This was an action for damages for injuries fo a 
mental patient allegedly due to the lack of supervision 
of the attendants of the defendant hospital. From a 
judgment sustaining a demurrer of the hospital, the 
case was appealed to the Supreme Court of Kansas. 

When admitted to the defendant hospital, the plain¬ 
tiff had physical complaints but no noticeable mental 
disturbances or suicidal or homicidal tendencies. It 
was soon felt by his doctors, however, that he was a 
suicidal risk and that precautions against suicide were 
necessary. On April 4, 1951, an employee of the de- _ 
fendant hospital took the plaintiff out for a walk. Dur¬ 
ing the course of this walk, he darted out info the 
middle of a street, was struck by a pickup truck, and 
received the injuries giving rise to this lawsuit. 

The attendant testified that the plaintiff had wanted 
to cross the street to see a doctor but that she had 
told him “Were not supposed to walk in front of the 
Clinic.” He continued to walk until they got to the 
north end of the sidewalk, however, where, after stand¬ 
ing for a moment, the attendant said “All right, now 
let’s go back." They turned and started back, and the 
plaintiff—just like a flash—darted away and right in 
front of a truck. 

It is clear, said the Supreme Court of Kansas, that a 
hospital must exercise toward a patient such reason¬ 
able care as his known condition may require. 

The hospital contended that the walks taken by 1 e 
plaintiff, under instructions to the aide to exert in n 
ence upon the patient only by means of firm km - 
ness, were a part of the treatment prescribed by lS 
physicians. Because of his adverse progress, however, 
those same physicians had prescribed much more 
treatment for him, even to the extent of a p° ss ‘ ® 
lobotomy. Furthermore, although the aide knew 3 
the plaintiff was not allowed to be in front o 
the clinic, she permitted him to walk the full ‘ en S 
of the sidewalk along the street and to sit on a enc 
off to the side of the walk at a spot just 6 ft. from 
edge of a heavily traveled street and highway and on y 
3 ft. from the graveled highway shoulder. Wa ’ ® 
the grounds, concluded the court, were beneficia, 
walking into such a place of danger could no 
beneficial to a patient such as the plaintiff. Fu 
more, the court noted that the defendant hospita n 
only had knowledge of the plaintiff’s mental ai m 
but had prescribed locked doors, constant survei an 
and attendance, and restraint by firm kindness. 

The judgment of the trial court in favor of the 1 
pital was, therefore, reversed and the case ) ema ™L « 
for a new trial. Noel v. Menninger Foundation, ■ 

(2d) 38 (Kans., 1956). 
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CALIFORNIA 

Course in General Practice.—A course for physicians 
in general practice will be offered by the attending staff 
of Mount Zion Hospital and the University of Cali¬ 
fornia School of Medicine and Medical Extension, San 
Francisco, March 4-8. Special sessions for a limited 
number of enrollees will include demonstrations in 
anesthesiology; clinical electrocardiography; office lab¬ 
oratory procedures; ear, nose, and throat procedures; 
proctology procedures; and office physiotherapy. 
Chairman of the course is Dr. Kalmen A. Klinghoffer, 
associate chief of medicine at Mount Zion Hospital. 
The fee, $70, includes five lunches. Information may 
be obtained by writing Dr. Seymour N. Farber, Head, 
Medical Extension, University of California Medical 
Center, San Francisco 22. 

Symposium on Cerebral Palsy.—A symposium on cere¬ 
bral palsy will be conducted at the University of Cali¬ 
fornia Medical Center, Second and Parnassus avenues, 
San Francisco, March 2, by the medical advisory board 
of the United Cerebral Palsy Association of San Fran¬ 
cisco in cooperation with the University of California 
School of Medicine and Medical Extension and Stan¬ 
ford University School Medicine. The guest speaker, 
Dr. Samuel P. Hicks, assistant professor of pathology, 
Harvard Medical School, and pathologist for the New 
England Deaconess Hospital, Boston, will have as his 
topic “Mechanisms of Malformation.” Information may 
be obtained from Dr. Seymour M. Farber, Head, Med¬ 
ical Extension, University of California Medical Cen¬ 
ter, San Francisco 22. 

Medical School to Move to Stanford.—Ground-break¬ 
ing ceremonies were recently held at Stanford Uni¬ 
versity for the joint Palo Alto-Stanford Hospitals, the 
key structure of the 22 million dollar medical center 
to be built on the Stanford campus. The Stanford 
Medical Center will be the new home of the Stanford 
School of Medicine, which is now located in San 
Francisco. Palo Alto citizens have approved a million- 
dollar bond issue to build a 226-bed pavilion and the 
city’s share of the hospital core facilities. Stanford has 
appropriated 2 million dollars so far toward construc¬ 
tion of the core, and expects to spend a total of 
$4,400,000 to complete the 215-bed Stanford pavilion. 
The $800,000 cost of the rehabilitation center will be 
shared equally by federal and state governments and 
Stanford. Stanford will finance the remainder of the 
building’s total cost of nearly $1,500,000, which will 
include preclinical science laboratories and other fa¬ 
cilities for the medical school. 

The rehabilitation center involves a new philosophy 
of comprehensive medical care, in which psycholog¬ 
ical, social, and vocational rehabilitation services will 
be integrated with medical care. Establishment of the 
Stanford Medical Center Fund to raise nearly 22 mil¬ 
lion dollars was announced recently by former Presi- 

Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


dent Herbert Hoover (}. A. M. A. 162:1480 [Dec. 15] 
1956). The fund, which already contains almost 4 mil¬ 
lion dollars, will be used to complete the first stage of 
development of the center. Plans call for completion 
of the rehabilitation building by November, 1957. 
Target date for completion of the entire first stage of 
the medical center, including rehabilitation facilities, 
hospitals, clinics, teaching facilities, and a library, is 
March, 1959. A long-term stage-two funding effort of 
equal magnitude will be undertaken following com¬ 
pletion of stage one. It will finance further develop¬ 
ment of the medical center program, provide it with 
adequate endowment, and build student residences. 

CONNECTICUT 

Alpha Omega Alpha Lecture.—“Some Aspects of die 
Clinical Management of Infectious Disease” will be die 
subject of Dr. Ivan L. Bennett Jr., associate professor 
of medicine, Johns Hopkins University' School of Medi¬ 
cine, Baltimore, when he delivers the Alpha Omega 
Alpha Lecture, Feb. 25, 8:15 p. m., in the Fitkin Am¬ 
phitheater, Yale University School of Medicine, New 
Haven. Interested physicians are invited to attend. 

DISTRICT OF COLUMBIA 

Smithsonian Institution Acquires an Original Roentgen 
Tube.—One of the first x-ray tubes used by' Wilhelm 
Konrad Roentgen (1845-1923) was recendy placed on 
permanent exhibition at die U. S. National Museum, 
Smithsonian Institution, Washington, D. C. The tube, 
purchased from a private owner in Germany, was 
presented to the institution by die General Electric 
Company'’s X-Ray Department of Milwaukee. The 
newly acquired apparatus was Roentgen’s third x-ray 
tube. His first two tubes are preserved, respectively, 
at the Physical Institute in Wurzburg, Germany, and 
at the Deutsches Museum in Munich. 

Personal.—Joseph H. Roe, Ph.D., professor of bio¬ 
chemistry, George Washington University School of 
Medicine, Washington, D. C., has been selected by’ 
the American Association of Clinical Chemists to re¬ 
ceive the 1956 Ernst Bischoff award for his work in 
clinical chemistry. The association presents this award 
each year. Dr. Roe has contributed particularly to the 
knowledge of carbohydrate metabolism, especially of 

fructose and glycogenesis, and of vitamin C.-At the 

meeting of the Binghamton (N. Y.) Academy of 
Medicine, Sept. 18,1956, Dr. Charles A. Hufnagel, pro¬ 
fessor of surgical research, Georgetown University 
School of Medicine, Washington, D. C., spoke on sur¬ 
gery in aortic valvular disease. 

FLORIDA 

University News.—The University of Miami School 
of Medicine, Coral Gables, announces that remodeling 
of a university-owned building near the Jackson Memo¬ 
rial Hospital, Miami, is under way to provide addi¬ 
tional research space for clinical departments. Most 
of the $91,000 cost was provided by a gift from 
United Cerebral Palsy Association of Miami. 



558 


MEDICAL NEWS 


J.A.M.A., February 16, 1957 


Personal.—The Royal Society of Medicine in London 
awarded an honorary fellowship to Dr. Ralph M. 
Waters, Orlando, formerly of Madison, Wis., in ab¬ 
sentia.-Dr. Carlos A. P. Lamar, Miami, attended the 

First Pan-American Congress on Gerontology, Mexico 
City, as an official delegate appointed by the dean 
of the University of Havana medical school and 
president of the Cuban Gerontological Society. He was 
a member of the “Presidium” on Gerontological Nu¬ 
trition and also presented a paper on “New Concepts 
on the Elderly Diabetic.” Dr. Lamar also attended 
the first meeting of the Latin-American chapter of 
the World Medical Association as an American ob¬ 
server and as an official delegate of the Latin-American 
Confederation of Gerontology and Geriatrics, of which 
he was elected a director in Mexico City. 

ILLINOIS 

Chicago 

Lectures on the History of Surgery.—On Feb. 19 at 
8 p. m., the International College of Surgeons will 
present “Antisepsis and Asepsis” by Dr. Eugene M. K. 
Geiling, formerly chairman, department of pharmacol¬ 
ogy, University of Chicago. Physicians are welcome to 
attend the lecture, which will be given at the Surgeon’s 
Hall of Fame, 1524 Lake Shore Dr. 

Meeting on Diabetes.—The Chicago Diabetes Associa¬ 
tion will conduct a meeting at 8 p. m„ Feb. 22, at the 
Institute of Medicine of Chicago, 86 E. Randolph St. 
Dr. Arthur R. Colwell Sr., chairman, department of 
medicine, Northwestern University Medical School, 
will speak on “Sulfonamides in Diabetes Mellitus,” and 
Dr. Rachmiel Levine, director, department of meta¬ 
bolic and endocrine research, Michael Reese Hospital, 
on “Etiology of Diabetes Mellitus.” Physicians and 
medical students are invited. 

Cardiac Conference—A cardiac conference will be 
held at Cook County Hospital, in the Children's Amphi¬ 
theater, 700 S. Wood St., Feb. 19,11 a. m. “Pulmonary 
Hypertension with Particular Respect to Its Regression 
Following Surgical Repair of the Intracardiac Left-to- 
Right Shunt” will be presented by the guest speaker, 
Dr. Howard B. Burchell, Mayo Clinic, Rochester, 
Minn. Dr. Burchell will also address a special clinico- 
pathological cardiac conference at Cook County Hos¬ 
pital, Feb. 20, 5-6 p. m., in the amphitheater, depart¬ 
ment of pathology. Physicians are cordially invited to 
attend both meetings. 

University News.—An informal reception and dinner at 
the Conrad Hilton Hotel, Feb. 25, during the 63rd 
annual meeting of the American Society of Heating and 
. • Airconditioning Engineers, will honor Arthur C. Wil¬ 
lard, LL.D., president emeritus of the University of 
Illinois and a past-president of the society, and four 
former staff members of the university for their “many 
contributions to the arts and sciences of heating, air 
conditioning, and ventilation.” Physicians to be hon¬ 
ored are Dr. Raymond B. Allen, chancellor of the 
University of California at Los Angeles, who “aided 


greatly in the development of the University of Illinois 
research programs which required the cooperation of 
the biological and physical sciences,” and the late Dr. 
Robert W. Keeton, professor of medicine, emeritus, 
University of Illinois, who between 1935 and 1951 
served as head of the environmental physiology re¬ 
search work sponsored by the society and the U. S. 
Public Health Service at the university’s college of 
medicine. Tickets for the reception and dinner are 
available from the A. C. Willard Dinner Committee, 
Room 1106, 6 N. Michigan Ave., Chicago 2. 

MARYLAND 

Personal.—Dr. Janet M. B. Hardy, director of the bu¬ 
reau of child hygiene since April 1,1951, has been pro¬ 
moted to the newly created position of director of the 
section of preventive medicine in the Baltimore City 
Health Department.-Dr. Huntington Williams re¬ 

cently took the oath of office for a new term of six 
years as commissioner of health of Baltimore. Dr. Wil¬ 
liams has been commissioner of health since Jan. 31, 
1933.—Dr. Hubert L. Rosomoff, Bethesda, recently 
received the annual award of the American Academy 
of Neurological Surgery for his paper entitled “Hypo¬ 
thermia and Cerebral Vascular Lesions: II. Experi¬ 
mental Middle Cerebral Artery Interruption Followed 
by the Induction of Hypothermia,” which was given 
as part of the program of the annual meeting of the 
academy at Phoenix, Ariz., Nov. 7-11, 1956. 

MINNESOTA 

Judd Memorial Lecture.~~On Feb. 21 at 8:30 p. m. in 
the Mayo Auditorium, University of Minnesota, Minne¬ 
apolis, the Judd Memorial Lecture will be presented 
by Sir Philip Allison, professor of surgery, Radclife 
Infirmary, Oxford University, Oxford, England. His 
subject will be “Problems of Dysphasia.” 

Personal.—At the annual banquet of the Upper Mid¬ 
west Hospital Conference, Dr. S. Marx White, Minne¬ 
apolis, received the Francis E. Harrington annual 
award for meritorious service in the field of public 
health.—Dr. Carl W. Waldron, Hopkins, who has 
served as co-chairman of the Minneapolis civil defense 
medical committee and as deputy director of the 
Minnesota state civil defense health program, was re¬ 
cently appointed a member of the committee on health 
and special weapons of the United States Civil De¬ 
fense Council, region 6. 

NEW JERSEY 

Personal.—Dr. Carl J. Schopfer, Bloomfield, has been 
reelected coroner of Essex County.—The Cape May 
County Medical Society recently honored Dr. George 
F. Dandois, Cape May, on the completion of 60 y earS 
in the practice of medicine.—Dr. Ellis J. Chapman, 
Jersey City, was honored at the annual dinner of e 
Greenville Hospital medical board on completion of 
50th year of medical practice.—Dr. Carl P. Guzzo o 
Essex County has been named winner of the 1955 r - 
Harrison S. Martland award of the Essex County Pa ® 
logical and Anatomical Society. Dr. Guzzo earned 
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prize with a paper on “The Pancreas, Development 
and Disease.”—Dr. Joseph G. Sutton, superintendent 
and medical director of the Essex County Overbrook 
Hospital, Cedar Grove, was guest of honor at a dinner 
at the Hotel Suburban, marking the completion of 30 
years of service to the hospital. On behalf of the em¬ 
ployees, staff, and friends, Dr. Sutton was presented 
with a gold watch and chain. 

NEW YORK 

Demographic Study on Mental Disease.—A five-year 
study of demographic and related aspects of mental 
disease has been initiated by Benjamin Malzberg, 
Ph.D., under a grant from the National Institute of 
Mental Health, according to Dr. Paul H. Hoch, Albany, 
commissioner of mental hygiene. Dr. Malzberg retired 
as director of statistical services for the state depart¬ 
ment of mental hygiene to assume responsibility for 
the project, which will be concerned with distribution 
and trends of mental disease in New York state and 
their correlation with significant social factors. The 
research grant will amount to $188,607. 

Doctors’ Orchestras.—The Doctors’ Orchestral Society 
of New York rehearses every Thursday at 8:30 p. m. 
in the auditorium of Stuyvesant High School (First 
Avenue and 15th Street, Manhattan). The Brooklyn 
Doctors’ Symphony Orchestra meets on Wednesday 
evenings at 8:30 p. m. in the auditorium of the Brook¬ 
lyn High School for Home Making (901 Classon Ave., 
Brooklyn). Physicians, dentists, and others engaged in 
allied professions are invited to become members. For 
details concerning either group call Dr. Benjamin A. 
Rosenberg at NEvins 8-2370. Dr. Rosenberg an¬ 
nounces that the Doctor’s Orchestral Society will 
present a concert Feb. 20 at New York University 
(Washington Square) and another, Feb. 28, at the Stuy¬ 
vesant High School (East 15th and First Avenue, New 
York City). Both concerts begin at 8:30 p. m. 

Poison Control Centers.—With the cooperation of the 
committee on public health and education of the Med¬ 
ical Society of the State of New York, a network of 
poison control and information centers to guard against 
accidental poisoning with household materials and 
drugs is projected in Albany, Syracuse, Rochester, and 
Buffalo, according to Dr. Herman E. Hilleboe, state 
health commissioner. Each center will be affiliated with 
a major teaching hospital, and the four centers will 
work closely with each other and with the already 
existing Poison Control Center in New York City, 
which is operated under the direction of the New 
York City Department of Health. A maximum of 
$28,000 yearly has been allocated by the state health 
department toward the operations of the upstate and 
New York City centers. Additional budgetary pro¬ 
visions have been made so that each center may obtain 
books, reference materials, and other essential supplies 
as needed. The centers will maintain 24-hour emer¬ 
gency service treatment and 24-hour telephone serv¬ 
ice to answer queries on the constituents of drugs and 
household supplies that may be ingested and to ad¬ 
vise on latest methods of treatment. The centers will 


also participate with the state and local health de¬ 
partments, and the official or voluntary agencies, in 
an education program aimed at prevention of acci¬ 
dental poisoning. 

Medical Research Center at Brookhaven.—Construc¬ 
tion has begun on the nation’s first Atomic Energy 
Commission medical research center containing a 
nuclear reactor designed specifically for medical re¬ 
search and therapy. The buildings are a part of the 
Brookhaven National Laboratory at Upton, Long 
Island. The entire one-story medical research center, 
including the reactor, is scheduled for completion in 
1958 at a cost of 6 million dollars, exclusive of design 
and engineering. Covering 2.7 acres of an 11-acre site, 
it will house research laboratories for medical physics, 
pathology, microbiology, biochemistry, and physi¬ 
ology; a 48-bed research hospital; and an industrial 
medicine branch for Brookhaven personnel. The nu¬ 
clear reactor will be housed separately in a circular 
steel building 60 ft. in diameter and 54 ft. high. Two 
ports, one on each side of the reactor, will permit 
beams of neutrons from fissioning atoms inside the 
core to pass out into treatment rooms. When a beam 



Medical research center at Brookhaven (architect’s con¬ 
ception). The cylindrical building, rear center, will house the 
nation’s first nuclear reactor designed specifically for medical 
research and treatment. Patients will be cared for in buildings 
at the right, with a nursing station in the center of each cir¬ 
cular building. The square building, extreme left, will house 
research divisions in medical physics, biochemistry, pathology, 
microbiology, physiology, and clinical chemistry. 

is not in use, each port will be closed by a 43,000-lb. 
shutter. The shutters can release or close off the beam 
within three seconds. The third face of the reactor 
will be equipped for the irradiation of large objects, 
and the fourth face will have three injection holes to 
be used for the production of special, short-lived 
radioisotopes. According to the Atomic Energy Com¬ 
mission, availability of the short-lived radioisotopes at 
the hospital site will make possible a wider range of 
medical investigation into fundamental body proc¬ 
esses than can now be conducted. Employing thermal 
neutrons, the new medical reactor will produce a 
treatment beam having an intensity 50 times greater 
than that provided by the present Brookhaven general 
research reactor. In addition to research on neutron 
capture therapy, there is an extensive program of in¬ 
vestigations under way utilizing radioactive isotopes 
in the diagnosis and treatment of a wide variety of 
diseases. 
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New York City 

Tumor Clinic Conference.—Dr. Olaf H. Pearson, asso¬ 
ciate professor, Cornell University Medical College, 
will present “Steroids in Cancer” at the Harlem Hospi¬ 
tal, Feb. 20, 10:45 a. m. 

Benefit Art Exhibit.—Hadassah, the Women’s Zionist 
Organization of America, is sponsoring an exhibit of 
Maurice Utrillo's paintings at the Wildenstein Gallery, 
19 E. 64th St., for the benefit of the society’s medical 
center in Israel. The exhibit, which opened Jan. 23, 
will close March 2. 

Medical-Legal Lunch.—A panel discussion, “Medical- 
Legal Aspects of the Relation of Trauma to Disease,” 
has been scheduled in the Hartford room, Hotel Statler, 
Feb. 18, 12 noon to 2 p. m. For reservations, contact 
Secretary, American Board of Legal Medicine, Inc., 
1501 Broadway, New York 36 (phone CHickering 
4-6377). 

Harvey Lecture.—“Determination of the Structure of 
Proteins: Studies on Ribonuclease,” the sixth Harvey 
Lecture in the present series, will be delivered Feb. 21, 
8:30 p. m. at the New York Academy of Medicine, 
103rd Street and Fifth Avenue, by Stanford Moore, 
Ph.D., and William H. Stein, Ph.D., of the Rockefeller 
Institute for Medical Research. 

University News.—New York University recently be¬ 
stowed its medal for distinguished achievements on 
Dr. Pasteur Vallery-Radot, grandson of Louis Pasteur. 
Dr. Vallery-Radot, professor of clinical medicine, 
faculty of medicine, University of Paris, visited the 
United States on a lecture tour in December. The in¬ 
vestiture was held at a private reception at New York 
University-Bellevue Medical Center after he had 
addressed the faculty and students on “The Logical 
Sequence of Pasteur’s Discoveries.” 

Burma Scientists Study Rehabilitation.—A team of 
three women and two men from Burma recently began 
a year’s training in rehabilitation at New York Uni¬ 
versity-Bellevue Medical Center. The training, which 
is given at the Institute of Physical Medicine and Re¬ 
habilitation under the direction of Dr. Howard A. 
Rusk and staff, was made possible through a grant 
of $30,000 provided by the Rockefeller Foundation. 
The team concept of rehabilitation training for foreign 
medical groups was first attempted with a group from 
Thailand in 1954. A second group from Colombia, 
South America, began their studies in July of this 
year. Both teams came to the United States through 
their respective governments and the U. S. Depart¬ 
ment of Health, Education, and Welfare, Office of 
Vocational Rehabilitation, Washington, D. C. 

OHIO 

Phi Delta Epsilon Lectureship.—The Chi chapter of the' 
Phi Delta Epsilon fraternity at Ohio State University, 
Columbus, will hold its seventh annual lectureship on 
Feb. 26. Dr. A. C. Furstenberg, dean. University of 
Michigan Medical School, Aim Arbor, will present "A 
Look to the Future.” 


OREGON 

Personal.—Dr. Howard P. Lewis, professor of medi¬ 
cine, University of Oregon Medical School, Portland, 
has been appointed to the National Advisory Heart 
Council, the surgeon general, U. S. Public Health 
Service, announced Nov. 12, 1956. 

State Medical Election.—The Oregon State Medical 
Society recently installed Dr. Russell H. Kaufman, 
Portland, as president; Dr. W. T. Pollard, Junction 
City, as vice-president; and Dr. Richard R. Carter, 
Portland, as secretary-treasurer. Dr. Vem W. Miller, 
Salem, was named president-elect. 

University News.—The University of Oregon Medical 
School, Portland, recently announced that more than a 
quarter of a million dollars in gifts and grants had 
been received between mid-July and early September. 
A total of $243,896 was received from the U. S. Public 
Health Service and $18,094.48 from other sources. The 
largest single grant was $31,668 for blood viscosity 
studies under the direction of Dr. Roy L. Swank, head 
of the division of neurology.—Dr. Monte A. Greer 
assumed duties as associate professor of medicine and 
head of the division of endocrinology at the university 
in mid-September. Dr. Carl G. Heller, head of the 
division since 1947, continues as associate clinical 
professor. 

PENNSYLVANIA 

Philadelphia 

University News.—Dr. William N. Parkinson, dean, 
Temple University School of Medicine and Hospital, 
has announced the following faculty promotions: Dr. 
Elbert L. Close Jr., associate in anesthesiology; Dr. 
Isador Forman, clinical professor of obstetrics and 
gynecology; Dr. John D. Hallahan, associate in inter¬ 
nal medicine; Dr. Norman Learner, assistant professor 
of internal medicine; and Dr. Jacob Zatuchni, assistant 
professor of internal medicine. 

Cerebral Palsy Award to Dr. Flexner.—Dr. Louis B. 
Flexner, chairman, department of anatomy, University 
of Pennsylvania School of Medicine, was named 1956 
recipient of the United Cerebral Palsy-Max Weinstein 
award consisting of $1,000 and a plaque. Dr. Flexner 
is also director of the Institute of Neurological Sciences 
at the University of Pennsylvania. He is a former staff 
member of the department of embryology at Carnegie 
Institutions of Washington, D. C., and was on the staff 
of Johns Hopkins University School of Medicine in 
Baltimore. 

WYOMING 

School Health Newsletter.—The Wyoming Depart¬ 
ment of Education, Wyoming Department of Pub’ic 
Health, and the Wyoming Tuberculosis and Health 
Association have inaugurated a school health news¬ 
letter service for distribution to all teachers, school 
administrators, and school-health-minded groups and 
individuals. The costs of the service are being under¬ 
taken for the first year by the Wyoming Tuberculosis 
and Health Association as a Christmas Seal Service. 
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Copies of the newsletter are available from the De¬ 
partment of Public Health, State Office Building, 
Cheyenne. 

GENERAL 

Association of Grady Residents.—Every physician who 
has completed an appointment as a resident or intern 
on any service at Grady Memorial Hospital, Atlanta, 
Ga., is urged to join the association of Grady residents 
now being organized. Address inquiries to Association 
of Grady Residents, Room 302, Glenn Memorial Build¬ 
ing, 69 Butler St. S. E., Atlanta 3, Ga. 

Course on Fractures.—A course on fractures and other 
trauma will be offered by the Chicago regional com¬ 
mittee on trauma of the American College of Surgeons 
(40 E. Erie St., Chicago), April 10-13, at the John B. 
Murphy Auditorium, 50 E. Erie St., Chicago, under 
the direction of Dr. Samuel W. Banks. Lectures and 
demonstrations will be conducted by surgeon-teachers 
of the Chicago area. Clinical cases will be presented. 
Subjects to be covered include bony and soft tissue 
. trauma, vascular injuries, bone grafting, traction tech¬ 
nique, industrial casualties, farm injuries, auto crash 
injuries, bums, amputations, and head injuries. 

Symposium on Air Pollution.—The fifth annual Sym¬ 
posium on Air Pollution and Its Control will be held at 
Wagner College, Staten Island, N. Y., March 2,9 a. m.- 
4:30 p. m., under the auspices of the department of 
bacteriology and public health of the college with 
Natale Colosi, Ph.D., as chairman. The panel of lec¬ 
turers will include experts in the fields of public health, 
agriculture, and engineering, and air pollution control 
officials of governmental agencies and industry. Mem¬ 
bers of the public health, engineering, and agriculture 
professions and other interested individuals are invited 
to attend. No fee will be charged. 

William Osier Medal.—The American Association of 
the History of Medicine invites the submission of stu¬ 
dent essays in competition for the William Osier Med¬ 
al. Essays must be received before March 1 and should 
not exceed 10,000 words. Preference will be given to 
essays that are the result of original research, but 
essays showing an unusual appreciation and under¬ 
standing of historical problems will also be consid¬ 
ered. Information may be obtained from Dorothy M. 
Schullian, Ph.D., Chairman, National Library of Medi¬ 
cine, History of Medicine Division, 11000 Euclid Ave., 
Cleveland 6. 

Awards in Ophthalmology.—The National Council to 
Combat Blindness, 30 Central Park S., New York 19, 
in accordance with its program concerned with the 
financing of research in ophthalmology and its related 
sciences, announces that applications for its 1957-1958 
Fight for Sight grant-in-aid and fellowship awards 
will be considered in the spring at the annual meeting 
of the scientific advisory committee (Dr. Charles A. 
Perera, associate professor, department of ophthalmol¬ 
ogy, Columbia University College of Physicians and 
Surgeons, New York, chairman). The closing date for 
receipt of completed applications for grant-in-aid and 


fellowship awards is April 15. Applications for summer 
student fellowships, which will be reviewed in advance 
of the meeting, should be filed with the office of the 
organization no later than April 1. Applicants for 
fellowships are required to make their own arrange¬ 
ments for suitable research facilities with accredited 
institutions. Appropriate forms may be obtained by 
addressing the Secretary, National Council to Combat 
Blindness, Inc., 30 Central Park S., New York 19. 

National Scholarship Contest.—Policies for education 
totaling $75,000 will be issued this year through the 
Annual Youth Scholarship Fund to 49 winners of a 
national scholarship contest, conducted by Johnson & 
Johnson in cooperation with the Mutual Benefit Life 
Insurance Company to give greater educational oppor¬ 
tunities to students in a field of their own choice. The 
contest will award scholarship prizes for the best 50- 
word essays that complete the statement: “A good 
education is important because. . . .” Prizes will range 
from $10,000 to $1,000. 

Winners will receive from the Mutual Benefit Life 
Insurance Company contracts intended to endow them 
at age 18 with the amount of the prize won. All premi¬ 
ums will be fully prepaid by Johnson & Johnson. The 
contest was opened Feb. 4 and will close May 4. Only 
persons under the age of 17 years and 1 month next 
May 14 will be eligible to receive the Mutual Benefit 
Life policies. Contestants over that age must designate 
a person of eligible age to receive the policy, which 
will mature when the recipient reaches age 18. Only 
one prize will be awarded to a family. The contest will 
offer educational funds applicable to any accredited 
college or course of studies, rather than to any special¬ 
ized schools or studies. Entry blanks may be obtained 
from dealers handling Johnson & Johnson products or 
from the National Youth Scholarship Committee, 130 
E. 59th St., New York 22. Entries must be postmarked 
not later than May 4 and received by May 14. 

PHILIPPINE ISLANDS 

Personal.—Dr. Horace DeLien, Manila, chief, health 
division, United States of America Operations Mission 
to the Philippines, was made a charter diplomate in the 
Philippine Board of Preventive Medicine and Public 
Health at the annual meeting of the Philippine Public 
Health Association. 

FOREIGN 

International Congress on Psychiatry.—The second In¬ 
ternational Congress for Psychiatry in Zurich, Switzer¬ 
land, Sept. 1-7, will have as its main theme “The 
Present Status of Our Knowledge about the Group of 
Schizophrenias.” Topics for discussion will include the 
pathogenesis, psychopathology, and treatment of 
schizophrenia, as well as a historical review of the 
illness and some discussion of the social questions aris¬ 
ing in connection with the care and treatment of 
schizophrenic patients. 

Bahamas Medical Conference.—A medical conference 
will be held at the British Colonial Hotel and the 
Princess Margaret Hospital in Nassau, April 23-30. On 



562 


MEDICAL NEWS 


weekdays, lectures will be given from 9:30 to 11 a. m. 
and 5:30 to 7 p. m. There will also be two evening 
lectures and two meetings at the hospital and two 
evening social gatherings. Hotel reservations may be 
made by writing to Mr. Robert K. Holiday, Reserva¬ 
tions Manager, British Colonial Hotel, Nassau, Ba¬ 
hamas. The registration fee of $75 should be sent at 
the same time. 

CORRECTIONS 

Exposure to Vibrating Tool.—In the Query and Minor 
Note concerning exposure to a vibrating tool, in The 
Journal, Jan. 19, 1957, page 221, the word incon¬ 
sistent” in the last line in the left-hand column should 
have been “consistent.” 

Dr. Kurtzke’s Address.—At the end of the article “Ison- 
iazid in Treatment of Multiple Sclerosis” in The 
Journal, Jan. 19, 1957, page 174, the address given for 
the senior author was erroneous and should have been 
Dr. John F. Kurtzke, Chief, Neurology Service, VA 
Hospital, Coatesville, Pa. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 18-20. Sec., Dr. 

D. G. Gill, State Office Bldg., Montgomery 4. 

Arkansas: 0 Examination. Little Rock, June. Sec., Dr. Joe Verser, 
Harrisburg. 

California: Written Examination. Los Angeles, Feb. 25-28; San 
Francisco, June 17-20; Los Angeles, Aug. 19-22; Sacramento, 
Oct. 21-24. Oral Examination. Los Angeles, Feb. 23; San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
Nov. 16. Oral and Clinical for Foreign Graduates. Los Angeles, 
Feb. 24; San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17, Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14. 

Colorado: 0 Reciprocity. Denver, April 9 . Final date for filing 
application is March 11. Examination. Denver, June 11-12. 
Final date for filing application is May 13. Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 
Connecticut: 0 Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo¬ 
pathic Examination and Reciprocity. Derby, March 15. Sec., 
Dr. Donald A. Davis, Derby. 

District of Columbia: 0 Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

Florida: 0 Examination. Miami, June 23-25. Sec., Dr. Homer L. 

Pearson, 901 N. W. 17th St., Miami. 

Georgia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 
Illinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 

of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 
Indiana: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Maine: Examination and Reciprocity. Portland, March 12-14. 

Sec., Dr. Adam P. Leighton, 192 State St., Portland. 
Michigan: 0 Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi¬ 
gan Ave., Lansing 8. 

Minnesota: 0 Reciprocity. St. Paul, Feb. 12-13. Sec., Dr. F. H. 
• Maguey, 230 Lowry Medical Arts Bldg., St. Paul 2. 
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Mississippi: Examination. Jackson, June. Asst. Sec., Dr. R. N. 

Whitfield, Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. See., 

Dr. S. A. Cooney, 214 Power Block, Helena. 

Nebraska: 0 Examination. Omaha, June 17-19. Director, Mr. 

Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampshire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 
New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat¬ 
rick H. Corrigan, 28 West State St., Trenton. 

New Mexico:" Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 
New York: Examination. Albany, Buffalo, New York and Syra¬ 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 
Ohio*. Endorsement. Columbus, April 1. Examination. Colum¬ 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 

Oklahoma:" Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 
Oregon:" Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 

Rhode Island:" Endorsement. Providence, March 28. Examina¬ 
tion. Providence, April 4-5. Administrator, Mr. Thomas B. 
Casey, 306 State Office Bldg., Providence. 

Tennessee: 0 Examination. Memphis, March 27-28. Sec., Dr. 

H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas: 0 Examination and Reciprocity. Fort Worth, June 24-26. 

Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. • 
Utah: Examination. Salt Lake City, July 11-13. Director, Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City I. 
Virginia: Reciprocity. Richmond, June 12. Examination. Ric 
mond, June 13-15. Office of the Board, 631 First St., S.W, 
Roanoke. 

West Virginia: Examination. Charleston, April 22. Sec., '■ 
Newman H. Dyer, State Office Bldg. No. 3, Charleston . 
Wyoming: Examination and Reciprocity. Cheyenne, Fe . 

Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 
Alaska: 0 On application in Anchorage and Juneau. Sec., r - 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 
Puerto Rico: Examination. San Juan, March 5-9. Sec., 1 r - 
Joseph Mercado Cruz, Box 9156, Santurce. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Arizona: Examination and Reciprocity. Tucson, March 19 . Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 
Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. • • 
Dellinger, Zoology Department, University of Arkansas, 

Rock. . „■] 

Colorado: Examination and Reciprocity. Denver, Marc i 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver !»• 
Connecticut: Examination. New Haven, Feb. 9, Exec. * s •> 
Mrs. Regina G. Brown, 258 Bradley St., New Haven iv. 
District of Columbia: Reciprocity. Washington, Marc 
Examination. Washington, April 22-23. Deputy Director, i 
Paul Foley, 1740 Massachusetts Ave. N. W., Mashing 
Florida: Examination. Miami, June 8 . Sec., Mr. M. W. mnie ’ 
Box 340, University of Florida, Gainesville. 

Michigan: Examination. Detroit and Ann Arbor, Feb. • 

Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansmg-^ 
Oklahoma: Examination. Oklahoma City, April 19 -l 
D r. E. F. Lester, 813 Braniff Bldg., Oklahoma City. ^ 
Oregon: Examination. Portland, March 2. Sec., Dr. ' !,r 

Pallett, Eugene. Dr . 

South Dakota: Examination. Vermillion, June t o. > 
Gregg M. Evans, 310 E. 15th St., Yankton. aO- 9 !- 

Tennessee: Examination. Memphis and Nashville, Marc >- 
Sec., Dr. O. W. Hyman, 62 S. Dunlap Ave., Memphis 
Texas: Examination. Austin, April. Sec., Bro. Rapliae 

407 Perry-Brooks Bldg., Austin. Milwaukee, 

Wisconsin: Examination. Madison, April 6 , and i 

June 1. Sec., Dr. W. H. Barber, 621 Ransom St., ^ 

Alaska: Examination and Reciprocity. Anchorage an ^ 

first week of February, April, June; August and 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 

"Basic Science Certificate required. 
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AIR FORCE 

Review Course for Flight Surgeons.—Among 3S officers 
attending the annual review course at the Air Force 
School of Aviation Medicine, Randolph Air Force 
Base, Texas, are 19 full colonels, IS field-grade officers, 
and 1 captain. This review course is for experienced 
flight surgeons who are preparing to take their board 
examination. If, after they complete the course, they 
pass the examination by the American Board of Pre¬ 
ventive Medicine, they will be qualified as specialists 
in aviation medicine. The captain in the course is a 
member of the department of pharmacology at the 
School of Aviation Medicine itself. 

Fly Patients over the Alps.—'The U. S. Air Force has 
improved the service in the European-Eastern Medi¬ 
terranean Army by assigning two C-131A Convair 
“Samaritan” airplanes to the U. S. Air Forces in Europe 
- evacuation system. These pressurized airplanes, hav¬ 
ing a high-service ceiling, can fly military patients 
from the Mediterranean and Middle East directly 
over the Alps to major U. S. hospitals in Germany. 
The airplanes previously used for these missions were 
required to fly via Marseilles, France, which added 
many hours to die flights. 

army 

Army Hospital at Niimberg, Germany.—The U. S. 
Army Hospital, Niimberg, Germany, provides out¬ 
patient care for all military and dependent personnel 
of tire Niimberg area and such outlying areas as Bam¬ 
berg, Hohenfels, and Grafenwohr. This hospital was 


completed in 1937 for the German Army. The first 
American medical unit to use it was the 116th General 
Hospital. It was then operated, in turn, by the 3S5th 
Station Hospital, the 15th Evacuation Hospital, and, 
since 1951, by the 16th Field Hospital. During World 
War II a part of the main building was damaged, in¬ 
cluding the chapel, but a new chapel and a theater, 
which also houses the American Red Cross, were con¬ 
structed in 1951. Patients requiring specialized treat¬ 
ment or extensive hospitalization are evacuated from 
this hospital to larger medical installations in the com¬ 
mand. The open area in front of the main building can 
be used as a landing strip for helicopters to bring in or 
evacuate patients. The commanding officer of the 16th 
Field Hospital at present is Col. Charles J. Farinacci. 

Residency in General Practice.—The only residency 
program in general practice conducted by the Army 
Medical Service is a two-year program at the Army 
Hospital, Fort Knox, Ky. The first yeax is devoted to 
medicine and its subspecialties, including six months 
in pediatrics; the second, to surgery and its subspe- 
cialties, including six months in gynecology and ob¬ 
stetrics. This program, which now has 16 participants, 
lias been given approval by the Council on Medical 
Education and Hospitals of the American Medical 
Association. 

NAVY 

Admiral Hogan Guest Lecturer at Yale.—Rear Adm. 
Bartholomew W. Hogan, surgeon general, was guest 
lecturer at the department of public health, Yale Uni¬ 
versity School of Medicine, and Connecticut State 
Medical Society, New Haven, Conn., on Jan. 24. Ad¬ 
miral Hogan spoke on the “Economics of Medical 
Practice” as it relates to military medicine. 



U.S. Army Hospital, N iimberg, Germany. 
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VETERANS ADMINISTRATION 

Progress Report on Review of Compensation Cases.— 
The Veterans Administration started in 1954 a compre¬ 
hensive review that will cover 1,708,000 cases in which 
World War II or peacetime veterans under age 55 who 
are receiving compensation for service-connected dis¬ 
abilities and all veterans under 55 who are receiving 
pensions for non-service-connected disabilities. The 
review may require another three years to complete. 
Tire purpose of the review is to double check the accu¬ 
racy of payment awards made shortly after World 
War II when the VA was receiving nearly 250,000 
claims a month. In a progress report made Jan. 18 , 
the VA said nearly 38% of the total number of cases 
to be reviewed have been completed. 

Adjustments were found necessary in 35,249 cases, 
or 5.8% of the total claims reviewed thus far. Of the 
adjustments made up to Sept. 30, 1956, there were 
4,378 increases in monthly payments, 15,272 decreases 
in monthly payments, and 15,599 termination of pay¬ 
ments. The increases or decreases were made primarily 
to match current degree of disability. Of the termina¬ 
tions, 12,217 were ended primarily because of improve¬ 
ment in the veteran’s condition to a level no longer 
justifying monetary awards and 3,382 because of 
severance of service-connection after the VA found 
“clear and unmistakable error” in associating the dis¬ 
ability with the period of service. The VA said the 
12,217 have confirmed service-connected disabilities 
and may be returned to the compensation rolls if those 
ailments again become disabling. 

Hospital News.—Dr. Daniel Blain, medical director, 
American Psychiatric Association Mental Hospital 
Service, Washington, D. C., addressed the staff of tine 
VA Hospital, Jefferson Barracks, Mo., Jan. 9, on “The 
Unique Place of the Physician in the Community.” 

Construction Projects at VA Hospitals.—The Veterans 
Administration announces that it will call for bids on 
10 construction projects totaling about a half-million 
dollars during January, 1957. The installation of 
smoke-barrier doors in a building at the Madison 
(Wis.) VA Hospital is expected to cost between $15,000 
and $25,000. 

The projects to be advertised by the VA Central 
Office in Washington, D. C., with their cost range, 
are as follows: 

Temple, Texas, VA Center-Hydraulic elevator addition 
($25,000-$35,000). 

Phoenix, Ariz., Hospital—Construction of addition to building 
no. 1 for storage ($40,000-$50,000). 

Albuquerque, N. Mex., Hospital—Well pump, pump house, 
and feed water treatment ($75,000-$125,000). 

Boston, Mass., Hospital—Relocate research laboratory ($20,- 
000-$30,000). 

Jefferson Barracks, Mo., Hospital—Construction of a sports 
area, including soft ball diamond, bleachers, showers, and 
dressing room ($35,000-$45,000). 

Boise, Idaho, VA Center—Underground electrical distribution 
system ($100,000-$150,000). 

Marion, Ind., Hospital—Replacement of elevators in two 
buildings and installation of new elevator-in building no. 20 
($100,000-$ 150,000). 
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Wilmington, Del., Hospital—Trash and oxygen storage 
($15,000-$25,000). 

Tuscaloosa, Ala., Hospital—Extend stairway in building no 1 

($ 10 , 000 -$ 20 , 000 ). 


PUBLIC HEALTH SERVICE 

Pilot Test Study Under Health Survey Program.-A 
pilot test study under the new national health survey 
program will begin Jan. 28, in Charlotte, N. C., the 
surgeon general of the Public Health Service has an¬ 
nounced. This initial action will pretest a number of 
aspects of a questionnaire being developed for na¬ 
tional use at a later date. Interviewing will be con¬ 
ducted by the Bureau of the Census, which is to per¬ 
form this advance test and other field work on the 
national health survey for the Public Health Service. 
Inhabitants of a sample of households in the metro¬ 
politan area of Charlotte will be interviewed. 

Data to be collected include statistics oh the num¬ 
ber, age, sex, and occupation of persons suffering from 
diseases, injuries, or handicapping conditions; medical 
care received; the length of time that these people 
have been prevented from carrying on their usual oc¬ 
cupations or activities; and the economic and other 
impacts of such conditions. Information that the 
Census Bureau collects about individuals is kept con¬ 
fidential and only statistical totals are published. 

The national health survey is being undertaken un¬ 
der legislation requested by the administration and 
enacted by Congress last summer. The new law au¬ 
thorizes the surgeon general of the Public Health 
Service to make continuing annual surveys and special 
studies of the U. S. population to determine the extent 
of illness and disability and gather related informa¬ 
tion. The last previous such federal survey was con¬ 
ducted 20 years ago. 

New Allergy Research Program.—Dr. Jules Freund, 
New York immunologist, has been appointed head of 
a new research program in allergy and immunology at 
the National Institutes of Health, Bethesda, Md., Dr- 
Victor Haas, director, National Institute of Allerg)' a n( ' 
Infectious Diseases, has announced. Studies will be 
directed toward the nature of antigens, the formation 
of antibodies, and tire reactions between them; explo¬ 
ration of the basis for hypersensitivity of tissues and 
its importance in disease; and extension of knowledge 
concerning the role of cellular immunity in the out¬ 
come of disease. 

Dr. Freund was graduated from the Royal Univer¬ 
sity Medical School, Budapest. He came to the Unite 
States in 1923. He comes to the National Institutes o 
Health from the Public Health Research Institute o 
the City of New York, where he was chief of t ,e 
division of applied immunology. 

Malaria Control in India.—At the request of the go' 
emment of India, two Public Health Service officers- 
John M. Henderson and Dr. Martin D. Young, w 
serve as part of a three-man international team to eva 
uate the accomplishments of India’s first five-year pro 
gram for the nationwide control of malaria. The pro 
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gram has been operated by the government of India 
and all the Indian states with the assistance of the 
United States International Cooperation Administra¬ 
tion. The Public Health Sendee announcement says 
that India, which formerly had 100 million cases of 
malaria each year, is carrying on the largest program of 
malaria control in the world and is looking toward 
possible eradication of malaria throughout the nation. 
Dr. Leonard Bruce-Chwatt, a British physician spon¬ 
sored by the Rockefeller Foundation, will join the team 
in New Delhi. 

Symposium on Venereal Diseases.—The eighth Annual 
Symposium on Recent Advances in the Study of 
Venereal Diseases will be held in the auditorium of 
the Department of Health, Education, and Welfare, 
Washington, D. C., on April 24-25. The sessions are 
open to all interested physicians and workers in allied 
professions. Participants from all parts of the country, 
including many outstanding authorities, attend an¬ 
nually to exchange the latest available information. 
Topics to be discussed will cover basic and clinical 
research, serology, epidemiology, treatment, program 
operation, and professional education. 


MISCELLANEOUS 

The following statement was released from the of¬ 
fices of the National Research Council-National Acad¬ 
emy of Sciences.—E d. 

Hungarian Escapees with Scientific, Scholarly, or Pro¬ 
fessional Training.—In cooperation with the President’s 
Committee for Hungarian Refugee Relief the National 
Academy of Sciences-National Research Council has 
established an office at Camp Kilmer, New Jersey, to 
help identfy and place individuals having advanced 
scientific or other scholarly or professional training 
among those who have escaped from Hungary and 
sought safe haven in this country. 

Escapees are arriving each day at Camp Kilmer by 
plane and ship. Many possess high scholarly or pro¬ 
fessional qualifications. Vice President Nixon’s recent 
report states that more than 1,000 of the 9,253 who 
had arrived in this country by December 31 are 
professional, technical, and kindred workers.” This 
proportion may well be encountered also among the 
thousands who are now on their way or have arrived 
since December 31. Furthermore, it is quite possible 
that additional thousands will be admitted beyond the 
present authorized limit of 21,500. 

The Academy—Research Council is endeavoring, in 
cooperation with other scholarly and professional or¬ 
ganizations, to assist in welcoming the escapees and 
aiding them to find suitable placement where they can 
make full use of their talents to their own satisfaction 
and to the benefit of the institutions and communities 
with which they become associated. 

To that end the Academy-Research Council will be 
glad to be advised of openings that may be available 
tor persons of advanced training in any field of scholar¬ 
ship or the professions, particularly openings that re¬ 
quire the doctorate or an advanced engineering degree. 


Every effort wall be made to bring such opportunities 
to tire attention of those among the Hungarians who 
appear to be qualified, and to provide a channel for 
direct contact between tire individuals and the insti¬ 
tutions where the openings exist. 

Because of the limited facilities at Camp Kilmer it 
is necessary to place the escapees as rapidly as possible. 
An effort will be made, however, to bring known 
openings to the attention of all available individuals 
who appear to be qualified and to give each individual 
an opportunity to consider a variety of employment 
possibilities. The American Council for Emigrees in 
the Professions is cooperating with the Academy-Re¬ 
search Council in this effort, as are other national 
organizations. 

Arrivals in this country from Hungary are in two 
categories, those with visas for immigration (some 
6,500) and those admitted on a “parolee” basis. In 
the first case the law requires a sponsor who will 
guarantee that for a period of one year the individual 
will not become a public charge. In the second case 
the legal requirement is less strict, but some degree 
of responsibility must he assumed. The necessary ar¬ 
rangements in both cases are usually made in the 
community where the individual is placed, often with 
the help of local welfare agencies. 

Some language training courses for escapees who do 
not speak English have been arranged and others arc 
being considered. Many who do not speak English 
speak French or German. 

In any information provided with respect to open¬ 
ings the following items should be included: 

1. Name and location of institution 

2. Description of position available; field of work; nature of 
duties (e. g., teaching, research, development, engineer¬ 
ing, management) 

3. Level of salary or other support 

4 . Estimated starting date and duration of employment 

5. Language requirements, and availability of local training 
in English if necessary 

6. Name, address, telephone of your representative for fur¬ 
ther negotiations 

7 . Housing available (some escapees are accompanied by 
wife and children) 

8. Group or organization willing to act as sponsor, if known 

9. This information previously given to . 

10. Other information that you consider helpful 

Under existing circumstances placement must be 
handled rapidly. To be of greatest assistance, therefore, 
information on employment opportunities should be 
submitted promptly, and should be kept up to date 
as circumstances change. Information should be sent 
in duplicate, the original to 

National Academy of Sciences—National Research Council 
2101 Constitution Avenue N. W. 

Washington 25, D. C. 

Attention; Office of Scientific Personnel 
and a carbon copy to 

National Academy of Sciences-National Research Council 
Office 

c/o President’s Committee 
Building 1305 
Camp Kilmer, New Jersey 
Telephone numbers; 

Washington: Executive 3-8100, extension 226 or 266 
Camp Kilmer: Charter 9-5883, extension 22 or 23 
New Brunswick, New Jersey 
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DEATHS 


Weller, Carl Vernon, Ann Arbor, Mich.; bom in St. 
Johns, Feb. 17, 1887; University of Michigan Depart¬ 
ment of Medicine and Surgery, Ann Arbor, 1913; joined 
tbe faculty of his alma mater, now known as the Univer¬ 
sity of Michigan Medical School, in 1911 as instructor 
in pathology, subsequently becoming assistant profes¬ 
sor, associate professor, and professor and chairman 
of the department of pathology, formerly assistant di¬ 
rector and director of the pathology laboratories, and 
from 1934 to 1937 and from 1946 to 1949 member 
of the executive committee; specialist certified by the 
American Board of Pathology; member of the Associa¬ 
tion of American Physicians, American Association of 
Pathologists and Bacteriologists, of which he was past- 
president, Federation of American Societies for Ex¬ 
perimental Biology, International Association of 
Geographic Pathology, International Association of 
Medical History (American Section), International 
Association of Medical Museums (past-president of 
the American-Canadian Section), American Cancer 
Society, Sociedad Argentina de Anatomia Normal y 
Patologica, Michigan Pathological Society, of which 
he was first president, American Society for Experi¬ 
mental Pathology, of which he was past-president, 
New York Academy of Sciences, National Research 
Council, American Association for Cancer Research, 
Alpha Omega Alpha, Sigma Xi (past-president for 
Michigan), Phi Sigma, Gamma Alpha, and Nu Sigma 
Nu; fellow of the American College of Physicians and 
the American Geriatrics Society; in December, 1956, 
a lecture was dedicated in his honor and an award of 
merit was presented to him at the annual meeting of 
the Michigan Pathological Society; member of the sci¬ 
entific board of tire Armed Forces Institute of Pathol¬ 
ogy in Washington, D. C.; chief pathologist at the 
University Hospital; joint author of “Medical Aspects 
of Mustard Gas Poisoning” and author of “Casual Fac¬ 
tors in Cancer of the Lung”; for many years editor-in- 
chief of the American Journal of Pathology; editor of 
the Annals of Internal Medicine from 1931 to 1933; 
formerly member on the editorial board of the Physio¬ 
logical Reviews; died Dec. 10, aged 69, of coronary 
thrombosis. 

Oughterson, Ashley Webster, Woodbridge, Conn.; 
born in Hall, N. Y., Sept. 28, 1895; Harvard Medical 
School, Boston, 1924; served as clinical professor of 
surgery at Yale University School of Medicine in New 
Haven; member of the founders’ group of the Ameri¬ 
can Board of Surgery; member of the American Sur¬ 
gical Association; fellow of the American College of 
Surgeons; a colonel in the Medical Corps of the U. S. 
Army during World War II and was awarded the 
Legion of Merit with Oak Leaf Cluster; a part of his 
sendee was as medical aide on the staff of Gen. Douglas 
MacArthur; shortly after the atom bombing of Hiro- 


® Indicates Member of the American Medical Association. 


shima and Nagasaki, went to Japan as chairman of the 
Joint Commission for Investigating the Medical Effects 
of the Atomic Bomb in Japan; served on the staffs 
of the Grace-New Haven Community' Hospital and 
Hospital of St. Raphael in New Haven and as con¬ 
sultant at the Veterans Administration Hospital in 
Newington and Griffin Hospital in Derby; in 1946 
became vice-president and medical and scientific direc¬ 
tor of the American Cancer Society; a member of the 
medical education and public health staff of the 
Rockefeller Foundation of New York City; one of the 
editors of the “Medical Effects of the Atomic Bomb in 
Japan”; died Nov. 18, aged 61, of injuries received in 
commercial airliner crash in Colombia, South America. 

Ladd, Michael, White River Junction, Vt.; bom in 
Portland, Ore., May 16, 1923; New York University 
College of Medicine, New York City, 1947; an officer 
in the Medical Corps of die U. S. Army from 1951 to 
1953; junior clinical instructor in surgery at the Uni¬ 
versity of Michigan in Ann Arbor from 1953 to 1954, 
when he became senior clinical instructor, senins, 
until 1956; instructor in clinical surgery and instructor 
in physiology at Dartmouth Medical School in Han¬ 
over, N. H.; assistant chief of surgery' at the Veterans 
Administration Hospital; killed in an automobile acci¬ 
dent near Norwich Dec. 1, aged 33. 

Mahanna, Donald Luther ® Columbus, Ohio; born in 
Columbus Nov. 6, 1911; Western Reserve University 
School of Medicine, Cleveland, 1936; clinical associate 
professor of medicine at the Ohio State University 
College of Medicine; specialist certified by the Ameri¬ 
can Board of Internal Medicine; fellow of the 
American College of Physicians; president of the Cen¬ 
tral Ohio Heart Association; a director of the Ohio 
State Heart Association; on the attending staffs of St. 
Francis Hospital, White Cross Hospital, and Ohio 
State University Hospital, where he died Nov. 19, aged 
45, of postoperative massive cerebral hemorrhage. 

Woods, Andrew Henry ® Wellesley' Hills, Mass.; born 
in Hartwood, Va., Aug. 25,1872; University of Pennsy - 
vania Department of Medicine, Philadelphia, 189 , 
professor emeritus of psychiatry at the State University 
of Iowa College of Medicine in Iowa City; member 
of the Iowa State Medical Society; specialist certifier 
by tbe American Board of Psychiatry and Neurology, 
served on the faculty of the Peking Union Medica 
College in China; formerly director of the Iowa State 
Psychopathic Hospital in Iowa City; died in * K j 
Newton-Wellesley Hospital in Newton Nov. 5, age 
84, of injuries received when struck by a truck. 

Yancey, Thomas Bragg ® Kingsport, Tenn.; University 
of the South Medical Department, Sewanee, 1900 ; a so 
a graduate in pharmacy; served as a member o ‘ 
state public health council; past-president of t c 
Sullivan County Board of Health; for many years • 
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member and president of the state board of medical 
examiners, of which he was at one time vice-president; 
at one time practiced in Somerville, where he was 
county health officer; served on the staff of the Holston 
Valley Community Hospital, where he was first staff 
chairman; died Sept. 22, aged 78, of cancer of the 
stomach. 

Eisner, Maurice Soloman ® Pittsfield, Mass.; College 
of Physicians and Surgeons, Baltimore, 1912; fellow of 
tire American College of Surgeons; served on tire 
board of health for many years; on the staff of St. 
Luke’s Hospital; consultant at tire Fairvierv Hospital 
in Great Barrington and the Pittsfield General and 
Hillcrest hospitals; died Nov. 16, aged 69, of coronary 
occlusion. 

Fortin, Harry John ® Fargo, N. D.; Northwestern 
University Medical School, Chicago, 1916; specialist 
certified by the American Board of Orthopaedic Sur¬ 
gery; member of tire Clinical Orthopaedic Society and 
tire American Academy of Orthopaedic Surgeons; on 
the staff of St. John’s Hospital; served overseas during 
World War I; died Oct. 19, aged 66, of heart disease. 

' Grigg, William T., Lawndale, N. C.; Atlanta Medical 
College, 1891; died in Shelby Hospital, Shelby, Nov. 
23, aged 94, of intestinal hemorrhage due to ulcer. 

Guidone, Erel Linguiti, Mason, N. H.; Harvard Medi¬ 
cal School, Boston, 1925; specialist certified by the 
American Board of Psychiatry and Neurology; veteran 
of World Wars I and II; died Nov. 6, aged 61, of coro¬ 
nary thrombosis. 

Harris, Ralph Wayne, Placerville, Calif.; New York 
Homeopathic Medical College and Flower Hospital, 
New York City, 1912; formerly practiced in Long 
Beach, where he was on the staff of the Long Beach 
Community Hospital; died Oct. 29, aged 71, of 
adenocarcinoma. 

Hoebel, Frederick Carl ® Colorado Springs, Colo,; 
Northwestern University Medical School, Chicago, 
1936; specialist certified by the American Board of 
Surgery; fellow of the American College of Surgeons; 
veteran of World War II; on the staffs of the Glockner- 
Penrose, St. Francis, and Memorial hospitals; died Dec. 
3, aged 46, of coronary thrombosis. . 

Holbrook, Walter Franz ® Kansas City, Mo.; Univer¬ 
sity of Louisville (Ky.) School of Medicine, 1915; 
c ied Nov. 21, aged 72, of a heart attack. 

Johnson, Robert Walton'® San Fernando, Calif.; Col¬ 
lege of Medical Evangelists, Loma Linda and Los 
Angeles, 1925; veteran of World Wars 1 and II; died 
Nov. 8, aged 57, of a cerebrovascular accident. 

Kies, Benjamin Bernhardt ® Muskogee, Olda.; Univer¬ 
sity of Oklahoma School of Medicine, Oklahoma City, 
1928; served during World Wars I and II; past- 
president of Pittsburg County Medical Society; county 
health officer; medical rating specialist with the Vet¬ 
erans Administration; died Oct 1, aged 63, of 
arteriosclerosis and rupture of the aorta into the peri¬ 
cardial sac. 


Larson, Ralph Hertrich ® Anoka, Minn.; University of 
Minnesota Medical School, Minneapolis, 1941; member 
of the American Academy of General Practice; veteran 
of World War II; on the staff of tire Asbury Methodist 
Hospital in Minneapolis; drowned in Diamond Lake 
Nov. 14, aged 41, while trying to reach shore after 
duck boat capsized. 

Levin, Benjamin Mordiecai ® Chicago; University' of 
Illinois College of Medicine, Chicago, 1924; associate 
professor of pediatrics at the Chicago Medical School; 
formerly on tire faculty of his alma mater; specialist 
certified by the American Board of Pediatrics; fellow 
of the American Academy of Pediatrics; on the staffs 
of the Cook County Hospital and the Michael Reese 
Hospital, where he died Nov. 27, aged 58, of a cerebro¬ 
vascular accident. 

Lewis, Harry Harrison, Reading, Pa.; 'Hahnemann 
Medical College and Hospital, Philadelphia, 1913; 
veteran of World War I; died in Wyomissing Nov. 13, 
aged 68, of acute coronary occlusion. 

Lile, Luther Mace ® Hope, Ark.; University of Ten¬ 
nessee College of Medicine, Memphis, 1916; fellow 
of the American College of Surgeons; served on tire 
staffs of tire Julia Chester Hospital and the Hempstead 
County' Memorial Hospital; died Nov. 19, aged 62, of 
coronary occlusion. 

Lucas, Albert Campbell, Castle, Okla.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1878; an asso¬ 
ciate member of the American Medical Association; 
died Nov. 16, aged 85. 

McBeath, Ewing Cleveland, New York City; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 1921; 
an associate member of the American Medical Associ¬ 
ation; died in the Bellevue Hospital Nov. 13, aged 71. 

McLeod, Robert Henderson ® Palestine, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 1898; 
died in the Mother Frances Hospital, Tyler, Nov. 1, 
aged 82. 

Magee, George Claude, Oil City, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1901; an 
associate member of tire American Medical Associa¬ 
tion; past-president of tire Venango County Medical 
Society; served on tire medical staffs of the Meadville 
City and Spencer hospitals in Meadville and the Oil 
City Hospital; died Nov. 15, aged 76, of coronary 
occlusion. 

Manaugh, Hursel Conway, Fayetteville, Ark.; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 1930; 
veteran of World Wars I and II; served on the staffs 
of the Veterans Administration hospitals in Boise, 
Idaho, Fargo, N. D., Fort Howard, Aid., and Bay Pines, 
Fla.; manager of the Veterans Administration Hospital 
in Fayetteville, where he died Nov. 24, aged 56, of 
coronary thrombosis. 

Martin, Harington C., East Rainelle, W. Va.; Univer¬ 
sity' of Louisville (Ky.) Medical Department, 1909; 
an associate member of the American Medical Asso¬ 
ciation; died Dec. 1, aged 79, of carcinoma of the 
prostatic gland and urinary bladder. 
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Martin, Samuel P. ® East Prairie, Mo.; Washington 
University School of Medicine, St. Louis, 1906; on the 
staff of the Missouri Delta Community Hospital, 
Sikeston, where he died Oct. 28, aged 79, of metastatic 
carcinoma of the prostate. 

May-Miller, Laura Genevieve ® Walla Walla, Wash.; 
College of Medical Evangelists, Loma Linda and Los 
Angeles, 1929; died in Loma Linda, Calif., Sept. 7, 
aged 65, of acute myocardial infarction, 

Meyer, Albert Julius ® Glendale, Calif.; University 
of Louisville (Ky.) Medical Department, 1910; on 
the staffs of the Belu'ens Memorial Hospital, Glendale 
Sanitarium and Hospital, xuid the Physicians and Sur¬ 
geons Hospital; died Nov. 17, aged 73, of acute 
coronary occlusion. 

Moore, Kenneth Burnell ® Flint, Mich.; University of 
Michigan Medical School, Ann Arbor, 1929; served as 
city health officer; on the staff of the Hurley Hospital; 
died Nov. 3, aged 51, of a heart attack. 

O’Brien, Paul Thomas ® Menasha, Wis.; Marquette 
University School of Medicine, Milkaukee, 1932; mem¬ 
ber of the American Academy of General Practice;, 
veteran of World War II; served on the staffs of St. 
Elizabeth Hospital in Appleton and the Theda Clark 
Memorial Hospital in Neenah; died in the town of 
Beaver, Oct. 21, aged 52, of injuries received in an 
airplane crash. 

O’Donnell, Frederick William ® Junction City, Kan.; 
University Medical College of Kansas City (Mo.), 
1897; veteran of World War I; served as mayor of 
Junction City; died in the Junction City Municipal 
Hospital Nov. 6, aged 84, of cerebral vascular accident, 

O’Dowd, John Joseph, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1918; for many years on the staff of the 
Hospital for Special Surgery; died in the Doctors 
Hospital Nov. 20, aged 65, of heart disease. 

Oppennan, Rudolph K., Detroit; Saginaw (Mich.) 
Valley Medical College, 1899; for many years on the 
staff of St. Mary’s Hospital; one of the organizers of 
the East Side General Hospital; died in the Jennings 
Memorial Hospital Nov. 18, aged 87, of coronary 
disease. 

Payne, J. Will, Springfield, Ohio; Louisville (Ky.) 
Medical College, 1905; formerly practiced in Willow 
Wood, where he was coroner of Lawrence County and 
county health commissioner; died in the Mercy Hos¬ 
pital Oct. 13, aged 84, of left ventricular failure, 
arteriosclerosis, and cerebral thrombosis. 

Pollock, Robert, New York City; New York Home¬ 
opathic Medical College and Hospital, New York 
Cits', 1926; member of the American Urological Asso¬ 
ciation; fellow of the International College of Sur¬ 
geons; attending urologist at the Sea View Hospital in 
Staten Island and visiting urologist at the Harlem 
Hospital; died Oct. 28, aged 59, of coronary throm- 
-..bosis. 
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Pulver, Michael ® Fort Wayne, Ind.; New York Homeo¬ 
pathic Medical College and Hospital, New York City, 
1931; affiliated with Veterans Administration Hospital; 
died Nov. 7, aged 51, of infarction of myocardium and 
coronary arteriosclerosis. 


Purdy, James Jarratt ® Oriental, N. C.; Medical Col¬ 
lege of Virginia, Richmond, 1900; past-president of 
the Pamlico County Medical Society; served as mayor; 
died in St. Luke’s Hospital, New Bern, Nov. 4, aged 80, 
of cardiac complications following cholecystectomy. 

Raadcjuist, Charles Simon ® Hibbing, Minn.; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 1916; 
veteran of World War I; served as village health 
officer; on the staff of the Hibbing General Hospital, 
where he died Nov. 9, aged 72, of arteriosclerosis. 


Rayburn, John Albert ® Pontotoc, Miss.; University of 
Tennessee College of Medicine, Memphis, 1915; served 
as superintendent of the Natchez Charity Hospital 
in Natchez; died in the Pontotoc Community Hospital 
Nov. 3, aged 74, of chronic cardiovascular disease. 

Reis, George W. ® Junction City', Wis.; Milwaukee 
Medical College, 1912; bank president; on the staff of 
St. Joseph’s Hospital, Marshfield, where he died Oct. 
23, aged 69, of carcinoma. 

Reynolds, Annie E., Tacoma, Wash.; the Hahnemann 
Medical College and Hospital, Chicago, 1901; retired 
supreme medical examiner of the Women's Benefit 
Association; died Oct. 29, aged 82, of virus pneumonia 
and hypertension. 

Rhu, Herman Swetser, Sr. ® Tucson, Ariz.; Western 
Reserve University Medical Department, Cleveland, 
1899; veteran of World War I; practiced in Marion, 
Ohio; member of the Ohio State Medical Association, 
died Nov. 6, aged 79, of myocardial infarction and 
arteriosclerotic heart disease. 


Rolens, Louis Edwin, Granby, Mo.; St. Louis College 
of Physicians and Surgeons, 1905; member of the 
Missouri State Medical Association; past-president 0 
the Newton County Medical Society; vice-president 0 
the Granby School Board, which he served as presi¬ 
dent; for many years member of the Dixon and Granby 
School boards; veteran of World War I; on the staff 0 
the Sale Memorial Hospital and Clinic in Neosho, 
where he died Nov. 12, aged 73, of coronary occlusion. 


Sangston, James Holmes ® McClellandtown, R'-> 
Western Pennsylvania Medical College, Pittsburg , 
1903; past-president of the German Township Schoo 
Board, of which he was a member for 35 years; on t ie 
courtesy staff of the Uniontown (Pa.) Hospital, where 
he died Nov. 7, aged 77, of acute pulmonary edema- 

Schirck, Frederick Foster, Hempstead, N. Y.; Alban) 
(N. Y.) Medical College, 1905; member of the Amen 
can Academy of Dermatology and Syphilology and t ie 
Medical Society of the State of New York; honorary 
attending dermatologist at the Meadowbrook Hospita 
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in Hempstead; on the staffs of the Mercy Hospital in 
Rockville Centre and the Nassau Hospital in Mineola, 
where he died Oct. 30, aged 74, of coronary occlusion. 

Schmitz, Glenn Peter ® Little Falls, Minn.; St. Louis 
University School of Medicine, 1944; member of the 
American Academy of General Practice; formerly an 
officer in the Medical Corps, Army of the United 
States; on the staff of St. Gabriel’s Hospital; died in 
the University of Minnesota Hospitals, Minneapolis, 
Sept. 19, aged 37, of coronary occlusion. 

Scott, Edgar Marvin ® Birmingham, Ala.; Medical 
College of Alabama, Mobile, 1901; died Nov. 18, aged 
80, of hypostatic pneumonia and cardiac decompen¬ 
sation. 

Shera, George William, New York City; College of 
Physicians and Surgeons, medical department of Co¬ 
lumbia College, New York City, 1895; died in tire 
Lenox Hill Hospital Sept. 30, aged 83, of a perforated 
ulcer and arteriosclerosis. 

Silver, Harry, Ridgewood, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 
1919; member of the Medical Society of the State of 
New York; died Nov. 7, aged 62, of coronary occlusion. 

Smith, John Walter Anthony, Mandeville, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1910; an associate member of the American 
Medical Association; for many years on the staff of 
the Touro Infirmary in New Orleans, where he died 
Nov. 10, aged 68. 

Smith, Mallory Lumpkin ® Maceo, Ky. (licensed in 
Kentucky in 1922); on the staff of the Owensboro- 
Daviess County Hospital, Owensboro, where he died 
Sept. 22, aged 72, of complications caused by virus 
pneumonia, 

Stanford, Henry ® Galveston, Texas; University of 
Texas School of Medicine, Galveston, 1941; member 
of the American Academy of General Practice; veteran 
of World War II; served on the staff of the Veterans 
Administration Hospital in Big Spring; died Nov. 7, 
aged 39, of myomalacia cordis and cardiac arterial 
occlusion. 

Thornton, Charles William ® Dallas, Texas; Beaumont 
Hospital Medical College, St. Louis, 1893; division 
surgeon for the Rock Island Railroad; died in Hobbs, 
N. Mex., Nov. 4, aged 82, of a heart attack. 

Townsend, Albert Levi, Dothan, Ala.; University of 
Nashville (Tenn.) Medical Department, 1899; served 
on the staff of the Frasier-Ellis Hospital, where he died 
Nov. 13, aged 82, after an operation on the prostate. 

Underwood, Russell Spaldon, South Miami, Fla.; 
Duke University School of Medicine, Durham, N. C., 
1951; certified by tire National Board of Medical 
Examiners; on the clinical staff of the University of 
Miami School of Medicine in Coral Gables; on the 
staffs of the Variety Children’s Hospital and the 
Jackson Memorial Hospital, Miami, where he died 
Nov. 3, aged 30, of chronic nephritis and uremia. 


Wallfield, Jacob Mark, Brooklyn, N. Y.; University 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American 
Medical Association; served on the consulting staffs of 
the Kingston Avenue and Maimonides hospitals; died 
in the Queens Hospital, Jamaica, Oct. 26, aged 84, of 
coronary heart disease. 

Walker, William Dunn ® Charlottesville, Va.; Univer¬ 
sity of Virginia Department of Medicine, Charlottes¬ 
ville, 1944; served in the South Pacific during World 
War II; member of the American Trudeau Society; 
served on the staff of the University of Virginia Hos¬ 
pital, where he died Nov. 10, aged 36, of acute coro¬ 
nary insufficiency, 

Welker, Anthony J., Pampa, Texas; National Medical 
College, Chicago, 1905; died in Russell, Kan., Nov. 13, 
aged 79, of cancer of the left kidney. 

White, Minor Elisha ® Kankakee, Ill.; Loyola Univer¬ 
sity School of Medicine, Chicago, 1918; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology 
and Otolaryngology; veteran of World War II; at one 
time on the staff of die Illinois Eye and Ear Infirmary 
in Chicago; on the staff of the St. Mary’s Hospital; 
died Dec. 26, aged 67. 

Wilcox, Arthur G. ® Solon Springs, Wis.; Western Re¬ 
serve University Medical Department, Cleveland, 1905; 
died Dec. 14, aged 76. 

Wilkins, Charlotte Elsbeth Kusta ® North Miami, Fla.; 
Ohio State University College of Medicine, Columbus, 
1925; died Nov. 4, aged 66, of coronary occlusion with 
myocardial infarction. 

Williams, Arthur Joseph, Waukesha, Wis.; Rush Medi¬ 
cal College, Chicago, 1914; for many years city physi¬ 
cian; veteran of World War I; died Oct. 10, aged 69, 
of coronary occlusion. 

Williams, John Washington, Moab, Utah; Gross Med¬ 
ical College, Denver, 1895; died Aug. 13, aged 103. 

Wolff, Llewellyn Gilmer, Okarche, Okla.; Missouri 
Medical College, St. Louis, 1899; associate member of 
die American Medical Association; an honorary mem¬ 
ber of the staff of die Park View Hospital in El Reno; 
died Sept. 30, aged 88, of coronary' thrombosis. 

Woodard, John Henry, Nashville, Tenn.; University of 
Tennessee Medical Department, Nashville, 1894; died 
Nov. 19, aged 81, of arteriosclerotic heart disease. 

Wright, Lucius Featherstone ® Colonel, U. S. Army, 
retired, Adanta, Ga.; Adanta College of Physicians 
and Surgeons, 1910; U. S. Army Medical School, 1921; 
veteran of World Wars I and II; entered die Medical 
Corps of the regular Army in 1920 and retired Aug. 31, 
1946; died Nov. 3, aged 70, of coronary thrombosis. 

Wyatt, Edward Franklin ® Easley, S. C.; Southern 
Medical College, Adanta, 1897; died in Greenville 
General Hospital, Greenville, Nov. 5, aged 88, of 
uremia and prostatic obstruction. 
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Martin, Samuel P. ® East Prairie, Mo.; Washington 
University School of Medicine, St. Louis, 1906; on the 
staff of the Missouri Delta Community Hospital, 
Sikeston, where he died Oct. 28, aged 79, of metastatic 
carcinoma of the prostate. 

May-Miller, Laura Genevieve ® Walla Walla, Wash.; 
College of Medical Evangelists, Loma Linda and Los 
Angeles, 1929; died in Loma Linda, Calif., Sept. 7, 
aged 65, of acute myocardial infarction. 

Meyer, Albert Julius ® Glendale, Calif.; University 
of Louisville (Ky.) Medical Department, 1910; on 
the staffs of the Behrens Memorial Hospital, Glendale 
Sanitarium and Hospital, and the Physicians and Sur¬ 
geons Hospital; died Nov. 17, aged 73, of acute 
coronary occlusion. 

Moore, Kenneth Burnell ® Flint, Mich.; University of 
Michigan Medical School, Ann Arbor, 1929; served as 
city health officer; on the staff of the Hurley Hospital; 
died Nov. 3, aged 51, of a heart attack. 

O’Brien, Paul Thomas ® Menasha, Wis.; Marquette 
University School of Medicine, Milkaukee, 1932; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War II; served on the staffs of St. 
Elizabeth Hospital in Appleton and the Theda Clark 
Memorial Hospital in Neenah; died in the town of 
Beaver, Oct. 21, aged 52, of injuries received in an 
airplane crash. 

O’Donnell, Frederick William ® Junction City, Kan.; 
University Medical College of Kansas City (Mo.), 
1897; veteran of World War I; served as mayor of 
Junction City; died in the Junction City Municipal 
Hospital Nov. 6, aged 84, of cerebral vascular accident. 

O’Dowd, John Joseph, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1918; for many years on the staff of the 
Hospital for Special Surgery; died in the Doctors 
Hospital Nov. 20, aged 65, of heart disease. 

Opperman, Rudolph K., Detroit; Saginaw (Mich.) 
Valle}' Medical College, 1899; for many years on the 
staff of St. Mary’s Hospital; one of the organizers of 
the East Side General Hospital; died in the Jennings 
Memorial Hospital Nov. 18, aged 87, of coronary 
disease. 

Payne, J. Will, Springfield, Ohio; Louisville (Ky.) 
Medical College, 1905; formerly practiced in Willow 
Wood, where he was coroner of Lawrence County and 
count} 7 health commissioner; died in the Mercy Hos¬ 
pital Oct. 13, aged 84, of left ventricular failure, 
arteriosclerosis, and cerebral thrombosis. 

Pollock, Robert, New York City; New York Home¬ 
opathic Medical College and Hospital, New York 
City, 1926; member of the American Urological Asso¬ 
ciation; fellow of the International College of Sur¬ 
geons; attending urologist at the Sea View Hospital in 
Staten Island and visiting urologist at the Harlem 
Hospital; died Oct. 28, aged 59, of coronary throm- 
,,bosis. 


Pulver, Michael ® Fort Wayne, Ind.; New York Homeo¬ 
pathic Medical College and Hospital, New York City, 
1931; affiliated with Veterans Administration Hospital; 
died Nov. 7, aged 51, of infarction of myocardium and 
coronary arteriosclerosis. 

Purdy, James Jarratt ® Oriental, N. C.; Medical Col¬ 
lege of Virginia, Richmond, 1900; past-president of 
the Pamlico County Medical Society; served as mayor; 
died in St. Luke’s Hospital, New Bern, Nov. 4, aged 80, 
of cardiac complications following cholecystectomy. 

Raadquist, Charles Simon ® Hibbing, Minn.; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 1916; 
veteran of World War I; served as village health 
officer; on the staff of the Hibbing General Hospital, 
where he died Nov. 9, aged 72, of arteriosclerosis. 

Rayburn, John Albert ® Pontotoc, Miss.; University of 
Tennessee College of Medicine, Memphis, 1915; served 
as superintendent of the Natchez Charity Hospital 
in Natchez; died in the Pontotoc Community'Hospital 
Nov. 3, aged 74, of chronic cardiovascular disease. 

Reis, George W. ® Junction City, Wis.; Milwaukee 
Medical College, 1912; bank president; on the staff of 
St. Joseph’s Hospital, Marshfield, where he died Oct. 
23, aged 69, of carcinoma. 

Reynolds, Annie E., Tacoma, Wash.; the Hahnemann 
Medical College and Hospital, Chicago, 1901; retired 
supreme medical examiner of the Women’s Benefit 
Association; died Oct. 29, aged 82, of virus pneumonia 
and hypertension. 

Rhu, Herman Swetser, Sr. ® Tucson, Ariz.; Western 
Reserve University Medical Department, Cleveland, 
1899; veteran of World War I; practiced in Marion, 
Ohio; member of the Ohio State Medical Association, 
died Nov. 6, aged 79, of myocardial infarction an 
arteriosclerotic heart disease. 

Rolens, Louis Edwin, Granby, Mo.; St. Louis College 
of Physicians and Surgeons, 1905; member of the 
Missouri State Medical Association; past-president 0 
the Newton Count}' Medical Society; vice-president 0 
the Granby School Board, which he served as presi 
dent; for many years member of the Dixon and Gran ) 
School boards; veteran of World War I; on the staff 0 
the Sale Memorial Hospital and Clinic in Neos 0 , 
where he died Nov. 12, aged 73, of coronary occlusion. 

Sangston, James Holmes ® McClellandtown, P^.' 
Western Pennsylvania Medical College, Pittsburg > 
1903; past-president of the German Township Sc 100 
Board, of which he was a member for 35 years; on t e 
courtesy staff of the Uniontown (Pa.) Hospital, ere 
he died Nov. 7, aged 77, of acute pulmonary edema- 

Schirck, Frederick Foster, Hempstead, N. Y.; Albany 
(N. Y.) Medical College, 1905; member of the Ameri¬ 
can Academy of Dermatology and Syphilology an 
Medical Society of the State of New York; honorary 
attending dermatologist at the Meadowbrook Hospi a 
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in Hempstead; on the staffs of the Mercy Hospital in 
Rockville Centre and the Nassau Hospital in Mineola, 
where lie died Oct. 30, aged 74, of coronary occlusion. 

Schmitz, Glenn Peter ® Little Falls, Minn.; St. Louis 
University School of Medicine, 1944; member of the 
American Academy of General Practice; formerly an 
officer in the Medical Corps, Army of the United 
States; on the staff of St. Gabriel’s Hospital; died in 
the University of Minnesota Hospitals, Minneapolis, 
Sept. 19, aged 37, of coronary occlusion. 

Scott, Edgar Marvin ® Birmingham, Ala.; Medical 
College of Alabama, Mobile, 1901; died Nov. 18, aged 
80, of hypostatic pneumonia and cardiac decompen¬ 
sation. 

Shera, George William, New York City; College of 
Physicians and Surgeons, medical department of Co¬ 
lumbia College, New York City, 1895; died in the 
Lenox Hill Hospital Sept. 30, aged 83, of a perforated 
ulcer and arteriosclerosis. 

Silver, Harry, Ridgewood, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 
1919; member of the Medical Society of the State of 
New York; died Nov. 7, aged 62, of coronary occlusion. 

Smith, John Walter Anthony, Mandeville, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1910; an associate member of the American 
Medical Association; for many years on the staff of 
the Touro Infirmary in New Orleans, where he died 
Nov. 10, aged 68. 

Smith, Mallory Lumpkin ® Maceo, Ky. (licensed in 
Kentucky in 1922); on the staff of the Owensboro- 
Daviess County Hospital, Owensboro, where he died 
Sept. 22, aged 72, of complications caused by virus 
pneumonia. 

Stanford, Henry ® Galveston, Texas; University of 
Texas School of Medicine, Galveston, 1941; member 
of the American Academy of General Practice; veteran 
of World War II; served on the staff of the Veterans 
Administration Hospital in Big Spring; died Nov. 7, 
aged 39, of myomalacia cordis and cardiac arterial 
occlusion. 

Thornton, Charles William ® Dallas, Texas; Beaumont 
Hospital Medical College, St. Louis, 1893; division 
surgeon for the Rock Island Railroad; died in Hobbs, 
N. Mex., Nov. 4, aged 82, of a heart attack. 

Townsend, Albert Levi, Dothan, Ala.; University of 
Nashville (Tenn.) Medical Department, 1899; served 
on the staff of the Frasier-Ellis Hospital, where he died 
Nov, 13, aged 82, after an operation on the prostate. 

Underwood, Russell Spaldon, South Miami, Fla.; 
Duke University School of Medicine, Durham, N. C., 
1951; certified by the National Board of Medical 
Examiners; on the clinical staff of the University of 
Miami School of Medicine in Coral Gables; on the 
staffs of the Variety Children’s Hospital and the 
Jackson Memorial Hospital, Miami, where he died 
Nov. 3, aged 30, of chronic nephritis and uremia. 


Wallficld, Jacob Mark, Brooklyn, N. Y.; University' 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American 
Medical Association; served on tire consulting staffs of 
tile Kingston Avenue and Maimonides hospitals; died 
in the Queens Hospital, Jamaica, Oct. 26, aged 84, of 
coronary heart disease. 

Walker, William Dunn ® Charlottesville, Va.; Univer¬ 
sity of Virginia Department of Medicine, Charlottes¬ 
ville, 1944; served in the South Pacific during World 
War II; member of the American Trudeau Society; 
served on the staff of the University of Virginia Hos¬ 
pital, where he died Nov. 10, aged 36, of acute coro¬ 
nary insufficiency. 

Welker, Anthony J., Pampa, Texas; National Medical 
College, Chicago, 1905; died in Russell, Kan., Nov. 13, 
aged 79, of cancer of the left kidney. 

White, Minor Elisha ® Kankakee, Ill.; Loyola Univer¬ 
sity School of Medicine, Chicago, 1918; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology' 
and Otolaryngology; veteran of World War II; at one 
time on the staff of the Illinois Eye and Ear Infirmary 
in Chicago; on the staff of the St. Mary's Hospital; 
died Dec. 26, aged 67. 

Wilcox, Arthur G. @ Solon Springs, Wis.; Western Re¬ 
serve University Medical Department, Cleveland, 1905; 
died Dec. 14, aged 76. 

Wilkins, Charlotte Elsbeth Eusta ® North Miami, Fla.; 
Ohio State University College of Medicine, Columbus, 
1925; died Nov. 4, aged 66, of coronary occlusion with 
myocardial infarction. 

Williams, Arthur Joseph, Waukesha, Wis.; Rush Medi¬ 
cal College, Chicago, 1914; for many years city physi¬ 
cian; veteran of World War I; died Oct. 10, aged 69, 
of coronary occlusion. 

Williams, John Washington, Moab, Utah; Gross Med¬ 
ical College, Denver, 1895; died Aug. 13, aged 103. 

Wolff, Llewellyn Gilmer, Okarche, Okla.; Missouri 
Medical College, St. Louis, 1899; associate member of 
the American Medical Association; an honorary mem¬ 
ber of the staff of the Park View Hospital in El Reno; 
died Sept. 30, aged 88, of coronary thrombosis. 

Woodard, John Henry, Nashville, Tenn.; University of 
Tennessee Medical Department, Nashville, 1894; died 
Nov. 19, aged 81, of arteriosclerotic heart disease. 

Wright, Lucius Featherstone ® Colonel, U. S. Army, 
retired, Atlanta, Ga.; Atlanta College of Physicians 
and Surgeons, 1910; U. S. Army Medical School, 1921; 
veteran of World Wars I and II; entered the Medical 
Corps of the regular Army in 1920 and retired Aug. 31, 
1946; died Nov. 3, aged 70, of coronary thrombosis. 

Wyatt, Edward Franklin ® Easley, S. C.; Southern 
Medical College, Atlanta, 1897; died in Greenville 
General Hospital, Greenville, Nov. 5, aged 88, of 
uremia and prostatic obstruction. 
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AUSTRIA 

Nephrectomy in Nontuberculous Diseases.—At the 
meeting of the Vienna Medical Society on Dec. 7, 
R. Herbst of Graz reported on four patients with non¬ 
tuberculous but localized renal diseases. In two pa¬ 
tients with localized cystic degeneration the affected 
part of the kidney was removed; in one with horseshoe 
kidney the part that had been destroyed by hydro¬ 
nephrosis was removed; and in one with calculi in the 
upper renal calices and destruction of the papillae the 
affected part was removed. Clinical cure was obtained 
in all. 

Congenital Megacolon.—At the same meeting H. G. 
Wolf stated that in congenital megacolon obstipation 
is present from birth and an ileus is manifested in 
most cases in the neonatal period. This intestinal ob¬ 
struction is functional and is due to a lack of peristalsis 
in the portion of the colon in which the ganglion cells 
are absent. A barium enema reveals the portion in 
which ganglion cells are absent and confirms the 
diagnosis. The best diagnostic technique is the double 
contrast method. I. Obiditsch-Mayer stated that in 
congenital megacolon large trunks of nerves without 
ganglion cells are found in the distal, nearly normal 
portion of the intestine rather than Meissner’s and 
Auerbach’s plexuses. This distal, nondilated portion of 
the intestine in which ganglion cells are absent dif¬ 
ferentiates congenital from acquired megacolon. Well- 
developed but defective intramural nerve plexuses 
with ganglion cells are found in the rather narrow 
distal portion of the intestine in acquired megacolon. 
The changes in the nerve plexuses of the narrow por¬ 
tion of the intestine were supposed to be the cause 
of the spasmodic contraction of the distal portion of the 
intestine in acquired megacolon. The portion without 
ganglion cells in congenital megacolon, in which there 
is no peristalsis as tire result of an insufficient nerve 
supply, functionally corresponds to intestinal stenosis. 
The dilation of the intestine in congenital megacolon 
with thickening of the wall is the result of an active 
hyperplasia against peripheral resistance. The same 
theoretical considerations have already been proposed 
for the intestinal dilation in acquired megacolon. 

Bayonet Finger in Newborn Infants.—At the same 
meeting H. Koch of Tubingen reported on a series of 
12,182 patients of all ages, both males and females, 
examined repeatedly for morphology and motility of 
the hands. Of these, 498 showed Schneider’s bayonet 
finger. Careful examination of the patients with 
bayonet fingers led to (1) the confirmation of 
Schneider’s statement that this symptom reveals an 
organic injury of the brain, even in single occurrences; 
(2) the conclusion that this injury almost certainly 

The items in these letters are contributed by regular corre¬ 
spondents in the various foreign countries. 


goes back to trauma at birth; and (3) the assumption, 
as a result of examining newborn infants, that injuries 
of the globus pallidus, which occur during birth, lead 
to the symptom of bayonet finger. K. Kundratitz 
stated that bayonet-shaped fingers are often observed 
in children with cerebral injuries, mostly associated 
with other spastic symptoms, particularly in such dis¬ 
orders as cerebral spastic infantile paralysis and athe¬ 
tosis. Up to now, no diagnostic importance has been 
given to its single occurrence. 

Bayonet fingers differ unmistakably from deformities 
caused by trauma. The condition is not a sequela of 
athetosis. It is prevalently found in prematurely bom 
children, but it is also caused by infectious compli¬ 
cations at birth. It is, therefore, not a symptom of 
cerebral immaturity. In the reported newborn infants, 
presumably the causes of cerebral injury are mostly 
congestive conditions in the area of the great cerebral 
vein. The symptoms of these disorders have to he dif¬ 
ferentiated from those of disturbed' cerebral tonus, 
which is a result of cerebral injury in newborn infants. 
Disturbed cerebral tonus is of little importance in re¬ 
gard to the hands. Endogenous disturbances and those 
occurring in pregnancy are probably only a question 
of disposition. It is not known to what extent insignifi¬ 
cant cerebral injuries, which after birth are discern¬ 
ible only by bayonet fingers, may be fully compensated 
in the course of development. Infants with cerebral 
injury should be given glutamic acid, since it is the 
only amino acid found in human milk and since its 
high concentration in the brain is believed to be im-. 
portant to the cerebral structure. 


BRAZIL 

Cowpox Virus in Sylvan Animals.—Dr. Cicero A. 
Moreira (Memorias do Institute Oswdldo Cruz 54:93, 
1956) inoculated several species of raccoon, capybara, 
guinea pig, coati, land turtle, porcupine, opposum, 
armadillo, anteater, and others. In all these animals, 
after the routine technique used for the inoculation of 
calves and rabbits with the vaccinia virus, the infection 
developed in the usual way, but in the slow-moving 
three-toed sloth it followed a very atypical course. 
After a few days, the inoculation scratches healed com¬ 
pletely, but 30 days after the inoculation a few vesicles 
appeared in the scratched region of the animals skin, 
giving the impression that they were a manifestation of 
a different disease. The material taken from these 
vesicles was inoculated in the cornea of a rabbit, an 
after a certain interval of time the eyeball was enucle¬ 
ated. The histological examination of the cornea re 
vealed the presence of inclusion bodies, thus proving 
that the vesicles were true manifestations of cowpox 
infection. The experiment was repeated on another 
sloth, with the same result. 
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Asteroid Bodies in Leprosy.—Souza and Michalany 
reported to the Associa<jao Paulista de Medicina their 
observations on the asteroid bodies in lesions of lep¬ 
rosy, especially in relation to their distribution in the 
various forms of tire disease. The study was based on 
the examination of 10,055 biopsy specimens taken 
from lepromatous lesions, 9,013 of which were in 
course of regression. Asteroid bodies were present in 
77 cases of these, always in the interior of the giant 
cells. They were not present in any of the remaining 
1,042 nonregressive lepromatous lesions, since in these 
lesions there were no giant cells. Asteroid bodies were 
found in none of 719 cases of the tuberculoid form of 
leprosy. This is especially noteworthy, for the lesions 
of tuberculoid leprosy are, as'a rule, rich in giant cells. 
In the lesions of a group of 4,000 with the indetermi¬ 
nate form of leprosy, no giant cells and, therefore, no 
asteroid bodies were present. The authors conclude 
that, in leprosy, asteroid bodies are found only in 
cases of the lepromatous form of the disease in regres¬ 
sion and only in the interior of giant cells. These 
giant cells are of the foreign body type and are differ¬ 
ent from Langhans’ cells of tuberculoid leprosy, since 
the latter, besides other differences, never have asteroid 
bodies in their interior. 

Sensitivity of BCG to Streptomycin and Isoniazid.— 
Silveira and Chaves in O Hospital (50:31 1956) re¬ 
ported on their study of tire sensitivity of three strains 
of BCG to streptomycin and isoniazid. This study was 
suggested by (1) the concept that, in the few fatal 
accidents caused by BCG, the immunizing material 
was the real cause of tire infection, since the disease 
was not cured by the antituberculous drugs, to which 
BCG would be highly resistant; (2) the importance of 
ascertaining the sensitivity of BCG to these drugs by 
its use in combination with antituberculous chemo¬ 
therapy; and (3) tire fact that, with the aim of pre¬ 
venting severe complications, isoniazid and strepto¬ 
mycin are now being more and more used for the 
treatment of children with mild pulmonary nontuber- 
culous diseases. The strains of BCG used were Moreau, 
Pasteur, and Oeding 3044/51, the last-named taken 
from a fatal case in Norway attributed to BCG. Planted 
in Darzins' culture medium with egg yolk, the three 
strains developed abundantly, but they did not grow 
at all in tubes containing even small quantities of 
streptomycin or isoniazid. Thus, in vitro all three 
strains showed a great sensitivity to streptomycin and 
isoniazid. 


DENMARK 

Certificates of III Health.—There has been so much dis¬ 
satisfaction over the issue of health certificates by phy¬ 
sicians in Denmark that a conference on the subject 
was held under the auspices of the Danish Medical As¬ 
sociation in September. Representatives of the Nor¬ 
wegian and Swedish Medical Associations were pres¬ 
ent, as well as representatives of other groups, includ¬ 
ing employers (Ugeskrift for Lwger, Oct. 25, 1956). 
One of the speakers suggested that the employee him¬ 
self should certify on his honor that he is too ill to 


work, thus freeing his physician from what might be 
an invidious task. Such a shift of responsibility should, 
the speaker argued, mark an important advance from 
the point of view of mental hygiene and morals. It was 
also suggested that the certifying physician should be 
told in each case exactly how much a worker stood to 
gain from his sickness benefit. 

Another suggestion was that the curt certificate with 
a word or two on diagnosis should be discarded be¬ 
cause such brevity may encourage careless certifica¬ 
tion. Another speaker believed that the physician 
should be free to write that the worker can do so many 
hours’ work each day, i.e., that he is only partially dis¬ 
abled. The employer’s case was put forcibly by one 
speaker who declared that about half the medical 
certificates of ill health in employees were fault)' or 
inadequately prepared and that such certificates were 
a nightmare for industry, adding to the cost of produc¬ 
tion. Another supporter of the employer complained 
that apprentices made a game of tricking physicians 
into granting certificates so that part of their appren¬ 
ticeship was financed at the cost of their employers. 
Though some employers have ceased to complain 
to the authorities because of this alleged leniency to 
authors of faulty medical certificates, a renewal of 
such complaints was urged. 

Drug Fever.—Dr. Jens Schou (Ugeskrift for Lxgor, 
Oct. 18,1956) has collected the records of 53 patients 
with pyrexia caused by idiosyncrasy to a drug. In 25 
the drug was a sulfonamide. Penicillin was the cause 
in only four cases. A drug hitherto not incriminated 
as a cause of drug fever was papaverine, which was 
held responsible for this condition in two cases. In 34 
patients fever was the only sign, and in the rest there 
was some additional evidence of drug idiosyncrasy 
such as a rash. In 13 patients the pulse rate did not 
rise with the temperature, a discrepancy that suggests 
that this was merely an allergic reaction. To illustrate 
the difficulties encountered in the detection of drug 
fever, Schou gives the history of a patient who suffered 
from remittent fever of the type associated with lym- 
phadenoma, with pyrexia lasting three days and re¬ 
curring every two or three weeks. Nearly 10 years 
earlier the patient had been treated for pulmonary tu¬ 
berculosis by subfascial oleothorax with paraffin. The 
pyrexia was cured by the surgical excision of a retro- 
clavicular cavity situated subcutaneously and contain¬ 
ing remnants of the oil. Only slight nonspecific inflam¬ 
matory reactions were found in the tissues excised, and 
they proved to be sterile. Schou gives the following 
reasons for interpreting drug fever as an allergic re¬ 
action: 1. It never occurs after the first dose, requiring 
a certain latent period, usually at least four days. 2. It 
ceases in a few hours to about two days after the of¬ 
fending drug is withdrawn. 3. It recurs when this drug 
is given again. 4. It is often accompanied by other 
allergic manifestations, such as serum sickness. 5. It is 
sometimes accompanied by eosinophilia. 

Treatment of AIcoholics.-Aalborg, witli a population 
of about 100,000, deals with its alcoholics in a practical 
way that is described by Dr. Malthe Jacobsen in the 
Danish Medical Bulletin for September. In 1950 a 
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committee on alcoholism, representative of the church, 
the civil authorities, labor, and industry, was appointed 
with the sole object of running an outpatient clinic. 
Here patients receive medical and social advice under 
ambulatory conditions. Newcomers are first seen by a 
social worker, who inquires about their social back¬ 
ground and problems. They are next seen by one of 
the three physicians connected with the clinic, and 
any somatic disease found to contribute to alcoholism 
is dealt with. About 30 to 60 patients come daily for 
their dose of disulfiram. 

Between Sept. 1, 1950, and Dec. 31, 1952, a total of 
30 8 patients (including 7 women) attended the clinic. 
An analysis of 266 of these patients, in 1954, indicated 
satisfactory results in 53% and fair results in 18%. Ap¬ 
plicants for treatment at the clinic are told that they 
must take disulfiram because it forces them to remain 
abstinent. Some of them have now taken this drug 
for three years or more, either regularly or intermit¬ 
tently. The work of this clinic has changed the attitude 
of the public toward alcoholics, who are now sent to 
the clinic by their mates when they begin to be addict¬ 
ed to alcohol. It is a tribute to the clinic’s influence 
in the town that patients now come to it in an earlier 
phase of their - disease than they used to do. 

In the same issue there is an article by Dr. Knud 
Raby on disulfiram, with special reference to clinical 
and experimental work on it. He says that it should 
never be given in doses larger than those needed to re¬ 
lease a mild reaction and that a medical examination 
and medical supervision are necessary both before and 
during treatment. 

FRANCE 

Uremia by Dehydration.—At the Bichat conference in 
October, J. L. F. Brentano drew attention to the fact 
that azotemia with a nonprotein nitrogen level between 
60 and 100 mg. per 100 cc. may exist in a patient with 
a normal renal function test. Such a patient should 
not be given a low-protein diet. As intracellular hyper¬ 
hydration follows the loss of sodium and chloride ions, 
diuresis decreases and azotemia occurs. Intravenous 
infusions of dextrose should not be given but rather a 
20% solution of sodium chloride. 

Diagnosis of Amebiasis.—At the same meeting Soullard 
and Richir described a new method for diagnosing 
intestinal amebiasis. It consists in drawing off some 
mucus with a piece of synthetic sponge. This is then 
plunged into Bouin’s fluid. It may be sent by mail to 
the laboratory. There it is enclosed in paraffin and 
sectioned. Under a one-hundred-fifty-fold magnifica¬ 
tion the amebas stand out against the background, as 
they do not take the stain (metanil yellow). 

Paralysis Agitans.—At the same meeting, G. Guiot and 
co-workers presented the results of chemopallidectomy 
on 100 patients with paralysis agitans. The operation 
was successful in 70% of these patients. No deaths or 
complications were observed. The best results were 
obtained in the cases of unilateral paralysis agitans. 
When both sides are affected, the operation is per¬ 
formed on the side most severely affected. 
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Diagnosis of Cancer.—At the same meeting, Aron 
stated that in persons suffering from cancer the kid¬ 
ney excretes toxins produced by the tumor. If these 
are injected into an animal, the alarm reaction mav 
be observed in its adrenal cortex. This is characterized 
by a discharge of lipids from the fascicular zone. The 
serum of animals prepared by a urinary extract from 
a patient with cancer will immunize a test animal 
against a subsequent injection of the same extract. 
The speaker concluded that the prepared serum of 
the animal contains an antibody that in the test animal 
neutralizes the effect of the antigen on the adrenal 
cortex. Using this serologic method, the speaker 
studied 150 serums, 22 of which were from patients 
with uncertain diagnoses, 90 from healthy subjects, 
and 38 from patients with cancer. -Five of the serums 
from healthy subjects and 29 of those from patients 
with cancer gave positive results. 

Acne due to Chlorine.—In the Annales de dermatologic 
et de sijphiligraphie of June, 1956, Dugois and Colomb 
reported the appearance of acne in men working with 
the D-4-5-trichlorphenol used to prepare a selective 
herbicide and a cosmetic germicide. All the workers 
were affected, most of them with mild acne and seven 
with a severe acne covering the whole body. Relapses 
and belated exacerbations often occurred several 
months after discontinuing this work. No effective 
treatment was found. Associated symptoms included 
disorders of vision, weakness, anorexia, gastric dis¬ 
orders, and hepatic insufficiency. 


INDIA 

Ascariasis.—N. V. Bhaduri and co-workers (Bull Cal¬ 
cutta School Trop. Med. 4:4, 1956) used piperazine 
diphenyl acetate in 24 children with ascariasis. The 
drug was given before meals for two consecutive days. 
No preliminary preparations were made, nor was any 
purgative used after the treatment. The drug was 
well tolerated; there were no untoward symptoms. The 
stools were examined by concentration technique anil 
direct smear 10 days after completion of the therapy. 
Twelve children were found to have been cured after 
a single course of treatment. 


Vitamin A Therapy for Acne.— A. N. Cbakraborty and 
co-workers (Bull. Calcutta School Trop. Med. 4:4, 
1956) studied a series of 12 patients with acne in 
order to observe the therapeutic effect of vitamin 
given orally in an easily emulsifying solution m a 
dosage of 100,000 to 150,000 I. U. daily. The duration 
of the disease was nine months to five years. The pe¬ 
riod of treatment was one to eight months. Two pa¬ 
tients were cured, four were appreciably improve , 
one was slightly improved, and five showed no im¬ 
provement. 


NORWAY 

BCG Laboratory.—Dr.T, Hesselberg (Nordisk mcdicln, 
Oct. 10, 1956) reviews the activities of the state BL 
laboratory in Bergen. Since it was started in 1937, t ie 
number of vaccinations has varied greatly from year o 
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year. During the war, fear of tuberculosis infection 
promoted BCG vaccination. In 1947 and 1948, there 
was a further increase in this type of vaccination due 
to its becoming compulsory for certain groups in the 
community and to its being linked with mass radiog¬ 
raphy. The maximum increase was reached in 1952, 
with about 152,000 persons thus vaccinated. Now that 
so large a proportion of the community has already 
been vaccinated, the yearly rate has fallen. Altogether 
over a million Norwegians have been vaccinated with 
BCG. 

In Hesselberg’s laboratory, all work on the vaccine is 
carried out in a closed room whose air is sterilized by 
ultraviolet light. At every step sterility tests are carried 
out, and an interval of three days between the prepara¬ 
tion and issue of the vaccine allows time for the last 
such test. Only three persons deal with tire preparation 
of the vaccine, and they can replace one another when 
necessary. Even when mediums and chemicals come 
from the same source, their quality is apt to vary, and 
the potatoes on which the cultures grow have also 
varied in quality, with some deterioration in the spring 
and early summer. The potency of the vaccine has 
been found to depend largely on the number of viable 
germs in it, and, as this number falls with the length 
of the transport of tire vaccine to distant parts of Nor¬ 
way, it is likely to be relatively weak when sent far 
afield. In cities near the laboratory it may be used 
within the first three weeks of its preparation, but in 
those farthest removed this time limit has been re¬ 
duced to 10 days. Another precaution on which Hessel- 
berg insists, because of fear of microbic contam¬ 
ination, is the keeping of ampuls of the vaccine in a 
refrigerator once drey have been opened. 

Cancer Register.—Cancer is die only noninfectious dis¬ 
ease that is reportable in Norway. By including it 
among tire reportable diseases, the health authorities 
have stressed the need for obtaining more accurate 
information about its ravages. Tire Norwegian cancer 
register was established in 1952 under tire auspices of 
the Norwegian Radium Hospital, tire National Asso¬ 
ciation Against Cancer, the Ministry of Public Health, 
and tire Central Statistical Bureau. The sources of in¬ 
formation from which the cancer register is supplied 
are public and private hospitals, radiolog)' depart¬ 
ments, and pathology laboratories. There are also the 
official death certificates, which undergo a scrutiny in 
the register, where, if there are doubts about a given 
certificate, inquiries are made and information is 
sought from its author. The forms on which informa¬ 
tion is conveyed to tire register are standardized and 
worded so as to provide for the inclusion of every pos¬ 
sible case, whether the patient has been treated on an 
inpatient or outpatient basis and even if he has not 
received treatment. The cooperation between tire regis¬ 
trar and his informants is voluntary and is so effective 
that less than 5% of tire questions sent to him have 
gone unanswered. Reporting on the activities of the 
register in Nordisk medicin for Oct. 4,1956, Dr. F.inar 
Pedersen points out that the machinery of registration 
has been working smoothly since 1953 and that in 1954 


a total of 8,100 new cases were registered, a rate of 
2.4 per 1,000 inhabitants. This rate corresponds closely 
to the rate in other countries in which cancer is re¬ 
portable. 

Cyst Simulating Tuberculosis.—Cases of Echinococcus 
cyst would seem to be rare in Norway, but it has re¬ 
cently been suggested that a systematic search for the 
disorder might show it to be comparatively common. 
A tuberculosis hospital was built in 1947 in northern 
Norway, and within a few years, thanks largely to 
radiologic examinations, 10 cases of Echinococcus cyst 
in the lungs were discovered. Reporting on these cases 
in Tidssh-ift for den norske Isegeforening for Nov. 15, 
1956, Dr. O. Myrseth draws attention to the value of 
the Casoni test, which is carried out like a Mantoux 
intracutaneous test, the material injected being ob¬ 
tained from an Echinococcus cyst. Tire reaction is 
positive when rubor is provoked at tire site of the in¬ 
jection in tire course of 10 minutes. Myrseth’s experi¬ 
ences with this test were so convincing that he recom¬ 
mends that it be used in a systematic survey of areas 
where tire disease is suspected. The intermediate hosts 
in northern Norway are the dog and tire reindeer. The 
salt-hungry' reindeer is apt to lick snow infected by' 
dogs urine. Infection in man results mainly from close 
contact with Taenia-infested dogs. In tire same issue, 
Dr. G. Grytting reports from a hospital in Oslo tire 
case of a 31-year-old man, one of whose kidney's was 
the seat of an Echinococcus cyst. The diagnosis was 
based on a radiologic examination for peptic ulcer. 


PERU 

Trypsin and the Pancreas.—Most observers have con¬ 
tended that pancreatic secretion contains no trypsin 
but rather trypsinogen, or zymogen, which is trans¬ 
formed by enterokinase into try'psin just as it reaches 
the duodenum. In opposition to this view, experimental 
data recently accumulated by Drs. L. Carrillo Maurtua 
and F. Zacnich Farfan ( Anales de la Facultad de 
Medicine, vol. 39, no. 1, 1956) point conclusively to 
the presence of try'psin in tire pancreatic ducts. The 
authors studied a series of 29 dogs, 20 of which were 
given secretin and 9 of which underwent faradic stim¬ 
ulation of the vagus nerve. They failed to demonstrate 
trypsin in the pancreatic secretion of one dog in the 
group stimulated by secretin. In both groups the 
tryptic level in the pancreatic secretion ranged from 
2.5 to 3.0 Agren-Lagerlof units, but, in general, it 
tended to be higher in the dogs undergoing electric 
stimulation. Whether trypsin is secreted by' the exoge¬ 
nous pancreatic cells themselves or trypsinogen is 
converted into trypsin in the pancreatic ducts by some 
hitherto unknown mechanism is not stated by the 
authors. 

Cerebral Metabolism.-R. Torres and co-workers (Re¬ 
vista de neuro-psiquiatria, vol. 19, no. 1, 1956) acci¬ 
dentally observed in schizophrenic patients in pro¬ 
longed insulin comas or insulin comas damaging to 
nervous tissue that after intravenous injection of dex- 
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trose the differences in cerebral arteriovenous oxygen 
and glucose levels diminished as long as the coma 
persisted. This observation led them to investigate the 
usefulness of the intravenous administration of dex¬ 
trose as a test of the cerebral metabolic sufficiency. 
They found that normal subjects both before and after 
being given 60 cc. of a 30% solution of dextrose showed 
no modification in the differences in cerebral arterial 
and venous oxygen levels or in the absolute levels of 
arterial and venous oxygen. However, after the injec¬ 
tion of dextrose, glucose levels of the internal jugular 
vein tended to be greater in patients with proved 
psychoneurotic personality than in normal subjects. 
All investigations were conducted on subjects who 
were fasting, and samples of venous and arterial blood 
were obtained simultaneously from the jugular vein 
and femoral artery respectively. Shortly after the 
dextrose was injected and again after five minutes, 
further blood samples were taken. In patients with 
organic dementia or cerebral atrophy the arterial 
oxygen and the differences in cerebral arterial and 
venous oxygen levels were found to be diminished as 
compared to readings taken before the test. Such 
abnormal values remained unchanged after the injec¬ 
tion of dextrose. On the other hand, both the arterial 
and venous glucose levels proved to be statistically 
higher than those found in normal persons after the 
test, but the arteriovenous differences in glucose level 
were found to be normal both before and after the test. 

In patients with extrapyramidal syndromes the 
venous oxygen content was higher than normal both 
before and after the test, and the arterial oxygen con¬ 
tent was normal in both periods. The arteriovenous 
differences in glucose level, on the other hand, were 
normal both before and after the injection of dextrose. 
The increases in the arterial and venous glucose levels 
after the test were within the normal range. Patients 
suffering from chronic alcoholism had lower than nor¬ 
mal arterial and venous oxygen levels both before and 
after the hyperglycemia. The glucose levels after the 
test were greater in the venous than in the arterial 
blood in 8 of the 11 patients studied. Two such patients 
died later, and autopsy revealed extensive cerebral 
damage. In most patients with craniocerebral injuries 
resulting in focal or diffuse parenchymal damage the 
differences in cerebral arterial and venous oxygen and 
glucose levels were different for each hemisphere, both 
before and after the test. Similar results were obtained 
in many patients with cerebral atrophy. The authors 
concluded that patients with organic disease of the 
central nervous system show differences in cerebral 
arterial and venous oxygen levels either basically 
and/or after the injection of dextrose. The physician 
must bear in mind that patients who have organic 
cerebral disease usually show such differences within 
tire normal range but that the intravenous injection 
of dextrose brings about abnormal changes indicative 
of tire nature of their disease. On the other hand, the 
differences in cerebral arterial and venous glucose 
levels are consistently similar both in normal persons 
and patients with severe cerebral damage. The authors 
advance the hypothesis that perhaps in the latter 
group the anaerobic consumption of glucose would 
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be augmented. This would explain also the transient 
reduction of the differences in cerebral arterial and 
venous oxygen levels noted in patients with organic 
cerebral disease after the injection of dextrose. 


Metastasis of Mammary Cancer.—The lymph nodes of 
the internal mammary chain are believed by many ob¬ 
servers to be important means of spreading mammary 
cancer. In order to determine anatomically whether 
the resection of the internal mammary chain is a worth¬ 
while procedure, Drs. E. Caceres Granziani and M. 
Luna (Ginecologia tj obstetricia , vol. 2, no. 2, 1956) 
studied 96 consecutive, unselected patients with mam¬ 
mary cancer, in all of whom the lymph nodes of the 
axillary and internal mammary' chain were removed 
and examined histologically. Two of the earlier cases 
were excluded, because the patients had undergone 
roentgenotherapy prior to operation. Histological 
study of the lymph nodes showed that 36 patients had 
no axillary' metastasis, whereas the remaining 58 did. 
In the latter group, 16 also had metastasis in the in¬ 
ternal mammary chain. In the group without axillary 
metastasis, involvement of the internal mammary chain ~ 
was found in two patients. On the other hand, there 
was evidence that the greater the degree of axillary 
involvement the more likely was the internal mammary 
chain to show metastasis. In more than 33% of the 
patients in whom the internal mammary chain was 
invaded by malignant cells the axillary involvement 
reached grade III. 

The location of the tumor seems to play an impor¬ 
tant role in the incidence of involvement of the internal 
mammary lymph nodes. Of all the patients with axil¬ 
lary' metastasis, such an involvement was detected in 
8 of 14 of those in whom tire tumor was located in 
the inner half of the breast, in 3 of 9 of those in whom 
it was located in the subareolar region of the breast, 
and in 5 of 35 of those in whom it was located in the 
outer half. Of the 57 tumors situated in the outer hal 
of the breast, 5 showed metastasis in the internal mam¬ 
mary lymph nodes. Such metastasis was associated 
with 3 of the 14 tumors located in the subareolar 
region and 10 of the 23 tumors situated in the inner 
half of the breast. The authors concluded that the 
classic radical mastectomy in some patients fails t0 
constitute a rational surgical approach. This may e *' 
plain why the results after operation were poor m 
some patients with breast cancer. 


Carcinoma in Situ of the Uterine Cervix.—In the same 


issue a series of 51 patients with carcinoma in 


situ of 


the uterine cervix was reported on by Drs. J- Camp° s 
Rey' de Castro and W. Rodriguez. The average age 
of these patients was 41 years, while the average ag e 
of the patients with infiltrating carcinoma was 47 years. 
Carcinoma in situ is a symptomless condition whose 
accurate diagnosis can only be made by the patlio o 
gist through cytological or histological examinations o 
cervical specimens. There is as y'et no general agree^ 
ment among observers as to the limits and concept 
the condition, mainly because there is no uniform! y 
of histological findings. The authors believe that it is 
an alteration of either the ectocervical or the en o 


Vol. 163, No. 7 


FOREIGN LETTERS 


575 


cervical epithelium, or both epitheliums, with or with¬ 
out involvement of the endocervical glands, and that 
it consists of undifferentiated cells confusedly ar¬ 
ranged throughout the width of tire epithelium, whose 
normal pattern is completely replaced by atypical 
cells. The integrity of the basal layer, however, is 
preserved. The Schiller line, described in 1943 as 
being an oblique boundary between the normal epi¬ 
thelium and the carcinoma in situ, is no longer con¬ 
sidered to be an invariable sign. The authors could 
find it in only 33% of their patients. 

In this series most tumors were found in the endo- 
cervix, with or without glandular involvement. When¬ 
ever the glands are involved, differential diagnosis is 
difficult, especially if the orifice of the gland is ob¬ 
structed by malignant cells. Accordingly, borderline 
cases should be regarded as slightly infiltrating cancer. 
In this series, cytological study revealed the existence 
of carcinoma in situ in 82.2% and of atypical epithe¬ 
lium in 8.9% of the 45 patients on whom it was per¬ 
formed. The authors stressed that every diagnosis of 
carcinoma in situ in a pregnant woman should be 
questionable. The atypical changes that are noted in 
the cervical epithelium of certain pregnant women and 
are mistaken for carcinoma in situ are usually accom¬ 
panied by such changes as edema, congestion, glandu¬ 
lar hyperplasia, and decidual changes that are not 
found in patients with intraepithelial cancer. Through 
histological study carcinoma in situ can be easily differ¬ 
entiated from Trichomonas-induced epithelial changes, 
from atypical squamous metaplasia, and from the less 
advanced grades of atypical metaplasia; but carcinoma 
in situ and grade 3 atypical metaplasia may show simi¬ 
lar histological patterns, thus making the differential 
diagnosis difficult, if not impossible. 

A puzzling problem concerns the course of carci¬ 
noma in situ. Since it can become an infiltrating lesion 
at any time, it would help to know the incidence of 
this conversion. Of the 14 patients in tire authors’ 
series who refused any treatment because they had no 
symptoms, 7 were in good health from several months 
to three years after the diagnosis was made and one 
was well 11 years after the diagnosis. The remaining 
six patients could not be followed. However, in no 
patient under medical control has true carcinoma in 
situ been known to disappear. Operation is the treat¬ 
ment of choice, but there is still disagreement among 
observers about the extent of the surgical approach. 
In this series the therapy adopted depended on several 
factors. If the tumor was associated with such dis¬ 
orders as a uterine fibroma or ovarian cysts in women 
over 40 years of age, total hysterectomy was the rule. 
In younger, single women resection of tire cervix with 
periodic cytological examination was the preferred 
procedure. In patients from distant rural communities 
total hysterectomy was advised because of the imprac¬ 
ticability of follow-up study. It is interesting that 
histological examination of the operative specimen 
from 6 of 35 patients who underwent various opera¬ 
tions failed to verify the diagnosis, although multiple 
biopsy specimens examined prior to the operation 
were positive for carcinoma in situ. 


Mammary Tuberculosis.—In the same issue Drs. Misad 
and Caceres Graziani reported that early in the course 
of mammary tuberculosis it is likely to be mistaken 
for cancer of the breast. Mammary tuberculosis may 
affect patients of any age, but 20 of the patients in the 
authors’ series of 30 were in their 30’s. Clinically the 
condition passes through a nodular stage, a stage of in¬ 
volvement of the skin, and a fistulous stage, until or 
without lymph node involvement. Early in the course of 
the disease clinical differentiation from mammary can¬ 
cer may be difficult or impossible. Later, however, espe¬ 
cially when fistulas develop, the diagnosis is easy. Histo¬ 
logical examination of a biopsy specimen at any time 
of the disease should be conclusive. Of nine patients 
with a clinical diagnosis of mammary cancer, aspiration 
biopsy proved this diagnosis to be erroneous in seven 
of them and even suggested the possibility of tuber¬ 
culous infection. Although the authors’ series is too 
small for definitive conclusions, surgical treatment 
combined with chemotherapy constitutes the best ap¬ 
proach. In the authors’ series, the patients who received 
only medical treatment showed a good response; die 
response was better in those patients who underwent 
operation only; and the best response was in those in 
whom both procedures were used. 


UNITED KINGDOM 

Poliomyelitis and Prophylactic Inoculations.—Early in 
1951, health officers in Great Britain investigated the 
suggestion that there was a causal relation between 
prophylactic inoculation against diphtheria, whooping 
cough, and smallpox and the subsequent development 
of paralytic poliomyelitis. The Medical Research Coun¬ 
cil has reported on the investigation (Lancet 2:1223, 
1956). Between 1951 and 1953, all cases of paralytic 
poliomyelitis in children in England and Wales Were 
investigated when the patients gave a history of 
prophylactic inoculation against diphtheria, whooping 
cough, or smallpox within 12 weeks before the onset 
of symptoms. In all, 355 cases of paralytic poliomyelitis 
were followed up. Of 222 children who had completed 
a primary course of inoculations or who had been 
given booster doses, 132 developed paralysis within 
1 to 30 days after inoculation. In most, the onset of 
paralysis was between the 11th and 17th days after 
prophylactic inoculation. Records of numbers of inocu¬ 
lations given during the period of study were collected 
from children in county boroughs and other large 
urban areas, and the cases of paralytic poliomyelitis 
occurring in these areas in children inoculated in clin¬ 
ics were related to the number of inoculations re¬ 
ceived. In the years 1951 to 1953, about one child in 
37,000 inoculated developed paralytic poliomyelitis. 
It was concluded that there was no risk of the latter 
a month or longer after the inoculation and that a 
series of inoculations had no cumulative effect. 

The risk depended on the immunizing agent. It was 
greatest after alum-precipitated diphtheria toxoid with 
pertussis vaccine and least with diphtheria toxoid- 
antitoxin floccules, formol diphtheria toxoid, alum- 
precipitated diphtheria toxoid, and purified diphtheria 
toxoid, aluminum phosphate precipitated. Mixed non- 
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alum-precipitated agents occupied an intermediate 
position, and plain pertussis vaccine appeared rela¬ 
tively safe. Smallpox vaccine did not appear to provoke 
an attack. In children between the ages of 6 and 24 
months, about 13% of the 1,308 cases of paralytic 
poliomyelitis were causally related to previous inocu¬ 
lation with one of the agents mentioned. This corre¬ 
sponded to 170 cases provoked by inoculation. 

There was a clear relationship between the site of 
inoculation and the site of paralysis. There was no 
evidence that those children inoculated subcutaneously 
were less liable to develop paralysis than those inocu¬ 
lated intramuscularly or that virus was transmitted 
from child to child through contaminated syringes. 
Investigations on a smaller scale in Scotland gave simi¬ 
lar results. The inquiry was continued in 1954 and 
1955, and reports were received on 164 paralytic and 
35 nonparalytic cases of poliomyelitis in children who 
developed symptoms within 12 weeks of inoculation. 
The relationship between site of inoculation and site 
of paralysis was again demonstrated. The medical 
research committee suggests that the prophylactic 
immunization of vulnerable age groups should con¬ 
tinue but that it should be restricted to the months 
from November to March, when the risks are lowest, 
and that only those immunizing agents with the lowest 
risk should be used. 

Benactyzine in Psychoneurosis.—Benactyzine, a tran- 
quilizing drug introduced into Britain from Denmark, 
was reevaluated by Seager and Leitch (Brit. M. J. 
2:1407, 1956), who point out that no controlled trials 
have been made with the drug. They gave it to in¬ 
patients in a neurosis unit for the treatment of non- 
psychotic illness. Patients were selected for trial if 
anxiety and tension were the prominent symptoms. 
Each patient received Benactyzine for two weeks in a 
dosage of 2 mg. three times a day, and a placebo for 
two weeks, in a random order of starting. Each eve¬ 
ning the patients filled in a form, commenting on their 
general state of well-being during the previous 24 
hours and marking a number of symptoms listed as 
“absent,” “mild,” “moderate,” or “severe.” These were 
scored numerically. The results obtained showed 
clearly that the pharmacological and therapeutic effects 
of Benactyzine were no better than those of the 
placebo. Seager and Leitch point out that the seeing 
of patients by therapists for long periods in itself often 
has some therapeutic effect, and this might explain 
the apparently beneficial results recorded by other 
workers using Benactyzine. 

Cerebral Lesions Due to Vitamin Biz Deficiency.—The 
changes in the nervous system now known to be due 
to vitamin Bi 2 deficiency occur in the spinal cord, 
peripheral nerves, and brain. The cerebral lesions, 
which are the least familiar, have been described by 
Holmes (Brit. M. }. 2:1394, 1956). The end-result of 
untreated cerebral lesions may be a severe dementia 
even more crippling than the paraplegia produced by 
the spinal lesions, and it may be irreversible 
when therapy is delayed by failure in diagnosis. 


The cerebral symptoms may precede the anemia and 
the spinal lesions for long periods. In 25 patients with 
vitamin B 12 deficiency who had involvement of the 
nervous system, Holmes found 14 with well-marked 
cerebral symptoms. These may be classified as mental 
and ophthalmological. The, mental symptoms were 
extremely variable and included mild disorders of 
mood, mental slowness, memory defects (which may' 
be gross), confusion, severe agitation and depression, 
delusions and paranoid behavior, visual and auditory 
hallucinations, urinary and fecal incontinence in the 
absence of overt spinal lesions, dysphasia, violent 
maniacal behavior, and epileptic attacks. None of 
these is pathognomonic, and in the absence of spinal 
lesions or anemia the diagnosis of vitamin B 52 defi¬ 
ciency may be missed. The ocular disturbance consists 
of dimness of vision due to optic atrophy. Retinal 
hemorrhages, if they occur, are associated with severe 
degrees of anemia. Holmes states that vitamin B, £ 
deficiency should be considered as a possible cause of 
obscure cases of optic atrophy. 

Early diagnosis is essential for effective treatment, 
because the reversibility of neurological and cerebral 
symptoms depends largely on their duration. Diagnosis 
depends on the recognition of signs of spinal involve¬ 
ment or peripheral neuropathy, evidence of pernicious 
anemia in the blood or bone marrow, and histamine- 
fast achlorhydria. Electroencephalography, which 
sometimes shows diffuse slow-wave activity, may be 
of help in diagnosis. Holmes considers that muscle 
biopsy may be a useful diagnostic procedure. The 
myelin sheath of peripheral nerves stained vitally with 
methylene blue shows “ballooning,” and terminal 
fibrils of peripheral nerves show excessive branching. 
Diagnosis may also be aided by the assay of vitamin 
Bis in the serum with the alga Euglena gracilis. Treat¬ 
ment is with large doses of vitamin Bi 2 , e.g., an initial 
dose of 1 mg. followed by 500 meg. twice weekly for 
one month, and then not less than 100 meg. weekly 
for the next six months. 

Hospital Beds Crisis.—Recently, figures were given by 
the London Emergency Bed Service showing that the 
increased demand for hospital beds for emergencies, 
especially for elderly patients, in the first three months 
of 1956 resulted in hospitals using beds intended for 
patients on waiting lists. These lists grow longer and 
remain abnormally long for two or three months after 
the winter crisis is over. A comparable situation is 
occurring in provincial hospitals. At the City Hospital, 
Nottingham, and its annex, Sherwood Hospital, the 
number of patients over 60 admitted from Jan. 1 to 
June 30, 1956, was 1,087, or 62% of all medical admis¬ 
sions. A comparison of emergency admissions and 
patients on waiting lists showed that the latter were as 
acutely ill as most emergency admissions. Half of the 
patients on the hospital waiting list died at home 
before a hospital bed could be secured. The waiting 
list for men was cleared by f June, but that for women 
was not, although they were allocated three times as 
many beds as the men. Many hospitals are now reluc¬ 
tant to admit elderly patients, many of whom remain 
in hospital because of unsatisfactory home conditions. 
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Many of these elderly patients live alone. The sug¬ 
gestion has been made that more beds should be 
made available in the three critical months of the 
year (January to March) and that elderly patients 
should be accommodated not in ordinary hospitals but 
in convalescent homes, infectious disease hospitals, 
and sanatoriums if beds are available. 

Cortisone and Ulcerative Colitis.-Since the introduc¬ 
tion of corticosteroids for the treatment of ulcerative 
colitis, a new complication has arisen. Brooke (Lancet 
2:1175, 1956) reports that when patients with ulcera¬ 
tive colitis do not respond to cortisone or other corti¬ 
costeroids, given over a period of four to six weeks, 
the wall of the colon becomes excessively friable. In 
some cases the wall actively disintegrates, its place 
being taken by the parietes and adjacent viscera, usu¬ 
ally the small intestine. Under these circumstances 
surgery becomes impossible. The surgeon can neither 
remove the colon nor make an ileostomy. Brooke de¬ 
scribes three deaths resulting from surgery after the 
patient failed to respond to cortisone; it was impos¬ 
sible to suture the disintegrated colon, and death re¬ 
sulted from peritonitis. He warns that to continue to 
give corticosteroids in the absence of improvement 
may prejudice for the occasional patient the one op¬ 
portunity of survival that can be obtained through 
colectomy. Corticosteroid therapy should cease in any 
patient not showing response in two weeks. It would 
be preferable to attempt to assess the degree of dam¬ 
age to the wall of the colon before starting treatment, 
which from the outset should be in the hands of both 
physician and surgeon, even if no operation is ulti¬ 
mately required. 

Threadworm Control.—Dr. R. H. Hill has observed 
the effects of mass treatment with piperazine adipate 
of all the 194 children aged 1 to 14 years on one of the 
Shetland Islands (British Medical Journal, Nov. 17, 
1956). The object was to rid them of threadworms. 
A sample group of 50 children were examined by anal 
swabs and their mothers questioned about their symp¬ 
toms, before and after treatment. Before treatment 32 
were found to be infested with threadworms. Two 
weeks after treatment all 30 who completed the course 
were free of infestation. Six months later 20 had be¬ 
come reinfested, but one month after a second course 
of treatment all were again free. There was also 
amelioration in the symptoms general ascribed to 
threadworm infestation, with the notable exception of 
enuresis. Side-effects of treatment were few and un¬ 
important. It was concluded that mass treatment with 
piperazine adipate is effective in eradicating thread¬ 
worm infestation in a community of children, but to 
prevent relapse the parents, especially the mothers, 
must be treated at the same time. 

Mental Hospitals.—The Board of Control’s report on 
the condition of mental hospitals and other institu¬ 
tions for the mentally ill (excluding mental defectives) 
in England and Wales in 1955 states that at the end 
of the year the mental hospitals were overcrowded to 


the extent of nearly 18,000 patients and that the nurs¬ 
ing shortage persisted. The figures showed some im¬ 
provement on the previous year, however. An encour¬ 
aging feature of the report is that tire proportion of 
voluntary patients continued to rise, being 75% of the 
total admissions to designated mental hospitals during 
the year; in 1946 the comparable figure was 50.8%. At 
the end of 1955 a total of 150,856 patients were re¬ 
ported as being under institutional care for mental 
illness. This figure included 4,291 private patients and 
1,108 “criminal lunatics,” and represented a fall of 
1,288 since the beginning of the year. 

Degrees in Nursing Urged.-University training for 
nurses, leading to a degree in nursing, is recom¬ 
mended in a program published by the Royal College 
of Nursing. Copies were sent to the Ministry of Health 
and the Ministry of Labor, which is responsible for 
recruiting nurses. At the end of a course lasting per¬ 
haps five years a woman would emerge as a state- 
registered nurse as well as a graduate. Such women 
would eventually become nursing supervisors and 
holders of other senior posts. The college is convinced 
that nursing today is a truly academic discipline. Miss 
Frances Goodall, general secretary, said at a press 
conference that lack of a degree debars British women 
from appointment to some posts at home and abroad. 
In the United States, Canada, and India, nursing de¬ 
grees are given. The scope is widening for nurses in 
national and international fields. More than 300 nurses 
are on boards and committees in the National Health 
Service. A research body is to be established by the 
college council. Proper remuneration, pension provi¬ 
sion, reasonable hours, and sufficient leisure are im¬ 
portant if the light type of men and women are to 
be attracted. 

College of General Practitioners.—The members of the 
College of General Practitioners at their fourth annual 
meeting heard a lecture by Dr. I. D. Grant, chairman 
of the representative body of the British Medical Asso¬ 
ciation on nationalized medicine, in which he said that 
with more effective weapons against disease than ever 
before the lot of the general practitioner should be 
immeasurably improved. But is it? Never have the 
people of Great Britain been so disease-conscious, so 
drug-conscious, and so hospital-conscious. In the crea¬ 
tion of the welfare state, a bloodless revolution has 
occurred. The character and outlook of the British 
people changed completely. There has been a great 
leveling of social conditions but little corresponding 
improvement in the realm of responsibility. How many 
patients today wish to be independent? The old order 
has changed, and now the general practitioner is 
shackled to his patient by the iron fetters of a legal 
contract. Formerly, the bond that united them was the 
golden thread of mutual esteem and confidence, and 
the obligation to render service was enforceable only 
by the physicians conscience. 

Whether the particular type of nationalized medi¬ 
cine in Great Britain is the best for the welfare state 
only time will show, but few of the profession in the 
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Dominions or the United States would accept the con¬ 
ditions in Great Britain. They particularly dislike the 
exclusion of the general practitioner from the hospitals, 
the political appeal to the cupidity of the public, and 
the capitation method of payment. Physicians in 
Great Britain should seek to attain unity within the 
profession, and the general practitioner must be en¬ 
couraged to accept more, not less, responsibility, to 
treat more illnesses in the home, and to undertake 
simple diagnostic procedures and minor operations, as 
he has in the past. The public must be made to realize 
that their own physician can deal with most illnesses 
just as skillfully as the professor in the hospital ward, 
and the demand for unnecessary hospitalization must 
be resisted. Other needs include the opportunity for 
postgraduate study and clinical research. Finally, phy¬ 
sicians must strive to remove the health service from 
the sphere of party politics. As long as the health of 
the nation is used as a vote-catching instrument, physi¬ 
cians will feel that they are mere pawns in the political 
chess game. If their professional freedom is not eventu¬ 
ally to be undermined, it is essential that private prac¬ 
tice be maintained. 

Peritoneoscopy .—Handley and Nurick (British Medi¬ 
cal Journal, Nov. 24, 1956) used peritoneoscopy in a 
series of 136 patients, and they concluded that it is a 
safe, minor procedure that, if employed with due re¬ 
gard to its limitations, will give information that could 
otherwise be obtained only by laparotomy. Obesity 
and abdominal adhesions are contraindications to its 
use. Peritoneoscopy is unnecessary if the patient un¬ 
questionably needs an operation, but it may indicate 
the necessity for operation when this is in doubt. It is 
most successful in the diagnosis of hepatic disease, 
ascites, and abdominal masses and in estimating the 
spread of abdominal malignant disease. When used for 
a definite indication, peritoneoscopy achieves its pur¬ 
pose in nearly 90% of technically successful cases. In 
the authors’ series there were no deaths and only minor 
complications were encountered. 

Facial Palsy.—In the same issue, Cawthorne and 
Haynes report a series of 557 patients with facial palsy. 
The frequency of this condition is attributed to the 
facial nerve’s long and tortuous course through a small 
bony canal in the temporal bone. Anything that causes 
a segment of the nerve or of its covering to swell in the 
bony canal is likely, by squeezing the blood of the 
vessels, to result in ischemia. This is thought to be the 
cause of neuropathy of the facial nerve, which ac¬ 
counted for 62% of the cases in this series. Injury was 
responsible for 15% and a lesion at the geniculate 
ganglion for 7%. By testing the ability to taste and to 
lacrimate in a patient with facial palsy it is often possi¬ 
ble to differentiate between a lesion near the stylo¬ 
mastoid foramen, at the geniculate ganglion, and in 
the nucleus. The authors suggest that in a patient 
until facial palsy, if the nerve is electrically dead, an 
attempt should be made, whenever it is surgically prac¬ 
ticable, to explore the nerve at the site of the lesion. 
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Action of Mecamylamine.—In the same issue Doyle 
and co-workers report on the effects of Mecamylamine 
a ganglion-blocking secondary amine. Oral administra¬ 
tion of this drug leads to a fall in blood pressure lasting 
12 or more hours. The hypotensive action seems pre¬ 
dictable, and acute hypotensive episodes are unusual. 
Little if any tolerance occurs. The side-effects, particu¬ 
larly alimentary, are also prolonged, and four patients 
preferred pentolinium given parenterally. In spite of 
the frequency of side-effects, the advantages of oral 
administration, prolonged hypotensive action, and pre¬ 
dictability of response make this substance the most 
convenient and reliable hypotensive agent so far avail¬ 
able. 

Anesthetic Explosions.—The same issue contains the 
report of a working party of physicists, anesthetists, en¬ 
gineers, surgeons, and radiologists, appointed three 
years ago to study anesthetic explosions. In the seven 
years after 1947, about 15 million anesthetics were 
given in Great Britain. Of these, about 6 million were 
with explosive anesthetics. In spite of this number, only 
36 explosions occurred, but three people died as a con¬ 
sequence of them. Almost always when an accident oc¬ 
curred there was some avoidable factor against which 
precautions could have been taken. The report con¬ 
cludes that the risk of explosion and particularly of a 
fatal explosion has been greatly overemphasized, espe¬ 
cially when considered in relation to the risk of acci¬ 
dents on the roads, in factories, and in the home. If, 
however, these explosions are to be eliminated, a much 
greater awareness of the sources of danger must exist 
among every grade of worker connected with the 
operating room—not only anesthetists, but also admin¬ 
istrators, architects, engineers, physicists, and the 
nursing and surgical staff. 

Delivery Following Hibernation.—A 7 lb. 12 oz. (3,515 
gm.) boy was born on the 23rd birthday of a mother 
who was unconscious for 168 day's after a street acci¬ 
dent. She was kept in a state of artificial hibernation 
for a week in Newcastle-upon-Tyne General Hospital 
to save her life and that of her child. The baby arrived 
a fortnight earlier than expected. The birth was en¬ 
tirely natural. When she was admitted to the hospital 
with a severe cerebral injury, caused when she was 
struck by a log falling from a truck, the mothers 
chances for life were thought to be poor. She remained 
in a deep coma. Artificial hibernation was induced, and 
when her body temperature reached 85 F (29.4 C) a 
decompression operation was performed. The extent 
of her recovery' was greater than was at first believed 
possible, and there is every' hope that she will ulti¬ 
mately' regain normal health. 

Hospital List Smallest Since 1948.— Hospital waiting 
lists are now the smallest since the National Health 
Service started in 1948, according to Mr. Turton, Min¬ 
ister of Health. There are about 453,000 patients 
awaiting admission, compared until 530,500 five years 
ago. In the last six y'ears, 28,000 new beds were pro- 
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vided, but 700,000 more patients were treated. This 
was due to an accelerated turnover, resulting from ad¬ 
ministrative improvements. 

New Medical Dilemma.-The problem of privileged 
communication has arisen over mass radiography. By 
his Hippocratic oath a physician swears not to divulge 
his patient’s secrets. When large numbers of healthy 
people began to be examined by mass radiography, a 
promise was made that the result, negative or positive, 
would be kept confidential and not disclosed to any¬ 
one else without the patient’s consent. As a result, says 
the annual report of the National Association for the 
Prevention of Tuberculosis, an industrial surgeon is 
not aware if one of the employees of his firm is found 
to be suffering from an infectious disease, yet he is 
responsible for the general health of the workers. If 
he knew who the infected person was, he could take 
steps to minimize the risks of transmission. There are 
arguments for both sides, but a way must be found 
that is for the good of the individual’s health while 
preserving his right to confide in his physician pri¬ 
vately. 


WORLD HEALTH ORGANIZATION 

New Rabies Treatment.—The striking effectiveness of 
antiserum plus vaccine in preventing rabies in a group 
of persons who were severely bitten by a rabid wolf in 
Iran was accepted as a clear demonstration of the use¬ 
fulness of this method by the third session of the 
WHO Expert Committee on Rabies, which met in 
Paris in November. This notable advance in the pre¬ 
vention of rabies represents a high degree of inter¬ 
national collaboration, coordinated by WHO, because 
it could not have been achieved by any single country 
or laboratory. The committee members, whose labora¬ 
tories are situated in India, Iran, Israel, Spain, France, 
and the United States, have been working together on 
rabies control since 1950. Research carried out by 
several of the committee members showed that it was 
necessary to give a complete course of vaccine along 
with the antiserum. Moreover, because of side-reac¬ 
tions, which can be produced by any antiserum, it was 
recommended that antiserum be used, after making 
sensitivity tests, only in patients with severe exposures. 
The committee also studied the best procedures to 
follow in treating wounds inflicted by animals suspect¬ 
ed of having rabies. These studies showed the value 
of immediate cleansing with soap and water, followed 
by cauterizing with nitric acid on parts of the body 
where this can be done without danger. The third 
step recommended in local treatment of wounds— 
and this is a new development—is the injection of 
antiserum around the site of the bite. 

A new technique for protecting persons whose 
occupations expose them to the possibility of bites of 
rabid animals was outlined by tire committee. There 
is a danger of postvaccinal complications. The new 
approach involves providing basic protection by giving 
very small doses of chick embryo vaccine or a few 


doses of ordinary nervous tissue vaccine, followed by 
a single booster dose of vaccine after a bite. This is 
in contrast to the 14-to-2I-day schedule of inocula¬ 
tions now followed. A single injection of a recently 
developed vaccine prepared from chick embryos was 
found to confer long-term protection on dogs and 
cattle. It is necessary not only to vaccinate dogs but 
also to control stray animals. Rabies in wildlife, 
particularly in foxes, jackals, and wolves, is a problem 
in many countries. It also exists in some insectivorous 
bats in North America. The finding of rabies in insec¬ 
tivorous bats in Yugoslavia indicates that this problem 
is not confined to the Western Hemisphere. The com¬ 
mittee suggested the establishment and use, by coun¬ 
tries throughout the world, of an international standard 
reference antiserum and vaccine, so that procedures 
will be more uniform and the potency of antirabid 
substances wall be assured. 

Yaws,—As a result of a meeting held in August in 
Accra, Gold Coast, Africa, under the sponsorship of 
the World Health Organization, five countries of West 
Africa will pool their resources in order to fight yaws. 
Eleven million people wall be treated in the mass 
campaigns undertaken by French West Africa, French 
Togoland, the Gold Coast, Liberia, and Sierra Leone. 
This campaign is part of the continentwide offensive 
against yaws. It was estimated that it would take 10 
years to reach the 25 million or more Africans suffering 
from this disease. The West African campaigns will, 
as far as possible, be undertaken simultaneously in 
adjacent border areas in order to prevent the reintro¬ 
duction of the disease. Political frontiers in Africa are 
not related to geographical and tribal barriers and 
are crossed daily by countless thousands of people. 
French West Africa will undertake die treatment of 
4,225,000 people simultaneously in Senegal, Guinea, 
Upper Volta, Ivory Coast, and Dahomey. 

Pneumonia.—A marked decline in the number of 
deaths from pneumonia has occurred since penicillin 
and other antibiotics have become available. This de¬ 
cline ranges from 14.1% in Portugal to 62.1% in New 
Zealand (WHO Epidemiological and Vital Statistics 
Report, ol. 9, no. 9, 1956) Nevertheless, pneumonia 
still ranks among the 10 diseases causing the greatest 
number of deaths in the developed countries. It re¬ 
mains one of the three leading causes of death among 
infants and is even more serious among the aged. In 
New Zealand, Switzerland, Italy, the Netherlands, the 
United States, and Sweden, die most people have been 
saved from death from pneumonia. The only excep¬ 
tions in the general trend are to be found among 
people over 80 in a few countries such as France, 
Finland, the United Kingdom, and Portugal, where 
an increase in pneumonia death rates is recorded for 
certain years. Of the three for ms of pneumonia (lobar, 
bronchial, and primary atypical), the one responsible 
for die most deadis in most countries is bronchopneu¬ 
monia. In Japan, however, lobar pneumonia and in 
Germany and France primary atypical pneumonia 
lead. 



5S0 


J.A.M.A., February 1G, 1937 


CORRESPONDENCE 



ANOTHER REMARKABLE ACHIEVEMENT 

To the Editor :—'Thanks to the initiative, grit, and per¬ 
severance of local citizens, the beautiful, up-to-date 
Jefferson County Memorial Hospital functions in a 
remote village. The inhabitants of this sparsely settled 
county in the northeastern part of Kansas became 
concerned in 1946 over the fact that, while they enjoy 
most of the amenities of modern living, adequate pro¬ 
vision for their sick was lacking. They methodically 
set about building a hospital that would attract the 
needed physicians to their midst. There was not a 
single town of much size in the county. Little Win¬ 
chester, which had fewer than 400 residents, thought 
one of the slightly larger towns would go ahead, but 
that town delayed, so Winchester went to work on the 
community project. 

From the inception of the movement to the attain¬ 
ment of their goal, the townspeople worked ceaselessly 
to get funds and to spend them wisely. They made 
no tax levy for a bond issue, nor did they seek state 
or federal aid. A good architect drew the plans, but no 
over-all contract was let, for they intended to volun¬ 
teer their labor. Never once was work stopped for lack 
of funds. Though at harvest time the work was slowed, 
at other times as many as 30 volunteers were mixing 
concrete, driving nails, or wielding paintbrushes, 
spurred on by their slogan, “When Winchester starts 
something it goes through with it.” 

Everyone did what he could. Farmers who could 
plow straight furrows followed marked lines with saws. 
Business and professional men devoted themselves to 
whatever task they found to do. A minister dug holes 
and schoolteachers and editors did their bit. Roy 
Baker, owner of a rock quarry at Valley Falls, gave 
the rock and hauled it free. Most of the rest of the 
hauling was done by farm trucks, driven by women 
as often as by men. Shoulder to shoulder with tire men, 
women labored diligently, pushing wheelbarrows or 
painting throughout the long period of building. Mrs. 
Victor Hiebsch publicized the Thrift Shop. Local 
women devoted long hours to making and collecting 
everything available to sell at this shop and took turns 
[having charge of it. In a rent-free building, it is to 
continue to operate to help with the expenses of the 
hospital, now that it is open. 

By April, 1953, without levying tax for a bond issue, 
without seeking or receiving state or federal aid, they 
had collected enough money to begin to build. By 
November of that year, the building was enclosed. 
A donated six-room house was moved to the back of 
the hospital. Six more rooms were added to this house 
for convalescents, nurses, and doctors, and the whole 
was neatly decorated. The county has 14 former trained 
nurses. Now that their children are grown, they take 
turns, a half-day each, at nursing .at the hospital, some 
serving mornings and others afternoons, so that they 
may still do their work at home. Expense for nursing 


is thereby lessened, and the women enjoy helping in 
that way. Young girls train as nurses’ aides, although i 
they live at home. 

This 25-bed hospital has 70 rooms, which provide 
reception, emergency operating, operating, delivery, 
nursery, laboratory, and x-ray facilities. Memorial 
plaques on doors of attractively furnished rooms bear 
the names of donors of persons commemorated. The 
reason that this modern, fireproof, red brick structure 
could be built for $81,500 is that all of the ordinary 
work was donated. Equipment worth $31,000 has been 
installed. More will be bought as funds are obtained. 
Money to pay the small debt of $15,000 has been 
pledged. 

John Sherwood gave a walnut tree that was dressed 
and now forms the trim of the reception room. The 
paintings of a well-known native-son artist, John 
Steuart Curry, grace many of the rooms. The lighting ^ 
and heating are up to date. Walls throughout the tno 
buildings are painted in delicate pastel shades. Bright 
linoleum covers the floors. The furniture is the best o( 
the modem in soft grays and greens. Several ultra¬ 
modern facilities are provided, such as telephones 
within reach of every patient, clear plastic bassinets 
visible from the window, and bed-tables with legs to 
the floor and wheels. The bed-table top has a mirrored 
storage compartment for pans and toiletries; when 
closed, it is a table, a desk, or a backrest. 

All who participated are to be congratulated. Special 
mention should be made of the work of Ross Keys, 
chairman of the board of directors, who worked effi¬ 
ciently and untiringly. Jack Mitchell, an experienced 
supervisor, is administrator. Fern Reichert from her 
wheel chair keeps the records and acts as receptionist- 
Feb. 21, 1956, was a day of rejoicing. On that day the 
hospital was dedicated and opened to patients. 

Franklin J. Murphy, chancellor of the University'of 
Kansas and former clean of its medical school, in his 
dedicatory address stressed the need for continued 
support by the community. He assured the audience 
that no one in a town of any size could have better 
care than the people of Winchester. Abundant streams 
of ingenuity and resourcefulness dating from pioneer 
days lie hidden but flowing beneath the surface ot 
America, ready’ to break forth in lifegiving springs 
under competent direction. Our pioneer spirit still lives. 

Alpha Owens 

1329 Kentucky St. 

Lawrence, Kan. 


FREUD 

To the Editor:—In The Journal of July 21,1956, page 
1160, Dr. Gitelson eulogized Freud’s discovery of un 
conscious mental processes as rivaling Einsteins in 
physics. Such statements call for challenge. Freu s 
“unconscious mind” is an extremely vague entity. 
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lias never been located in the human anatomy and is 
purely a metaphysical concept Moreover, as he ac¬ 
knowledged himself, Freud was a metapsychologist 
and not a scientist. I would also challenge his status 
as a physician. As he admitted close to the end of his 
career, he had "never been a physician in the proper 
sense.” This implied he had not used or prescribed 
medicines, performed surgery, utilized the concepts of 
physiology, biochemistry, or pathology, or diagnosed 
by medical standards. Such was actually the case, he 
treated with the spoken word and nothing more. 

However, Freud did practice hypnosis before origi¬ 
nating his own school. He professed to have discarded 
hypnotism, but the evidence indicates he merely in¬ 
duced hypnotism in another form and manner. He 
instructed his patients on his couch to speak unre¬ 
servedly without hesitation or scruple, expressing 
thoughts just as they occurred while he sat behind, 
out of sight. From merely listening and often sug¬ 
gesting, without recording any of the data he received, 
Freud constructed his theory of the “unconscious 
mind.” The influence of hypnotism in psychoanalysis 
has never been adequately understood or realized, yet 
it is easily apparent. The terminology Freud devised 
merely substituted his own for hypnotic terms. “Trans¬ 
ference,” the emotional state that develops during 
Freud’s intimate seances, appears no different than the 
“rapport” so well known in hypnotism. Freud proudly 
admits that “it is the analysis and not the analyst’s 
charms” that force the female patients to fall in love 
with the analyst; however, for the patient there are 
two alternatives: either she must abandon her ana¬ 
lytic treatment or “she must make up her mind to 
being in love with physicians as to an inevitable des¬ 
tiny.” In this state of mind, the patients made their 
disclosures to Freud and listened to his “interpreta¬ 
tions.” If this is science, then medicine has been wast¬ 
ing much effort in endeavoring to incorporate bio¬ 
chemistry, physiological concepts, pharmacology, and 
the other scientific subjects taught in college and medi¬ 
cal school into the armamentarium of the physician. 

According to Dr. Coyne H. Campbell of Oklahoma 
City, who formerly practiced psychoanalysis, one of 
the favorite interpretations is the theme of “rejection.” 
According to Dr. Campbell, the following descriptions 
are Freudian interpretations of “psychosomatic” dis¬ 
orders: 

Asthmatic attacks tend to be precipitated by situations that 
threaten to separate the patients from some mother figure. In 
such a situation the asthma attacks seem to have the significance 
of a suppressed cry- • • • Migraine results from suppression of 
sibling rivalry in parents. The head is chosen as the organ to 
take the punishment because it is the seat of intellect in terms 
of body language. 

Other disturbances similarly explained are peptic 
ulcer, laryngitis, essential hypertension, hypoglycemic 
fatigue, tic, diabetes mellitus, eczema, neuroderma¬ 
titis, pruritus ani, rheumatoid arthritis, enuresis, back 
pain, glaucoma, coronary' thrombosis, urticaria, and 
even cancer. Organic factors are ignored in favor of 
Freudian beliefs and psychoanalysis. It is fraudulent 
and dangerous to die patient when schizophrenia, 


senile dementia, hysteria, and other such disturbances 
are treated for many' years by psychoanalysts ignoring 
organic factors. 

As a practicing physician and a member of the Ameri¬ 
can Medical Association for over 20 years, I protest 
the publication of a eulogy' of Freud in The Journal 
and urge all those who are dedicated to scientific 
medical principles to be on their guard against the 
propaganda that Freud was an immortal genius who 
blazed a new path in science. Bather I would urge 
them to consider the opinion of Dr. Percival Bailey', 
who, as a highly qualified neurologist, treats die same 
type of disorders as do psychoanalysts. He said “for 
60 years the Western World has fallen for the greatest 
hoax of all time, enshrining as an idol its self-confessed 
perpetrator [Freud].” 

As Dr. Campbell has so aptly stated, because we 
physicians have not recognized or understood some 
psychiatric disorders, a new problem came about—too 
ready' acceptance of psychoanalytic concepts. There¬ 
fore it poses a question: Shall we acknowledge our 
ignorance of so-called psychosomatics and begin all 
over again, with a scientific orientation basis on bio¬ 
chemistry, physiology, etc., or shall we make pseudo¬ 
atonement by affiliating with those enslaved to Freud- 
ianism? The recent discoveries of Heatii, Selye, Macht, 
Theorell, Pauling, and others, as well as the results 
obtained from the new tranquilizing drugs, indicating 
that mental illness is a symptom of physical or chemi¬ 
cal disorder, point die way to a new approach. Med¬ 
icaments have been giving some temporary relief and 
even permanent cures. Scientific medicine holds the 
same promise of cure of mental derangement tiiat it 
has achieved in so many other afflictions. 

Henry Turkel, M.D. 

8000 W. Seven Mile Rd. 

Detroit 21. 


PHYSICIAN SPORTSMEN 

To the Editor:— Dr. Ryan’s article "The Physician as a 
Sportsman” (/. A. M. A. 162:1134 [Nov. 17] 1956) omits 
mention of Dr. William Gilbert Grace (1848-1915), 
the Gloucestershire and England cricketer. In this 
country Grace is still regarded as die nonpareil of 
sporting doctors. During his long career in officially 
“first-class” cricket, Grace hit 54,896 runs, including no 
less tiian 126 centuries (i. e., scores of 100 runs or 
over), and captured 2,876 wickets. These feats, unique 
at the time they were achieved, have seldom been 
surpassed by' modem cricketers. Grace toured die 
United States and Canada with a cricket team in 1872. 
He captained die English touring side against Australia 
in 1891-1892. Two of his brodiers, Edward Mills Grace 
(likewise a physician) and George Frederick Grace, 
also played for Gloucestershire and England. 

Hugh Forsyth, B.A, 

7 Stradimore Gardens 
Kensington 

London, W. 8, England 
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Treatment of Angina Pectoris with Disodium Ethyl¬ 
ene Diamine Tetraacetic Acid. N. E. Clarke, C. N. 
Clarke and R. E. Mosher. Am. J. M. Sc. 232:654-666 
(Dec.) 1956 [Philadelphia]. 

A solution of 5 gm. of the disodium salt of ethylene 
diamine tetraacetic acid in 500 cc. of 5% dextrose or 
isotonic sodium chloride solution was given intrave¬ 
nously to 20 patients between the ages of 46 and 73 
years with progressive angina pectoris. The intra¬ 
venous drip was regulated to require 2Vi to 4 hours 
for the total infusion. As a rule, 5 gm. of the drug was 
given a day for 5 days, and its administration was 
omitted for 2 days. Occasionally 5 gm. given every 
other day was better tolerated, but 10 to 15 infusions 
in a series and withdrawal of the drug for 1 or 2 weeks 
gave the best results. The smallest number of infu¬ 
sions given to a patient was 15 and the largest 60, with 
an average of about 35. Treatment was continued with 
short series of 5 daily infusions of disodium ethylene 
diamine tetraacetic acid every 6 months. Only 4 of the 
20 patients were hospitalized for 2 to 3 weeks, and 
they were ambulatory except for the 2 to 4 hours each 
day in the course of which they received the infusion. 
The others were treated as office patients and con¬ 
tinued their normal activities. 

Nineteen of the 20 patients survived and obtained 
unusual symptomatic relief. The abnormal electro¬ 
cardiograms of 6 of the 12 patients without a history 
of myocardial infarction but with signs of myocardial' 
damage in their resting electrocardiograms reverted to 
normal patterns in the course of the treatment. These 
findings imply an action by disodium ethylene diamine 
tetraacetic acid in improving myocardial circulation. 
The electrocardiograms of 7 patients with a history 
of myocardial infarction showed little if any changes 
during or after therapy, but their angina pectoris was 
allayed. The colloidal stability of blood serum as meas¬ 
ured by the time required for the surface tension to 
reach a fixed value in dynes is a laboratory observa¬ 
tion that is altered by atherosclerosis. Serum stability 
studies carried out in 6 patients who had atheroscle¬ 
rosis and angina pectoris showed that the abnormal 
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serum stability reverted toward normal during diso¬ 
dium ethylene diamine tetraacetic acid therapy. One 
patient, who had received 15 daily infusions of 5 gm. 
of the drug without benefit, died a few days later. 
Autopsy revealed intense medial sclerosis with calcifi¬ 
cation and general narrowing of the lumen of the 
coronary artery but no atheroma. 

Atheromas grow in the coronary arteries and pro¬ 
duce the clinical syndrome of angina pectoris. Obser¬ 
vation, in 3 patients—1 with a necrotic ulcer on the 
neck several years after surgical removal of a malig¬ 
nant thyroid tumor; 1 with renal calcinosis; and 1 
with rheumatic heart disease, severe dyspnea, and 
hematemesis—showed that prolonged intravenous in¬ 
fusions of disodium ethylene diamine tetraacetic acid 
produced in vivo dissolution of metastatic calcium. 
The drug was given to the 20 patients with angina 
pectoris in an attempt to produce disintegration of the 
organic atheromatous matrix and to allay the symp¬ 
toms of angina pectoris. The results obtained in these 
patients confirmed the ability of the chelating agent 
disodium ethylene diamine tetraacetic acid to remove 
metastatic calcium from the endocardial surface of the 
human heart. The evidence in support of an intimate 
relationship between calcium and cholesterol in the 
atheromatous matrix is discussed. Patients with angina 
pectoris caused by medial sclerosis of the coronary 
arteries are not influenced by disodium ethylene 
diamine tetraacetic acid. 


Acute Meningococcemia with Vascular Collapse: An 
Analysis of 10 Recently Treated Cases. D. M. Kanter, 
D. A. Mauriello and N. Learner. Am. J. M. Sc. 232:674- 
687 (Dec.) 1956 [Philadelphia]. 


Ten men between 18 and 22 years, most of them 
recruits who had been in service less than 2 months, 
with meningococcic septicemia complicated by pro¬ 
found vascular collapse were admitted to an Army 
Hospital between 1953 and 1955. Five patients (50%) 
died despite the use of adrenal corticoids, nor¬ 
epinephrine, sulfonamides, and antibiotics. Three ot 
the 5 patients died within less than 24 hours after 
therapy had been instituted. All 3 had massive adrena 
hemorrhage and extensive vascular damage. Death 
was delayed in the 2 others and occurred after the 
acute infection and the initial vascular collapse hat 
been controlled. One died of acute myocarditis with 
congestive heart failure and shock 48 hours after 
admission, and another died of extensive damage to 
the brain, the cardiovascular system, the kidneys, an 
the adrenals 7 days after treatment had been insti¬ 
tuted. Five patients survived, and 2 of them had pro 
tracted convalescence resulting from residuals of acute 
myocarditis, which is a major problem in a large 
proportion of these patients. There was no evidence 
of chronic adrenal insufficiency in any of the sur- 



Vol. 1G3, No. 7 


MEDICAL LITERATURE ABSTRACTS 


583 


vivors. Whether any patient with massive adrenal 
hemorrhage can survive is, therefore, an unanswered 
problem. 

The concurrent use of aqueous crystalline penicillin 
and sulfonamides is strongly advised in patients with 
acute meningococcemia. The use of sulfisoxazole 
(Gantrisin) rather than sulfadiazine is preferred in pa¬ 
tients with peripheral vascular collapse. Hydrocorti¬ 
sone by intravenous route in a dose of 100 mg. is 
recommended initially, to be followed by the adminis¬ 
tration of 50 mg. of cortisone every 6 hours intra¬ 
muscularly. Occasionally, large amounts of aqueous 
adrenal extract given intravenously seemed of value. 
Extremely large amounts of norepinephrine are often 
needed to restore the blood pressure to normal; even 
then recurrent vascular collapse is a frequent occur¬ 
rence. Rigid restriction of salt and intravenous fluids 
is essential if acute congestive heart failure is to be 
avoided. The prevalence of acute myocarditis, general¬ 
ized vascular damage, and sodium retention incident 
to the administration of adrenal cortical hormone 
makes the occurrence of acute congestive heart failure 
a frequent complication in the treatment of this syn¬ 
drome. For this reason, the use of prednisone and 
prednisolone should be critically evaluated. The mor¬ 
tality rate of acute meningococcemia with vascular 
collapse continues to be very high despite all medica¬ 
ments in current use and meticulous medical care. 

The Efficacy of Penicillin V (Phenoxymethylpenicillin) 
in the Treatment of Mild and of Moderately Severe 
Pneumococcal Pneumonia. R. Austrian and A. L. 
Winston. Am. J. M. Sc. 232:624-628 (Dec.) 1956 
[Philadelphia], 

Seventy-three patients with mild or moderately 
severe pneumococcic pneumonia were treated with 
orally administered penicillin V at the medical wards 
of the University Division, Kings County Hospital, 
Brooklyn, N. Y. The drug was given in doses of 400,- 
000 units every 12 hours. The speed of defervescence 
and of return of the white blood cell count to normal 
were comparable to those after treatment with paren- 
terally administered penicillin G. Bacteremia did not 
persist after 24 hours of treatment with penicillin V in 
any of the patients. 

Two patients were therapeutic failures. The first of 
these two, a 26-year-old man, was admitted to the 
hospital with a temperature of 102 F (39 C) and in¬ 
volvement of the basal segment of the right lower 
lobe. The patient’s temperature rose to 104 F (40 C) 
during the first 36 hours of treatment with penicillin V, 
and signs of consolidation extended to involve the 
entire right lower lobe. Administration of penicillin V 
was discontinued, and the patient was given 300,000 
units of aqueous penicillin G intramuscularly every 12 
hours. His temperature was restored to normal within 
32 hours. The second patient, a 42-year-old man and 
a chronic alcoholic, received one dose of 400,000 units 
of penicillin V. His temperature remained elevated, 
and he died suddenly 11 hours later with signs of 
peripheral vascular collapse. Permission for autopsy 
was denied. 


The result obtained in this group of patients indi¬ 
cate that penicillin V is a drug suitable for the treat¬ 
ment of mild and moderately severe pneumococcic 
pneumonia by the oral route. 

Serum Enzymes: I. Serum Lactic Dehydrogenase in 
Myocardial Infarction. L. P. White. New England 
J. Med. 255:984-988 (Nov. 22) 1956 [Boston], 

The determination of serum levels of glutamic ox- 
alacetic transaminase was recently introduced as an 
aid in the differentiation of myocardial infarction and 
pulmonary infarction or embolism. This test is based 
on the knowledge that heart muscle is rich in trans¬ 
aminase and on the assumption that necrosis of the 
muscle liberates significant amounts of the enzyme 
into the blood, where it can be measured. Since this 
test has certain disadvantages, it was reasoned that 
heart muscle is also rich in many other enzymes, par¬ 
ticularly those concerned with glycolysis. What ap¬ 
pears to apply to transaminase in necrotic muscle 
should also apply to these other enzymes. This has 
been found to be so, and the present report is con¬ 
cerned with evidence that serum levels of lactic de¬ 
hydrogenase are of great help in the diagnosis of 
myocardial infarction. Data are presented comparing 
serum levels of glutamic oxalacetic transaminase, 
lactic dehydrogenase, aldolase, and hexose isomerase 
in 50 patients in whom the diagnosis of myocardial 
infarction was entertained. The results obtained dem¬ 
onstrate that the serum level of lactic dehydrogenase 
is an excellent, if nonspecific, index of myocardial in¬ 
farction. Serum glutamic oxalacetic transaminase is 
of little clinical usefulness in this diagnosis, but is of 
help in the diagnosis of hepatitis. The superiority of 
lactic dehydrogenase over glutamic oxalacetic trans¬ 
aminase depends in part on the comparative simplicity 
of assay of the former and in part upon the greater 
degree and longer duration of its increase in the 
serum. False-positive values were not demonstrated by 
any of the enzyme tests. Elevation of serum levels of 
lactic dehydrogenase, glutamic oxalacetic transam¬ 
inase, aldolase, and hexose isomerase indicated the 
existence of tissue damage at some site. This site may 
be the myocardium but may also be the liver, kidneys, 
skeletal muscle, or brain or may be found in patients 
with tumors. It is suggested that by measurement of 
the serum lactic dehydrogenase level the diagnosis of 
myocardial infarction may occasionally be made in 
cases in which this diagnosis can be achieved by no 
other means. 

Observations on the Glitter-Cell Phenomenon. L. B. 
Berman, G. E. Schreiner and J. O. Feys. New England 
J. Med. 255:989-991 (Nov. 22) 1956 [Boston], 

The “glitter cell,” a polymorphonuclear leukocyte 
whose granules show brownian movement, was first 
described in 1908. The presence of these cells in uri¬ 
nary sediments was considered evidence of pyelone¬ 
phritis and against cystitis, but it was not until 1949 
that the glitter cell was reintroduced to clinical medi¬ 
cine by Stemheimer and Malbin. These investigators 
described a supravital stain, compounded of gentian 
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ene Diamine Tetraacetic Acid. N. E. Clarke, C. N. 
Clarke and R, E. Mosher. Am. J. M. Sc. 232:654-666 
(Dec.) 1956 [Philadelphia]. 

A solution of 5 gm. of the disodium salt of ethylene 
diamine tetraacetic acid in 500 cc. of 5% dextrose or 
isotonic sodium chloride solution was given intrave¬ 
nously to 20 patients between the ages of 46 and 73 
years with progressive angina pectoris. The intra¬ 
venous drip was regulated to require 2Vz to 4 hours 
for the total infusion. As a rule, 5 gm. of the drug was 
given a day for 5 days, and its administration was 
omitted for 2 days. Occasionally 5 gm. given every 
other day was better tolerated, but 10 to 15 infusions 
in a series and withdrawal of the drug for 1 or 2 weeks 
gave the best results. The smallest number of infu¬ 
sions given to a patient was 15 and the largest 60, with 
an average of about 35. Treatment was continued with 
short series of 5 daily infusions of disodium ethylene 
diamine tetraacetic acid every 6 months. Only 4 of the 
20 patients were hospitalized for 2 to 3 weeks, and 
they were ambulatory except for the 2 to 4 hours each 
day in the course of which they received the infusion. 
The others were treated as office patients and con¬ 
tinued their normal activities. 

Nineteen of the 20 patients survived and obtained 
unusual symptomatic relief. The abnormal electro¬ 
cardiograms of 6 of the 12 patients without a history 
of myocardial infarction but with signs of myocardial 
damage in their resting electrocardiograms reverted to 
normal patterns in the course of the treatment. These 
findings imply an action by disodium ethylene diamine 
tetraacetic acid in improving myocardial circulation. 
The electrocardiograms of 7 patients with a history 
of myocardial infarction showed little if any changes 
during or after therapy, but their angina pectoris was 
allayed. The colloidal stability of blood serum as meas¬ 
ured by the time required for the surface tension to 
reach a fixed value in dynes is a laboratory observa¬ 
tion that is altered by atherosclerosis. Serum stability 
studies carried out in 6 patients who had atheroscle¬ 
rosis and angina pectoris showed that the abnormal 
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serum stability reverted toward normal during diso¬ 
dium ethylene diamine tetraacetic acid therapy. One 
patient, who had received 15 daily infusions of 5 gm. 
of the drug without benefit, died a few days later. 
Autopsy revealed intense medial sclerosis with calcifi¬ 
cation and general narrowing of the lumen of the 
coronary artery but no atheroma. 

Atheromas grow in the coronary arteries and pro¬ 
duce the clinical syndrome of angina pectoris. Obser¬ 
vation, in 3 patients—1 with a necrotic ulcer on the 
neck several years after surgical removal of a malig¬ 
nant thyroid tumor; 1 with renal calcinosis; and 1 
with rheumatic heart disease, severe dyspnea, and 
hematemesis—showed that prolonged intravenous in¬ 
fusions of disodium ethylene diamine tetraacetic acid 
produced in vivo dissolution of metastatic calcium. 
The drug was given to the 20 patients with angina 
pectoris in an attempt to produce disintegration of the 
organic atheromatous matrix and to allay the symp¬ 
toms of angina pectoris. The results obtained in these 
patients confirmed the ability of the chelating agent 
disodium ethylene diamine tetraacetic acid to remove 
metastatic calcium from the endocardial surface of the 
human heart. The evidence in support of an intimate 
relationship between calcium and cholesterol in the 
atheromatous matrix is discussed. Patients with angina 
pectoris caused by medial sclerosis of the coronary 
arteries are not influenced by disodium ethylene 
diamine tetraacetic acid. 


Acute Meningococcemia with Vascular Collapse: An 
Analysis of 10 Recently Treated Cases. D. M. banter, 
D. A. Mauriello and N. Learner. Am. J. M. Sc. 232:674- 
687 (Dec.) 1956 [Philadelphia]. 


Ten men between 18 and 22 years, most of them 
recruits who had been in service less than 2 months, 
with meningococcic septicemia complicated by pro¬ 
found vascular collapse were admitted to an Army 
Hospital between 1953 and 1955. Five patients (50%) 
died despite the use of adrenal corticoids, nor¬ 
epinephrine, sulfonamides, and antibiotics. Three 0 
the 5 patients died within less than 24 hours after 
therapy had been instituted. All 3 had massive adrena 
hemorrhage and extensive vascular damage. Dea 1 
was delayed in the 2 others and occurred after tie 
acute infection and the initial vascular collapse hat 
been controlled. One died of acute myocarditis wi 1 
congestive heart failure and shock 48 hours a tei 
admission, and another died of extensive damage to 
the brain, the cardiovascular system, the kidneys, an 
the adrenals 7 days after treatment had been insti 
tuted. Five patients survived, and 2 of them had pro 
tracted convalescence resulting from residuals of acu e 
myocarditis, which is a major problem in a Lrg 
proportion of these patients. There was no evidence 
of chronic adrenal insufficiency in any of the sur 
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vivors. Whether any patient with massive adrenal 
hemorrhage can survive is, therefore, an unanswered 
problem. 

The concurrent use of aqueous crystalline penicillin 
and sulfonamides is strongly advised in patients with 
acute meningococcemia. The use of sulfisoxazole 
(Gantrisin) rather than sulfadiazine is preferred in pa¬ 
tients with peripheral vascular collapse. Hydrocorti¬ 
sone by intravenous route in a dose of 100 mg. is 
recommended initially, to be followed by the adminis¬ 
tration of 50 mg. of cortisone every 6 hours intra¬ 
muscularly. Occasionally, large amounts of aqueous 
adrenal extract given intravenously seemed of value. 
Extremely large amounts of norepinephrine are often 
needed to restore the blood pressure to normal; even 
then recurrent vascular collapse is a frequent occur¬ 
rence. Rigid restriction of salt and intravenous fluids 
is essential if acute congestive heart failure is to be 
avoided. The prevalence of acute myocarditis, general¬ 
ized vascular damage, and sodium retention incident 
to the administration of adrenal cortical hormone 
makes the occurrence of acute congestive heart failure 
a frequent complication in the treatment of this syn¬ 
drome. For this reason, the use of prednisone and 
prednisolone should be critically evaluated. The mor¬ 
tality rate of acute meningococcemia with vascular 
collapse continues to be very high despite all medica¬ 
ments in current use and meticulous medical care. 

The Efficacy of Penicillin V (Phenoxymethylpenicillin) 
in the Treatment of Mild and of Moderately Severe 
Pneumococcal Pneumonia. R. Austrian and A. L. 
Winston. Am. J. M. Sc. 232:624-628 (Dec.) 1956 
[Philadelphia]. 

Seventy-three patients with mild or moderately 
severe pneumococcic pneumonia were treated with 
orally administered penicillin V at the medical wards 
of the University Division, Kings County Hospital, 
Brooklyn, N. Y. The drug was given in doses of 400,- 
000 units every 12 hours. The speed of defervescence 
and of return of the white blood cell count to normal 
were comparable to those after treatment with paren- 
terally administered penicillin G. Bacteremia did not 
persist after 24 hours of treatment with penicillin V in 
any of the patients. 

Two patients were therapeutic failures. The first of 
these two, a 26-year-old man, was admitted to the 
hospital with a temperature of 102 F (39 C) and in¬ 
volvement of the basal segment of the right lower 
lobe. The patient’s temperature rose to 104 F (40 C) 
during the first 36 hours of treatment with penicillin V, 
and signs of consolidation extended to involve the 
entire right lower lobe. Administration of penicillin V 
was discontinued, and the patient was given 300,000 
units of aqueous penicillin G intramuscularly ever}' 12 
hours. His temperature was restored to normal within 
32 hours. The second patient, a 42-year-old man and 
a chronic alcoholic, received one dose of 400,000 units 
of penicillin V. His temperature remained elevated, 
and he died suddenly 11 hours later with signs of 
peripheral vascular collapse. Permission for autopsy 
was denied. 


The result obtained in this group of patients indi¬ 
cate that penicillin V is a drug suitable for the treat¬ 
ment of mild and moderately severe pneumococcic 
pneumonia by the oral route. 

Serum Enzymes: I. Serum Lactic Dehydrogenase in 
Myocardial Infarction. L. P. White. New England 
J. Med. 255:984-988 (Nov. 22) 1956 [Boston], 

The determination of serum levels of glutamic ox- 
alacetic transaminase was recently introduced as an 
aid in the differentiation of myocardial infarction and 
pulmonary infarction or embolism. This test is based 
on the knowledge that heart muscle is rich in trans¬ 
aminase and on the assumption that necrosis of the 
muscle liberates significant amounts of the enzyme 
into the blood, where it can be measured. Since this 
test has certain disadvantages, it was reasoned that 
heart muscle is also rich in many other enzymes, par¬ 
ticularly those concerned with glycolysis. What ap¬ 
pears to apply to transaminase in necrotic muscle 
should also apply to these other enzymes. This has 
been found to be so, and the present report is con¬ 
cerned with evidence that serum levels of lactic de¬ 
hydrogenase are of great help in the diagnosis of 
myocardial infarction. Data are presented comparing 
serum levels of glutamic oxalacetic transaminase, 
lactic dehydrogenase, aldolase, and hexose isomerase 
in 50 patients in whom the diagnosis of myocardial 
infarction was entertained. The results obtained dem¬ 
onstrate that the serum level of lactic dehydrogenase 
is an excellent, if nonspecific, index of myocardial in¬ 
farction. Serum glutamic oxalacetic transaminase is 
of little clinical usefulness in this diagnosis, but is of 
help in the diagnosis of hepatitis. The superiority of 
lactic dehydrogenase over glutamic oxalacetic trans¬ 
aminase depends in part on the comparative simplicity 
of assay of the former and in part upon the greater 
degree and longer duration of its increase in the 
serum. False-positive values were not demonstrated by 
any of the enzyme tests. Elevation of serum levels of 
lactic dehydrogenase, glutamic oxalacetic transam¬ 
inase, aldolase, and hexose isomerase indicated the 
existence of tissue damage at some site. This. site may 
be the myocardium but may also be the liver, kidneys, 
skeletal muscle, or brain or may be found in patients 
with tumors. It is suggested that by measurement of 
the serum lactic dehydrogenase level the diagnosis of 
myocardial infarction may occasionally be made in 
cases in which this diagnosis can be achieved by no 
other means. 

Observations on the Glitter-Cell Phenomenon. L. B. 
Berman, G. E. Schreiner and J. O. Feys. New England 
J. Med. 255:989-991 (Nov. 22) 1956 [Boston], 

The "glitter cell,” a polymorphonuclear leukocyte 
whose granules show brownian movement, was first 
described in 1908. The presence of these cells in uri¬ 
nary sediments was considered evidence of pyelone¬ 
phritis and against cystitis, but it was not until 1949 
that the glitter cell was reintroduced to clinical medi¬ 
cine by Stemheimer and Malbin. These investigators 
described a supravital stain, compounded of gentian 
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violet and safranine, that facilitated recognition of 
such cells and of other formed elements in urine. Ad¬ 
ditional data were presented 2 years later on the 
effects of ambient tonicity on the granular motility, 
whence the cell takes its name. Clinical experiences 
were described suggesting a correlation between 
pyelonephritis and the presence of glitter cells in the 
urine. The importance of accurate diagnosis of 
pyelonephritis has steadily increased with wider rec¬ 
ognition of the frequent etiological role of this disease 
in hypertension, toxemia of pregnancy, chronic renal 
failure, abdominal pain patterns, and a variety of 
poorly recognized syndromes. Accurate diagnosis in 
patients whose renal parenchymal inflammation mani¬ 
fests itself solely by bladder symptoms may be essen¬ 
tial to adequate antibiotic therapy. 

Clinical and laboratory observations bearing on the 
significance of glitter cells in the urine are presented. 
Glitter cells must at present be considered damaged 
polymorphonuclear leukocytes that have found their 
way into urine by a variety of routes and circum¬ 
stances. Although their absence from the sediment on 
repeated examination is evidence against pyelonephri¬ 
tis, their presence should raise the clinician’s suspicion 
of pyelonephritis. The observations presented here 
suggest caution in considering the glitter-cell phenom¬ 
enon as “specific” for or “pathognomonic” of renal 
infection. In urines of concentrations greater than 600 
milliosmols per liter the presence of polymorpho¬ 
nuclear leukocytes with blue-staining nuclei and im¬ 
mobile granules probably has the same significance as 
the typical granular-motility cell. Although the brown¬ 
ian movement can easily be seen in unstained prepa¬ 
rations with ordinary microscopy and reduced incident 
light, the Sternheimer-Malbin stain makes it possible 
to recognize abnormal nuclear-dye absorption and 
facilitates recognition of all other formed elements. 

Acute Hemorrhage from Peptic Ulcer: A Follow-up 
Study of 310 Patients. A. B. Chinn, A. S. Littell, 
G. F. Badger and A. J. Beams. New England J. Med. 
255:973-978 (Nov. 22) 1956 [Boston], 

A review of the records of the University Hospitals 
in Cleveland revealed 310 patients with proved peptic 
ulcer in whom manifest acute hemorrhage occurred 
immediately before or during hospitalization. For each 
patient, the first hemorrhage treated in the University 
Hospitals between Jan. 1,1936, and Dec. 31, 1948, was 
called the index hemorrhage. The follow-up informa¬ 
tion was obtained by either personal interview or 
written word from the patient, his personal physician, 
or a responsible family member who had full knowl¬ 
edge of the patient’s health. The specific information 
sought was whether the patient had survived to the 
end of the study period together with an account of 
bleeding episodes and operations for peptic ulcer be¬ 
tween the index hemorrhage and July 1, 1951. Two 
hundred forty-three patients had duodenal, 52 had 
gastric, and 15 had other ulcers. 

Of the 173 patients whose index hemorrhage was 
due to duodenal ulcer and who had had no hemor- 
• rhages or operations before the index hemorrhage. 


those patients who survived the index hemorrhage 
and were continued under medical management had 
a 31% chance of having a 2nd hemorrhage within 5 
years of the first; those who survived a 2nd hemor¬ 
rhage and were continued under medical management 
had a 64% chance of having a 3rd hemorrhage within 
5 years of the 2nd. The age of the patient did not 
influence his chance of having a 2nd hemorrhage from 
duodenal ulcer, but the mortality from the initial hem¬ 
orrhage, and probably from subsequent hemorrhages, 
increased with age. Survival from a massive hemor¬ 
rhage from a duodenal ulcer did not appear to alter 
the risk of later death from causes other than ulcer. 
The patient with duodenal ulcer who had had multiple 
acute hemorrhages and was over 50 years of age 
offered the least favorable prognosis for continued 
successful medical management. Of the 52 patients 
with gastric ulcer at the time of the index hemorrhage, 
45 had had no previous hemorrhages or operations. 
Only 28 patients survived the index hemorrhage, and 
a substantial number of them were operated upon at 
the time of the index hemorrhage or later. Only 11 
patients were continued under medical management, 
and 3 of these had subsequent hemorrhages. This 
group of patients was too small for reliable estimates 
of the rates of occurrence of subsequent events. The 
mortality from the initial hemorrhage from gastric 
ulcer was markedly higher in patients over 50 years 
of age than in younger patients. 

Oral Manifestations of Hematologic Disease. W. W. 
Dalitsch. Am. J. Surg. 92:817-824 (Dec.) 1956 [New 
York]. 

Pinpoint-sized to match-head-sized petechiae on 
the tongue, the mucosa of the floor of the mouth, the 
palate, lips, and pharynx suggest purpura, either the 
thrombocytopenic idiopathic type or a secondary 
variety in conjunction with leukemia, aplastic anemia, 
or scurvy. In leukemia and aplastic anemia the mu¬ 
cous membranes may show infiltrations and ulcers. 
Continuous oozing from the gums may be a sign of 
hemophilia, but it may also be an early symptom of 
acute leukemia or a later development in the course 
of other blood disorders, including chronic leukemia, 
Hodgkin’s disease, and aplastic anemia. The tongue 
is the site of characteristic changes in the anemias. It 
may appear swollen and red and feel sore early in the 
course of pernicious anemia; later the mucosa and 
papillae atrophy and, then the tongue has a pale, 
shiny, smooth, glistening appearance; it is seldom 
coated. Furring of the tongue with concurrent anemia 
is suggestive of gastric carcinoma. The “beefy . rccl 
tongue of chronic hypochromic microcytic anemia is 
observed in connection with iron deficiencies, avita¬ 
minoses, pellagra, and sprue. Often this glossitis is 
painful and is associated with an angular cheilitis or 
perleche and also with recurrent aphthous ulcers or 
canker sores within the mouth. 

These aphthous ulcers are usually clean with a 
sharp margin, and have a halo of redness due to in¬ 
flammatory reaction. The necrotic types of ulcerations 
found in the mouth and pharynx in patients with se- 
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vere neutropenia or agranulocytosis, however, are 
irregular and sloughing in appearance; they are 
covered with a dirty, greyish-white membrane; and 
there is no inflammatory reaction surrounding such 
lesions. Bacterial growth is prolific; the tissue cells 
undergo necrosis, and a foul odor is present. Aplastic 
anemia, aleukemic leukemia, infectious mononucleo¬ 
sis, damage to bone marrow from radiation, and ar¬ 
senic and benzoyl poisoning sometimes produce 
similar lesions. Extensive infiltration of masses of 
leukemoid cells into the oral mucosa and submucosa 
is observed in the monocytic type of leukemia. En¬ 
largement of the tonsils is seen in lymphatic leukemia. 
Enlarged lymph nodes in the neck or about the face 
and jaws are often an early sign of Hodgkin’s disease. 
Epistaxis may be the first symptom of glandular fever, 
and the cervical lymph nodes are enlarged and tender 
in this disorder. Changes of the bone structures of the 
face and jaws may be detected as part of the picture 
of a blood dyscrasia. Thorough blood and bone mar¬ 
row studies correlated with the history and clinical 
findings are essential for a correct diagnosis and proper 
treatment. Surgeons, internists, dentists, and otolaryn¬ 
gologists should be aware of the close relationship 
between signs of oral disease and hematological dis¬ 
orders. 

Susceptibility to Antituberculous Drugs of Various 
Strains of Bacilli Isolated from Initial Cases of Tu¬ 
berculosis in Children. H. Noufflard, R. Debre and S. 
Foussereau. Presse med. 64:1792-1793 (Oct. 31) 1956 
(In French) [Paris]. 

Various strains of Mycobacterium tuberculosis were 
isolated from the cerebrospinal fluid, excised lymph 
nodes, gastric contents, pleuritic fluid, and other 
sources in children suffering from initial attacks of 
tuberculosis. Susceptibility or resistance of a given 
strain to antituberculous drugs was determined by 2 
tests, 1 a dilution test, the other involving culture on 
plates. The 3 antituberculous drugs used were strep¬ 
tomycin, isoniazid, and p-aminosalicylic acid (PAS). 
Of 430 patients studied with respect to streptomycin 
since 1948, 13 have yielded strains resistant to this 
antibiotic from the beginning. Four cases of this kind 
are described briefly. Resistance to streptomycin de¬ 
veloped during treatment in 5 cases, but all of these 
occurred before the end of 1952. Of 219 patients 
studied with respect to isoniazid, only 1 yielded a 
strain initially resistant; this strain proved to be of 
bovine origin. Four other patients developed resis¬ 
tance to isoniazid during treatment; their histories are 
summarized. Of 217 patients studied with respect to 
PAS, none were found initially resistant, and slight 
resistance acquired during treatment was observed 
only once. The authors have not observed any recent 
instances of development of resistance to streptomycin 
during treatment. Children are still being infected 
with strains initially resistant to streptomycin, but this 
lias become rare. Infection of children with strains 
resistant to isoniazid has not been observed except in 
the special cases already mentioned, and the develop¬ 
ment of resistance to isoniazid during treatment is 
exceptional also. The possibility that one may be deal¬ 


ing with a strain of Myco. tuberculosis that has been 
resistant to a given drug from the outset or has ac¬ 
quired resistance during treatment must be kept in 
mind in the management of any type of tuberculosis. 

Paper Electrophoresis of Serum-Proteins in Hepato¬ 
biliary Disease. J. A. Owen and R. F. Robertson. Lan¬ 
cet 2:1125-1128 (Dec. 1) 1956 [London]. 

The value of paper electrophoresis was investigated 
in 100 patients with hepatic and biliary disease. The 
relative concentrations of the 5 main serum-protein 
fractions were determined and, from the results, each 
fraction was computed as a percentage of the total 
amount of protein. The authors found that paper 
electrophoresis cannot be regarded as a substitute for 
the biochemical tests presently in common use for the 
routine assessment of patients with hepatobiliary dis¬ 
ease. In certain circumstances, however, it can supply 
additional information of great importance to the cli¬ 
nician: (1) assessment of prognosis in patients with 
infectious hepatitis who show potentially unfavorable 
clinical features; (2) confirmation of diagnosis in pa¬ 
tients with diffuse hepatic fibrosis, especially when 
there is a problem in differentiation from secondary 
hepatic neoplasm in a patient with ascites; and (3) 
preoperative assessment of liver function in patients 
with extrahepatic biliary obstruction in which other 
biochemical tests of liver function tend to be unreli¬ 
able. Paper electrophoresis is of no value in the de¬ 
tection of early impairment of liver function and only 
of very occasional value in the differential diagnosis 
between hepatogenous jaundice and jaundice due to 
extrahepatic obstruction, in certain other conditions— 
e. g., acute hepatic necrosis—electrophoretic findings 
are cf interest but of little practical importance. 

Clinical Observations on 712 Cases of Tetanus Subject 
to Four Different Methods of Treatment: 18.2% Mor¬ 
tality Rate Under a New Method of Treatment. R. 
Veronesi. Am, J. M. Sc. 232:629-647 (Dec.) 1956 
[Philadelphia], 

Tetanus is common in Brazil, 692 patients having 
been admitted to the Hospital das Clinicas in Sao 
Paulo during the 10-year period between 1944 and 
1954. Two hundred ninety-four patients admitted be¬ 
tween 1944 and 1949 were given the "old” treatment 
consisting of sedation and administration of antitet¬ 
anus serum. Eighty-one of the 294 patients died, a 
mortality rate of 27.2%. One hundred sixty-two pa¬ 
tients with tetanus admitted between 1950 and 1952 
were treated similarly, but the general measures were 
improved and the method was altered qualitatively 
and quantitatively. Two hundred thirty-six patients 
admitted between 1952 and 1954 received “modern” 
treatment consisting of continuous intravenous admin¬ 
istration of mephenesin (3-orthotoloxy-l, 2-propane¬ 
diol) (Tolserol), supplementary barbiturate or chloral 
hydrate sedation, administration of antibiotics, intra¬ 
venous alimentation, and administration of small doses 
of 100,0001. U. of tetanus antitoxin. The daily dose of 
mephenisin varied from 8 to 24 gm. depending on 
body weight, individual requirements, end the severity 
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of the disease. A 2% solution of 1 gm. of the relaxant 
in 50 cc. of sodium chloride solution with the addition 
of 25 mg. of thiamine and 100 mg. of ascorbic acid 
was used. Forty-four of the 236 patients died, a con¬ 
siderably reduced mortality rate of 18.2%. Continued 
therapeutic sleep produced with the use of a “lytic 
cocktail,” consisting of 50 to 150 mg. of chlorproma- 
zine, 50 to 100 mg. of meperidine (Dolantin) hydro¬ 
chloride, 50 to 150 mg. of phenothiazine (10-[2-di- 
methyl-aminoisopropyl]) (Phenergan), 2 ampuls of 
vitamin B complex, and 100 mg. of vitamin Bi, was 
combined with the “modern” treatment in 21 patients, 
who were maintained in a state of semihibernation 
for from 18 hours to 15 days. Eleven of the 21 patients 
died, a mortality rate of 52.3%. This type of treatment 
is recommended only for the few patients with exag¬ 
gerated emotional reactions. 

Apneic crises require special attention, with constant 
observation, day and night, to detect and treat them 
during the first 15 seconds of the attack. The muscular 
relaxation obtained with mephenesin prevents the 
hazards of deep sedation, its respiratory complications, 
and its depressive action on the respiratory and cough¬ 
ing centers, which may frequently cause death. Apneic 
crises generally respond to an immediate increase in 
the amount of the intravenously administered 2% 
solution of mephenesin until the attack subsides. 

SURGERY 

The Solitary Pulmonary Nodule: A Ten-Year Study 
Based on 215 Cases. E. W. Davis, J. W. Peahody Jr. 
and S. Katz. J. Thoracic Surg. 32:728-771 (Dec.) 1956 
[St. Louis]. 

Observations on the 215 patients in whom the 
authors performed resection for a noncalcified pulmo¬ 
nary nodule correlates well with the literature in illus¬ 
trating both the strong malignant propensity of these 
nodules as well as the improbability of distinguishing 
the benign from the malignant lesion by any means 
short of thoracotomy. Forty-seven per cent of the tu¬ 
mors were malignant, 37% being bronchial carcinomas. 
Clinical, laboratory, and roentgenologic data were 
analyzed without finding any sign justifying medical 
observation, unless it be calcification within the nod¬ 
ule. After polling the members of the American Asso¬ 
ciation for Thoracic Surgery on this highly contro¬ 
versial issue, namely, the reliability of calcification as 
an indication of benignity, the authors are convinced 
that minimal calcification within a solitary pulmonary 
nodule, especially when there is no more than a fleck 
or 2, is insufficient grounds for assuming it to be be¬ 
nign. There are certain patterns of calcification that 
render the posibility of malignancy so unlikely that 
further observation seems warranted. These include 
nodules with a large central calcific core and diffuse 
calcific stippling, those with an inner ring or outer 
rim of calcium, and those that are completely calcified. 

Bronchial carcinomas and the granulomas together 
accounted for 75% of the solitary pulmonary nodules. 
The survival of those with bronchial carcinoma 
seemed to depend more on the presence of symptoms 


and the lapse of time between radiographic discovery 
of the lesion and surgery than on tire type of cell. The 
patient with the small, solitary, circumscribed, asymp¬ 
tomatic bronchial carcinoma detected in a fortuitous 
chest x-ray has a 75% chance of surviving 5 years if 
operated upon promptly. Lobectomy appears to be 
adequate in properly selected cases. Early in this 
study, all of the solitary granulomas because of their 
gross appearance were presumed to be “tuberculo¬ 
mas.” Reexamination of tissue blocks by special stain¬ 
ing techniques in 71 cases revealed Histoplasma in 40 
cases, Coccidioides in 5, and acid-fast bacilli in 9. The 
authors conclude that every solitary, noncalcified pul¬ 
monary nodule demands thoracotomy', that for those 
with bronchial carcinoma the absence of symptoms 
and promptness of surgery are apt to determine the 
chance for cure, and that careful histological study of 
the pulmonary granulomas will reveal the majority to 
be of fungal rather than tuberculous origin. 

Successful Treatment of Cardiac Arrest Despite “De¬ 
layed” Cardiac Massage. E. Biicherl and R. Koch. 
Thoraxchirurgie 4:261-265 (Oct.) 1956 (In German) 
[Stuttgart, Germany']. 

Ventricular fibrillation and cardiac arrest developed 
during cardiac catheterization in a 50-year-old man. 
The electrocardiogram corroborated the cardiac arrest. 
Thoracic and abdominal rhythmical compression was 
begun at once, and oral intubation and administration 
of oxygen under excess pressure was begun between 
2 and 3 minutes after the arrest. The electrocardio¬ 
gram still showed ventricular fibrillation during the 
5th minute. To facilitate opening of the thoracic cavity, 
the patient had to be removed from the roentgen 
table, and 7 minutes had elapsed before the chest was 
opened and 8 minutes before cardiac massage was 
begun. Normal cardiac function was restored, and no 
impairment of the cerebral function resulted. The 
favorable outcome despite the delayed cardiac mas¬ 
sage is ascribed to the fact that a minimal circulation 
with optimal oxygenation was maintained by rhythmi¬ 
cal compression of thorax and abdomen and by the 
administration of oxygen under excess pressure. 

Nodular Lesions of the Thyroid Gland in Children. 
A. B. Hayes, R. L. J. Kennedy, L. B. Woolner and B- 
M. Black. J. Clin. Endocrinol. 16:1580-1594 (Dec.) 
1956 [Springfield, Ill.]. 

One hundred thirty children with nodular goiter 
have been observed at the Mayo Clinic in the perioc 
from 1908 to 1955. Sixty-eight had adenomatous goiten 
46 had carcinoma, 8 had ly'mphocy'tic thyroiditis, 0 
had goitrous cretinism, and 3 had congenital goiter. 
The patients were 14 years old or younger. The ratio 
of girls to boys was about 3Vi to 1. Adenomatous goiter 
in children is rarely' associated with remarkable altera 
tion of thyroid function. Preferred treatment 0 
adenomatous goiter should be surgical, since it is m 1 
possible to distinguish benign adenoma from carcinoma 
of the thyroid, except by histological examination- 
Thirty-four children of the 68 were treated surgical > 
before they reached the age of 15. Twenty'-five of these 
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patients have been followed for up to 42 years after 
operation, and they are all in good health. The other 
34 patients with adenomatous goiter were treated 
medically. Subtotal thyroidectomy was performed on 
all children with lymphocytic thyroiditis. This treat¬ 
ment is justified by tbe fact that carcinoma of the thy¬ 
roid cannot be excluded in the diagnosis in patients 
suspected of having thyroiditis except by histological 
examination. Biopsy of the thyroid with the aid of the 
Silverman needle had not proved satisfactory. Carci¬ 
noma of the thyroid was observed to be the cause of 
nodular goiter in 4.5% of the children in the period 
1908 to 1919. Adenomatous goiter decreased and car¬ 
cinoma increased in the succeeding years; carcinoma 
was present in 70% of the children with nodular goiter 
in the last period, 1950 to 1955. Surgical treatment is 
advisable for children with nodular goiter, except for 
those with congenital goiter. The patients should be 
carefully observed, to see that the goiter disappears 
on medical management. 

Relief of Neurological Symptoms and Signs by Re¬ 
construction of a Stenosed Internal Carotid Artery. 
C. Edwards and C. Rob. Brit. M. J. 2:1265-1267 (Dec. 
1) 1956 [London]. 

The authors report the case of a 56-year-old man 
with a partial occlusion of the left internal carotid 
artery who was unable to sign his name, had difficulty 
in speaking, and presented abnormal pyramidal signs 
and symptoms in his right upper and lower extremities. 
He improved considerably within 48 hours after his 
admission to the neurosurgical unit of the Royal Perth 
hospital in Australia. The patient still had a tingling 
sensation in the fingers of his right hand and difficulty 
in speaking fluently and in walking, and he was flown 
home to England. The neurological abnormalities had 
been present for 8 weeks when resection of an occlud¬ 
ed segment of the internal carotid artery was carried 
out and reconstruction of the stenosed internal carotid 
artery was done by a direct anastomosis between the 
common and internal carotid artery with the aid of 
hypothermia at the West End Hospital for Neurology 
and Neurosurgery in London. The patient obtained 
immediate and complete relief from his neurological 
abnormalties. Twenty-four hours after the operation 
his speech was as normal as was his handwriting. He 
made satisfactory progress and was discharged from 
the hospital 10 days after the operation. Five weeks 
later he had no abnormal physical signs of any kind 
in his central nervous system and did not complain 
of symptoms. 

This is the first report of a complete recovery of 
definite and persistent neurological symptoms and 
signs caused by internal carotid obstruction. The 
pathological specimen showed a semilunar valve-like 
structure protruding into the lumen of the carotid 
artery. Microscopically this was seen to be a hyaline 
thickening of the intima. A similar case was reported 
by Eastcott, Pickering, and Rob in a 67-year-old wom¬ 
an, but in her case the neurological abnormalities 
were intermittent and not persistent. The correct 
treatment-of a patient with a partial occlusion of the 


internal carotid artery is surgical because of the disa¬ 
bility it causes and because of the great risk of com¬ 
plete carotid occlusion. Anticoagulant therapy should 
be used after the operation to reduce the occurrence 
of further thrombosis in this vessel or elsewhere. 

Carcinoma of the Lung with Five-Year Survival: A 
Study of 3,000 Cases. W. L. Watson. J. Internat. Coll. 
Surgeons 26:750-754 (Dec.) 1956 [Chicago]. 

Sixty-one of 2,967 patients with carcinoma of the 
lung who were treated at the Memorial Hospital in 
New York City between 1926 and 1955 survived 5 
years or more after treatment. Fifty of the 61 patients 
were subjected to an excisional pulmonary operation, 
4 to roentgen irradiation of the lung, and 2 to surgery 
combined with implantation of gold-filled radon seeds. 
Forty-one of the 50 patients had pneumonectomies, 8 
lobectomies, and 1 a partial lobectomy. Seventy-four 
patients underwent radical pneumonectomies between 
January, 1949, and June, 1951, and were, therefore, 
suitable for 5-year evaluation; 20 of the 74 patients 
survived more than 5 years. Excisional pulmonary 
operation, when it can be successfully carried out, 
gives the patient a 25% chance of 5-year survival. 

Radical pneumonectomy is the treatment of choice 
for cancer of the lung, giving the patient an improved 
chance of cure. A considerable degree of palliation 
may be obtained by implantation of the tumor with 
gold-filtered radon seeds in patients in whom a non- 
resectable pulmonary carcinoma has been observed 
at thoracotomy. Radioactive colloidal gold proved 
useful in patients with advanced pulmonary carcinoma 
associated with recurrent pleurisy with effusion; the 
pleural effusion was slower to reaccumulate and the 
pleural cavity remained dry in some patients. No 
significant long-term survival has been observed that 
may justify optimism with regard to chemotherapy 
for pulmonary carcinoma. Four of about 2,000 pa¬ 
tients treated with roentgen irradiation survived for 
periods of from 10 to 22 years after treatment, a sal¬ 
vage rate of about 0.2%. 

Esophageal Exclusion for Persistent Fistula Following 
Spontaneous Rupture of the Esophagus. J. Johnson, 
C. W. Schwegman and C. K. Kirby. J. Thoracic Surg. 
32:827-832 (Dec.) 1956 [St. Louis]. 

Spontaneous rupture of the esophagus usually occurs 
secondary to vomiting following a large meal or drink¬ 
ing spree. The diagnosis is apt to be confused with 
coronary occlusion, a dissecting aneurysm of the aorta, 
or a perforated peptic ulcer below the diaphragm. The . 
most common mistake is making a diagnosis of acute 
coronary occlusion and deciding that the patient is 
too sick to have an x-ray examination, the correct diag¬ 
nosis being made only after subcutaneous emphysema 
appears in the neck, or at autopsy. If empyema devel¬ 
ops following spontaneous rupture of the esophagus, 
either because the defect is not sutured or because the 
suture line breaks down, some patients can be treated 
successfully by providing adequate drainage of the 
lower portion of the thoracic cavity. Persistence of an 
esophageal fistula in the cervical area is rare; in the 
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thorax, however, particularly after spontaneous perfo¬ 
ration of the esophagus, a fistula may persist in spite of 
apparently adequate drainage and the application 
of suction. The authors call attention to the principle 
of exclusion from the intestinal tract of the involved 
portion of the esophagus as a means of overcoming 
the mediastinal and pleural infection. Three patients 
are reported who had a persistent fistula following 
spontaneous rupture of the esophagus. The 1st patient 
died in spite of the fact that apparently adequate 
drainage of the chest was provided. The 2nd and 3rd 
patients appeared to be running the same downhill 
course despite apparently adequate drainage. The 
thoracic esophagus was excluded from the stomach 
and cervical esophagus. This appears to have been a 
lifesaving measure for both patients. 

The esophageal remnant containing the fistula had 
to be excised in one patient before the wound would 
heal. In the other, the wound has closed and the blind 
thoracic esophageal segment remains intact. Conti¬ 
nuity of the upper intestinal tract was successfully re¬ 
stored in both patients by bringing up a Roux-Y je¬ 
junal limb, retrosternally. In one patient there was 
persistent diarrhea with the Roux-Y. This was over¬ 
come by dividing the jejunal limb and anastomosing 
it to the stomach. The principle of exclusion has long 
been applied to the treatment of fistulas of other por¬ 
tions of the intestinal tract, particularly of the colon, 
following wounds or ruptured diverticulitis. It now 
seems reasonable that exclusion of a fistula of the 
lower thoracic esophagus is even more important than 
elsewhere in the gastrointestinal tract. The mediasti¬ 
num and the empyema cavity are apt to be the site of 
very virulent infection because of the continuing 
soilage by pathogenic organisms and the enzymatic 
and chemical action of the saliva and gastric juice. 

Nonbacterial Regional Lymphadenitis (“Cat-Scratch 
Fever”): Evaluation of Surgical Treatment. W. T. 
Small and R. C. Sniffen. New England J. Med. 255: 
1029-1033 (Nov. 29) 1956 [Boston], 

Five children between the ages of 4 and 11 years 
and 1 16-year-old boy with nonbacterial regional 
lymphadenitis, more commonly designated as “cat- 
scratch fever,” were treated by surgical removal of 
the diseased lymph nodes at the Memorial Hospital in 
Worcester, Mass. The temperature returned to normal, 
well-being was restored, and almost immediately the 
patient returned to normal activity. Presumably the 
diseased regional lymph nodes harbor the major focus 
of the infecting agent. Since there is no known way 
of inactivating the agent by medical means, surgical 
removal seems rational. 

The excised lymph nodes were matted together, the 
largest aggregation being 3 cm. in diameter. The sec¬ 
tioned surfaces were firm and fleshy and were often 
hemorrhagic and traversed by irregular fibrous sep- 
tums. Usually, the surface was punctuated by areas of 
softening from which thick, yellow pus could be ex¬ 
pressed. Microscopically, a general hyperplasia was 
observed in the initial stages of the process, with ac¬ 
tive germinal centers in the cortex. Subsequently, foci 


of reticular cells developed to form small “tubercles” 
with or without an admixture of lymphocytes, plasma 
cells, and neutrophils. This change was followed by 
central necrosis to form small abscesses containing 
neutrophils and cellular debris. In some patients the 
nodes were removed at this stage, but in others large 
irregular abscesses had occurred apparently by ex¬ 
tension or fusion of neighboring foci. There was a 
total disintegration of the tissue in the abscesses, and. 
the reticulum and blood vessels had disappeared. In 
the most characteristic phase, the areas of necrosis 
were surrounded by a clear-cut zone of epithelioid 
cells of pleomorphic character and ill-defined cyto¬ 
plasmic boundaries. The early reparative reaction 
around the “tubercle” consisted of fibroblast formation 
and collagen deposition with the various inflammatory 
cells in the interstices. No organisms were found in 
the nodes with the use of the appropriate stains. 

The criteria for operation must be strict, for the 
disease is self-limited. One must be as certain of the 
diagnosis as possible from an evaluation of history, 
physical findings, and the result of the intradermal 
antigen test. To justify surgical excision of the nodes, 
the patient should have had symptoms for several 
weeks and should be unable to carry on normal ac¬ 
tivity. A good cosmetic result must be assured, and 
the procedure limited to a single group of abscessed 
nodes. Total excision and closure seem to be prefer¬ 
able to drainage. The prime object in surgical inter¬ 
vention is to abort a potentially prolonged illness with 
a minimum risk to the patient. 

Hyaluronidase and Infections of the Hand. J. F. Catch- 
pool and H. F. Lunn. Lancet 2:1074-1075 (Nov. 24) 
1956 [London], 

The spreading action of hyaluronidase has been 
applied to local anesthesia. Experiments on animals 
showed that pure hyaluronidase did not delay but 
rather accelerated the healing of infections caused by 
streptococci, staphylococci, and viruses. The authors 
report the results of a clinical trial in 250 patients to 
find if there is any risk in mixing hyaluronidase with 
local anesthetic agents in the treatment of infections 
of the fingers and hand. Many of the patients early in 
the series were children in whom the injections o 
lignocaine solution alone were so painful that coop¬ 
eration was impossible. The addition of hyaluronidase 
reduced the pain of the injection considerably, an 
no harm resulted. A trial was then made of the effect 
of lignocaine-hyaluronidase solution in those types o 
infections of the fingers or hand considered by current 
standards to be suitable for local anesthesia. The loca 
anesthetic solution was 1% aqueous solution of lig n0 
caine issued in 50-mi. rubber-capped bottles. To eac 
bottle was added 300 I. U. of hyaluronidase, giving a 
concentration of 6 I. U. per milliliter. This solution was 
kept in an ordinary refrigerator to prevent deteriora 
tion of the hyaluronidase. . 

The combination of the local anesthetic with hya 
uronidase has several distinct advantages, and wi 
suitable precautions there are no ill-effects. When t e 
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initial injection was done slowly, little discomfort was 
caused, so that even children aged 2 or 3 years tol¬ 
erated the procedure. The soft tissues were not dis¬ 
torted by the injection, and hence landmarks were not 
obscured. The injection caused no obvious increase of 
tension within any finger, and hence there was no 
congestion distal to the injection site. Probably for this 
reason there was less after-pain than when hyaluroni- 
dase was not used. Full surgical anesthesia was ob¬ 
tained in about half the time obtained with lignocaine 
alone. When the tourniquet was removed, sensation 
quickly recovered, enabling the patient to proceed 
home shortly afterwards. Healing was not delayed by 
the addition of hyaluronidase. 

Anaemia Following Partial Gastrectomy: A Review of 
100 Cases. H. W. Macintvre and L. Stent. Brit. J. Surg. 
44:150-151 (Sept.) 1956 [Bristol, England]. 

Hemotological studies were made on 100 patients 
who had undergone partial gastrectomy. Anemia was 
found in 44 patients: 14 had normochromic and normo- 
cytic anemia, 19 had hypochromic and normocytic 
anemia, 9 had hypochromic and microcytic anemia, 
and 2 had macrocytic anemia, 1 of the latter having a 
megaloblastic bone marrow. Gastrectomy removes the 
greater part—if not all-of the hydrochloric acid-pro¬ 
ducing tissue, with the result that iron may be poorly 
utilized. The intrinsic factor may be absent, with the 
subsequent production of a macrocytic anemia and a 
megaloblastic marrow. Anemia is to be expected when 
absorption of any of the hemopoietic factors is im¬ 
paired. One cause of malabsorption may be intestinal 
hurry. Also, it is possible that alteration in the bacterial 
flora occurs following partial gastrectomy, which may 
alter the degree of absorption of some, if not all of the 
various hemopoietic factors. Patients may alter their 
diet after gastrectomy, which may eventually lead to 
the onset of anemia. 

Abdominoperineal Proctosigmoidectomy with Trans¬ 
plantation of Transverse Colon to Anus: Report of 21 
Cases. H. E. Bacon and M. A. Valiente. Postgrad. 
Med. 20:591-596 (Dec.) 1956 [Minneapolis]. 

Although some observers still question the rationale 
of resection of the rectum with preservation of the 
anal sphincter, resection of the colon and sigmoid on 
the left side with anastomosis of the transverse colon 
to the low sigmoid or high rectum has gained in favor. 
The authors regard this as the preferred procedure, 
having performed it many times. In patients in whom 
the rectum was involved in the pathological process, 
an abdominoperineal proctosigmoidectomy with trans¬ 
plantation of the transverse colon to the anus was 
carried out in order to avoid a colostomy. The authors 
describe the technique of this procedure and give a 
tabulated report on 21 patients in whom the procedure 
was carried out. The complications of this procedure 
are the same as those of the usual abdominoperineal 
proctosigmoidectomy with preservation of sphincter 
muscle. The morbidity is no greater than with the less 
radical procedures. The authors emphasize that this 
group of patients, who under other circumstances 


would have been candidates for abdominal colostomy, 
have been saved from the mental torture consequent 
to the latter procedure, and therefore their adjust¬ 
ment is easier. 


NEUROLOGY & PSYCHIATRY 

The Use of Peganone (AC 695) in the Treatment of 
Epilepsy. S. Livingston. J. Pediat. 49:728-732 (Dec.) 
1956 [St. Louis], 

The anticonvulsant effect of 3-etliyl-5-phenyl-hydan- 
toin (Peganone) was studied in 108 patients with epi¬ 
leptic seizures of various types. Eighty-eight patients 
were between the ages of 1 and 14 years, and 20 were 
over 15 years of a' r e. Sixtv-seven patients had never 
been treated previously with any form of anticonvul¬ 
sant therapy, 25 had been treated previously with 
maximum doses of diphenylhvdantoin sodium without 
benefit, and the seizures of 16 had previously been 
completely controlled with diphenylhvdantoin sodium. 
The dose of Peganone administered varied from 750 
mg. to 5,000 mg. daily. The initial dose was 250 mg. 
3 times daily in children aged less than 6 years, 500 
mg. 3 times daily in patients between the ages of 6 
and 14 years, and 500 mg. 4 times daily in patients 
over 14 years of age. The dose was increased at the 
rate of 250 mg. a day even' 2 weeks, if necessary, to 
the maximum dose employed (1,250 mg. 4 times daily). 

Peganone was effective only in the treatment of 
major motor (grand mal) and psychomotor epilepsy. 
The attacks were completely controlled in 9 of 27 
patients with major seizures and in 2 of 9 patients 
with psychomotor attacks who had not been treated 
previously with other anticonvulsant drugs. Sixteen 
patients with major attacks and 5 with psychomotor 
attacks who did not respond to Peganone were sub¬ 
sequently treated with diphenylhydantoin sodium, 
which controlled the major attacks in 9 patients and 
the psychomotor attacks in 2. Peganone controlled 
the attacks of only 1 of the 25 patients whose seizures 
previously had been completely refractory to maxi¬ 
mum doses of diphenylhydantoin sodium. Peganone 
completely controlled the attacks in only 2 of the 16 
patients whose seizures previously had been complete¬ 
ly controlled with diphenylhydantoin sodium. None 
of the patients with minor motor attacks or petit mal 
were benefited significantly by the administration of 
Peganone. Ataxia, diplopia, and hyperplasia of the 
gums, seen so commonly in association with diphenyl¬ 
hydantoin sodium therapy, were not observed in any 
of the patients treated with Peganone. A generalized 
morbilliform skin rash was the only significant side- 
reaction observed. It occurred about 10 days after the 
first dose of Peganone was taken and disappeared 
within 7 or 8 hours after the withdrawal of the drug. 
It did not reappear when Peganone was given again 
to this patient. While Peganone may not possess as 
great anticonvulsant properties as diphenylhydantoin 
sodium, the freedom from side-effects together with 
definite effectiveness in major motor epilepsy and, to 
a lesser extent, in psychomotor epilepsy, should make 
Peganone quite a worthwhile anticonvulsant. 
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Occlusion of Internal Carotid Artery. V. Knudsen, 
Ugesk. lreger 118:1187-1193 (Oct. 11) 1956 (In Danish) 
[Copenhagen]. 

Three cases of unilateral occlusion of the internal 
carotid artery verified by angiography and 2 of bila¬ 
teral occlusion verified at autopsy are described. The 
prognosis on the 1st attack depends on the general 
vascular affection, the collateral circulation, and the 
patient’s general condition, but as seen in the 1st case, 
many years can pass before the final stage is reached. 
The three factors that determine the prognosis must 
be taken into account in the treatment of the indi¬ 
vidual case. Occlusion of the internal carotid artery 
is due to a general vascular affection, most often 
atheromatous, and treatment of the disease will be 
closely associated with the problem of arteriosclerosis. 
Atheromatous occlusion and thrombosis of the in¬ 
ternal carotid artery are not uncommon. The clinical 
picture varies, but 3 forms can be distinguished: an 
acute form with severe hemiplegia, a form with a 
slowly progressive hemiplegic symptoms simulating 
intracranial tumor, and a form with transient repeated 
attacks of paresthesia of the extremities, possibly 
hemiplegia. Occlusion of the internal carotid artery 
may be the cause of senile dementia. 

Thrombosis of Internal Carotid Artery. B. de F. Oli- 
varius and J. Therkelsen. Ugesk. laeger 118:1193-1197 
(Oct. 11) 1956 (In Danish) [Copenhagen], 

Thrombosis of the internal carotid artery was veri¬ 
fied by arteriography in 16 patients (15 men, one 
woman) with average age of 52. The thrombosis was 
in the right internal carotid in 4 patients and in the 
left in 12. A similar preponderance of occurrence in 
the left carotid has been noted by most authors. The 
onset of the symptoms was gradual in 6 patients and 
acute in 10. Hemiparesis was the cardinal symptom 
in 14 patients; it was contralateral to the throm¬ 
bosis and spastic. The clinical picture of thrombosis 
of the internal carotid artery varies greatly. After a 
prodrome lasting from weeks to months, with inter¬ 
mittent headache, dizziness, disturbances in vision, 
and transitory hemiparesthesia, motor deficiency 
symptoms of varying severity occur in most cases, 
possibly accompanied by aphasia. The hemiplegia 
may be apoplectiform or set in gradually and may be 
stationary or recurring in the course of hours or days. 
In most cases the mind is clear. Immediate anticoag¬ 
ulant treatment is called for in combination with ad¬ 
ministration of vasodilating substances. 

Report of Syphilis Follow-up Program Among Vet¬ 
erans After World War II. S. R. Taggart, S. B. Russell 
and E. V. Price. J. Chron. Dis. 4:579-588 (Dec.) 1956 
[St. Louis]. 

The incidence of syphilis in the armed forces was 
high during World War II. Between 1940 and 1946, 
approximately 500,000 members of the armed forces 
had acquired or had been treated for syphilis. The 
department of medicine and surgery. Veterans Ad¬ 
ministration, undertook a study of the current status 
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of veterans who had been treated for syphilis during 
World War II. The data presented suggest that 3% « 
a minimum estimate of the amount of neurosyphilis 
to be found among veterans treated for syphilis dur¬ 
ing World War II. The estimate is based on an ob¬ 
servation period of 8 to 10 years. Since the percentage 
of patients with positive spinal fluids appears to in¬ 
crease with the duration of observation, and as the 
period following World War II is extended 10 or 20 
years, it is possible that a further increase in the 
spinal fluid positivity rate may be expected. If this 
rate of 3% is applied to the 500,000 veterans treated 
for syphilis while in service, a minimum of 15,000 are 
estimated to have spinal fluid evidence of neurosyphi¬ 
lis at the present time. Although some of these will 
die and others will receive treatment to halt progres¬ 
sion, it may be anticipated that as the average age of 
the patients in the syphilis reservoir increases, a sub¬ 
stantial group of persons, veterans and civilians, will 
require the expensive care implied in neurosyphilitic 
progression. 

Hospitalization for approximately' 5,000 veterans of 
World War I who developed insanity due to syphilis 
is now being provided by the Veterans Administration. 
Generally, these paretic patients have required hos¬ 
pitalization for many years. The average cost of main¬ 
taining a paretic patient in Veterans Administration 
facilities is approximately $40,000. 


The Vertebral Artery: Its Role in Upper Cervical and 
Head Pain. R. C. Lewis and D. F. Coburn. Missouri 
Med. 53:1059-1063 (Dec.) 1956 [St. Louis]. 


Intractable pain in the head and in the upper cer¬ 
vical region presents a difficult problem. Fibrositis of 
the cervical musculature, impingement on the second 
cervical root, and bony or ligamentous injury of the 
cervical spine have been regarded as etiological fac¬ 
tors. The patients are sometimes regarded as being 
neurotic. Symptoms may' be the same whether there 
is a history of trauma or not. These patients complain 
of pain in the upper cervical and suboccipital region- 
This pain may radiate superiorly behind the ears to 
the retro-orbital or supraorbital region. There may be 
blurring of vision or diplopia. Unsteadiness on the 
feet is frequently mentioned. At times, true vertigo 
seems to occur, and nausea and even vomiting are not 
unusual. A complaint of stiffness in the neck is almost 
always elicited. Faulty neck posture seems to play a 
part, since some patients state that the pain wakens 
them from sleep. Examination reveals cervical spine 
tenderness, particularly over the transverse process o 
the atlas on the side of the pain. Neck extension 
against resistance is painful. Hypesthesia and hypa*' 
gesia in the occipital area are common and may eaten 
anteriorly to the forehead. Lateral nystagmus is often 
encountered following rotation of the neck with the 
head forward or when the neck is extended for a m" 
seconds. Prolonged neck extension may result in a 
feeling of faintness, and it may' initiate the pain. 

The authors performed vertebral angiography on a 
number of patients with these symptoms who w er ® 
thought to have organic lesions. They report the 
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patients in whom they observed constriction or partial 
or complete occlusion of the vertebral artery with the 
neck in different positions. The site of occlusion varied 
from the level of the C-2 to C-3 facet cephalad to the 
beginning of the basilar artery. Also, encroachment of 
the vertebral artery by osteophytes extending lateral¬ 
ly was noted. Although observations on these patients 
allow for much speculation, the authors feel that 
compression of the vertebral artery by a hypertrophic 
spur or by angulation secondary to cervical muscle 
spasm could produce head pain. Numerous symptoms 
reported by these patients such as dizziness, nausea, 
transient diplopia, and faintness may well be due to 
temporary interference with the circulation through 
one of the vertebral arteries. Because of the marked 
cervical muscle spasm seen in many people with so- 
called migraine, it is suggested that interference with 
vertebral artery circulation may play a part in many 
cases of migraine. Some of the symptoms in patients 
with so-called whip-lash injury may be secondary to 
partial occlusion of a vertebral artery either as a re¬ 
sult of direct trauma to the artery or as a result of 
secondary cervical muscle spasm. 

Successful Therapeutic Regimen for the Management 
of Behavior Problems in the Elderly. J. T. Ferguson. 
J. Am. Geriatrics Soc. 4:1080-1084 (Nov.) 1956 [Balti¬ 
more]. 

A new group of drugs—variously labelled ataraxics, 
tranquilizers, relaxants, psychoanaleptics, and neuro¬ 
psychic, neuropharmacologic, or phrenotropic agents 
—gives promise of a chemotherapeutic program that 
can be used at home to ameliorate or even reverse 
most behavior problems in elderly patients. Most of 
the new drugs act primarily on abnormal behavior 
and secondarily on mental mechanisms. Reserpine is a 
tranquilizer and is therefore useful in treating over- 
active behavior. Methyl-phenidylacetate is a psycho- 
analeptic, a mental awakener, and is useful in treating 
underactive behavior. Combinations of these two 
drugs will control most abnormal behavior manifesta¬ 
tions in elderly patients. The author prefers a schedule 
of 3 doses daily before, after, or with meals. The 
tablets may be crushed and put in the food or bev¬ 
erage. Elderly patients showing a predominance of 
overactivity should be given reserpine (Serpasil) ini¬ 
tially. A good starting dose is 0.2 mg. 3 times daily. 
Those showing a predominance of underactivity 
should be given methyl-phenidylacetate (Ritalin) in¬ 
itially, starting with 10 mg. 3 times daily. The elderly 
patient who manifests mixed behavior may receive 
both Serpasil and Ritalin initially. A good starting 
combination is 0.2 mg. of Serpasil and 10 mg. of 
Ritalin 3 times daily. 

The maintenance dosage for most overactive elderly 
patients is about 0.25 mg. of Serpasil and 5 mg. of Rita¬ 
lin 3 times daily. About a fourth of these patients will 
require a larger regular dose of Serpasil. A patient 
with a furrowed brow and sweaty hands who refuses 
to follow normal routines—even though he may try to 
put up a negative front—should be given Serpasil ini¬ 


tially and treated as an overactive patient. Such pa¬ 
tients resort to survival tactics—fighting and resisting. 
There is a large group of elderly patients who need 
some mild medication for anxiety and tension states— 
a mild tranquilizer, without the sedative or habit¬ 
forming properties of the barbiturates. In these pa¬ 
tients, 2-ethyl-crotonyl-urea (Nostyn) induces the best 
clinical response. In a dosage range of 50 to 150 mg. 
3 times daily, its mild action promotes an over-all 
calmness that makes the patient easier to manage as 
well as more capable of participating in activities. The 
drugs alone are not enough; while they improve the 
patient’s ability to participate, total improvement will 
be in proportion to the loving care the patient receives. 


GYNECOLOGY & OBSTETRICS 

A Case of Acute Pancreatitis as a Complication of the 
Puerperium. A. Davies. Brit. J. Surg. 44.T52-154 (Sept.) 
1956 [Bristol, England]. 

Acute pancreatitis developed in a 37-year-old wom¬ 
an 3 weeks after delivery of a child, in March, 1950. 
During her pregnancy she had had 3 episodes of 
vomiting associated with upper abdominal pain radiat¬ 
ing to the back. These occurred in the 2nd, 3rd, and 
5th months of pregnancy. They had lasted a few days, 
and apart from these she had been quite well. In the 
immediate puerperium she had a bilateral calf vein 
thrombosis, which had been treated by further rest in 
bed. Her lochia had been diminishing normally until 
the onset of this present attack, when it had increased 
in quantity and had become offensive. She had a 
sallow complexion, and her sclera were slightly jaun¬ 
diced. The abdomen was slightly distended and ten¬ 
der, with rigidity in the upper quadrants. In both renal 
angles there was tenderness, more marked on the left 
than the right. No peristalsis was heard. The uterus 
felt bulky on rectal examination, and both lateral 
pelvic walls were tender. Laboratory studies revealed 
a serum amylase value of 546 Smith-Roe units per 100 
cc. (normal range 30 to 140 units per 100 cc.); and the 
urinary distase was found to be 677 units (normal 
range up to 50 units). A diagnosis of acute pancreatitis 
was made, and the patient was treated expectantly 
with intravenous administration of dextrose and iso¬ 
tonic sodium chloride solution; 500,000 units of peni¬ 
cillin was given every 4 hours, 1 gm. of streptomycin 
twice a day, and 2 gm. of sulphatriad every 4 hours. 
Improvement was noticeable on the 2nd day, and the 
patient was free from symptoms on the 6th day. 

She failed to return for a cholecystography, but re¬ 
cent inquiry revealed that she had been admitted to 
another hospital in June, 1950. A report from this hos¬ 
pital states that she had a further attack of abdominal 
pain, and this was allowed to subside. At a laparotomy 
in July, 1950, a gallbladder containing many small, 
soft stones was removed. The head of the pancreas 
was thickened, and a biopsy showed appearances con¬ 
sistent with healed pancreatitis; she has been well 
since then. Six additional cases of acute pancreatitis 
complicating the puerperium are discussed. Four of 
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these patients had gallstones, but at laparotomy no 
obstruction could be demonstrated in the bile duct or 
at the sphincter of Oddi. Cholangiography showed a 
freely patent duct of Wirsung in these patients. It is 
suggested that the gallstones are not the cause of the 
pancreatitis but are caused by it as a result of the 
biliary stasis. 

Cord Round the Neck. C. W. Walker. Proc. Roy. Soc. 
Med. 49:915-916 (Nov.) 1956 [London], 

While cord around the neck in a vertex presentation 
has attained undue prominence in the textbooks, cord 
around the neck as an important cause of breech pres¬ 
entation has been ignored. Yet, if the head and neck 
are tethered to the placenta, which is normally in the 
fundus, the breech will present. This cause of breech 
presentation is of added importance nowadays, when 
in antenatal clinics breeches are being turned by ex¬ 
ternal cephalic version. When the cord is around the 
neck, version may kill the child by constricting the 
placental blood supply. The author presents data on 
the modes of presentation in 574 deliveries, of which 9 
were breech labors. Cord around the neck was the 
cause of 5 of the breech labors. These 5 cases are 
briefly presented. The following precautions are ad¬ 
vised in dealing with a breech presentation: (1) the 
diagnosis should be confirmed by x-ray examination; 
(2) no anesthetic should be used for the version; (3) 
the fetal heart should be counted before and after, 
and, if there is difficulty, during the version. Fetal dis¬ 
tress, indicated by exaggerated fetal movements or 
slowing of the heart for more than a few seconds, is 
a sign that manipulations should stop; (4) if the presen¬ 
tation repeatedly reverts to a breech after versions, 
however easy, special care should be taken, as the risk 
of tension on the cord increases as the child grows 
larger. 


PEDIATRICS 

Essential Hypertension in Infancy and Childhood: 
Differential Diagnosis and Therapy. R. J. Haggerty, 
M. W. Maroney and A. S. Nadas. A.M.A. J. Dis. Child. 
92:535-549 (Dec.) 1956 [Chicago], 

Nine children with essential hypertension were ob¬ 
served at the Children’s Medical Center, Boston. Their 
ages ranged from 7 months to 13% years. Cardio¬ 
vascular and central nervous system complications 
were noted only in the children with severe hyper¬ 
tension. One child died with hpertensive encephalo¬ 
pathy when medication was suddenly discontinued, 
and the other 8 have shown no progression of their 
hypertension during a follow-up of from 2 to 15 years. 
The patients with mild elevations of blood pressure all 
had a family history of hypertension, whereas but 1 
of 5 patients with severe hypertension did. Transient 
elevation of blood pressure in children may be the 
precursor of essential hypertension in adults. Renal 
disease can usually be identified by repeated uri¬ 
nalyses, urine concentration tests, Addis counts, urine 
cultures, nonprotein nitrogen blood levels, intravenous 
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pyelography, and simple renal function tests. A special 
effort must be made to exclude unilateral renal dis¬ 
ease, such as pyelonephritis, anomalies or aneurysms 
of renal artery or vein, thromboses and infarcts, hydro¬ 
nephrosis, and ectopia of one kidney. A history of 
acute glomerulonephritis or nephrotic syndrome sug¬ 
gests a renal origin of hypertension. Central nervous 
diseases such as acute or chronic poliomyelitis, en¬ 
cephalitis, and brain tumor can usually be diagnosed 
from the clinical picture, cerebrospinal fluid findings, 
skull x-rays, electroencephalogram, or air-injection 
studies. Cardiovascular diseases are most readily 
identified by physical examination. The determination 
of blood pressure in the legs as well as in the arms will 
reveal a coarctation of the aorta. Auscultation should 
rule out patent ductus arteriosus and aortic insuf¬ 
ficiency. Arteriovenous anastomosis, patent ductus 
arteriosus, and aortic insufficiency produce a wide 
pulse pressure and a continuous murmur. The most 
frequent endocrine cause of hypertension is prolonged 
administration of corticotropin (ACTH) or cortisone. 
Hyperthyroidism, Cushing’s syndrome, and acro¬ 
megaly may be diagnosed by clinical and laboratory 
methods. Lead or mercury poisoning can usually be 
excluded by' the history. 

Mild sedation with phenobarbital, weight reduction 
for the obese, and psychotherapy have been the main¬ 
stays of treatment. There was no evidence that restric¬ 
tion of physical exercise benefits children with hyper¬ 
tension; on the contrary, if it increases anxiety and 
tension, it may lead to further elevation of the blood 
pressure. Drug therapy was started with ramvolfia 
serpentina in children with relatively mild hyperten¬ 
sion. The addition of veratrum preparations increased 
the hy'potensive effect. Hydralazine (Apresoline) hy¬ 
drochloride was added after several weeks of raurvolfia 
therapy, if no significant reduction in blood pressure 
had been achieved. In the patients with severe hyper¬ 
tension (blood pressure over 160/110 mm. Hg), one 
of the ganglionic blocking agents was added to the 
rauwolfia or rauwolfia plus hydralazine when these 
were not effective. Ramvolfia is particularly useful in 
combination with hexamethonium. Sympathectomy is 
probably indicated if drug therapy is not effective. 

Group A Beta Hemolytic Streptococci in Relation to 
Rheumatic Fever. M. S. Saslaw and M. M. Streitfeld. 
A.M.A. J. Dis. Child. 92:550-557 (Dec.) 1956 [Chicago]. 

Earlier studies had demonstrated that rheumatic 
fever is uncommon in school children in southern 
Florida. Rheumatic fever is generally accepted as 
etiologically dependent on group A beta-hemolytic 
streptococci. The authors studied the pattern of infcc 
tion with these organisms in children attending the 
first three grades of Dade County, Fla., public schools. 
Monthly throat cultures revealed that 25% to 40% 0 
the children studied harbored group A beta-hemolytic 
streptococci at least once during an 8-month schoo 
year. The same groups and types of beta-hernolyj |C 
streptococci were isolated as those found in the 
northern states. Higher average antistreptolysin 
titers and indices were demonstrated in the serum 0 
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those children from whose throats group A strepto¬ 
cocci were isolated than were observed in those from 
whom no beta-hemolytic streptococci were recovered. 
An antistreptolysin 0 rise of 2 tubes or more occurred 
in 50.7% of the children with group A streptococci; 
only 8.6% of those children from whose throats no 
group A organisms were isolated had similar titer 
rises. The meaning of these findings in terms of “infec¬ 
tion” are discussed. 

Since it has been suggested by some investigators 
that 3% of untreated streptococcic infections result in 
acute rheumatic episodes, 212 attacks of acute rheu¬ 
matic fever would be anticipated in just the 6-to-9- 
year age group for the study year. This was not so. 
Rheumatic fever developed in none of the children. 
It is suggested that the discrepancy between the large 
number of streptococcic isolates and the low incidence 
of rheumatic fever in Miami may lie either in the 
definition of what constitutes a streptococcic infection, 
in the inapplicability' of the 3% rate in a tropical cli¬ 
mate, or in some combination of the two. Host de- 
Jenses against streptococci may be maintained at a 
high level in Miami by climatic and other environ¬ 
mental factors. The necessity for clearer definition of 
“infection” is emphasized, and suggested criteria for 
streptococcic infections are offered. 

Early Diagnosis of Tuberculosis in Childhood. E. L. 
Kendig Jr. A. M. A. J. Dis. Child. 92:558-561 (Dec.) 
1956 [Chicago]. 

Kendig deplores the general reliance on clinical 
signs for tire early diagnosis of pulmonary tubercu¬ 
losis, pointing out that phlyctenular conjunctivitis, 
formerly considered almost pathognomonic of tubercu¬ 
losis, is caused more often by other allergens than by 
tuberculoprotein. The so-called tuberculosis symptom 
complex, consisting of chronic cough, anorexia, and 
failure to gain or loss of weight, is of little value, since 
this group of symptoms is present in a portion only 
of patients with progressive tuberculous disease. Ex¬ 
piratory stridor and bitonal cough may rarely be an 
aid in early diagnosis. The fever that sometimes ac¬ 
companies primary tuberculosis may be present less 
than 1 week or continue more than 4 weeks. Rarely, a 
skin lesion may be the first sign of tuberculosis. The 
author cites evidence, including 4 case histories, that 
the onset of tuberculosis is often symptomless. He 
emphasizes that early diagnosis will be facilitated by 
the routine employment of the tuberculin test, but a 
survey revealed that only about 55% of the pediatri¬ 
cians of the United States resort to this test routinely, 
and many of those who do use it postpone it until 
^ after the child is 3 years old. A routine tuberculin test 
should be done during the 1st year of life, prior to 
smallpox vaccination, if possible, since this is a sus¬ 
pected activator of tuberculous disease; and the test 
should be repeated annually thereafter. Only in this 
way is early diagnosis of tuberculous disease in chil¬ 
dren possible. A tuberculin test is mandatory when a 
child has been exposed to tuberculosis. 


UROLOGY 

Present-Day Treatment for Carcinoma of the Bladder. 
G. J. Thompson. J. Internat. Coll. Surgeons. 26:703-710 
(Dec.) 1956 [Chicago]. 

Transurethral excision of the tumor is the most effec¬ 
tive method of treatment in most patients with vesical 
neoplasm. Total cystectomy and diversion of urine of 
an appropriate type such as ureterosigmoidal anasto¬ 
mosis, nephrostomy, or cutaneous ureterostomy are 
useful in a small proportion of patients. When total 
cystectomy seems undesirable, segmental resection can 
be employed in patients in whom transurethral opera¬ 
tion is technically difficult or impossible. A combina¬ 
tion of transurethral excision and irradiation is the 
method of choice of most urologists today. Irradiation 
by means of the cobalt bomb seems most promising. 

Perforations in Retrograde Pyelographies. S. Rummel- 
hardt. Ztschr. Urol. 49:593-598 (No. 10) 1956 (In 
German) [Leipzig, Germany]. 

Injuries may occur even when ureteral catheteriza¬ 
tion is carried out cautiously, particularly in case of 
chronic inflammation of the ureteral mucous mem¬ 
brane. Superficial lesions are generally harmless, caus¬ 
ing at most a slight admixture of blood to the urine 
and possibly a brief increase in temperature. Reflux 
during the introduction of the contrast medium like¬ 
wise causes only minor symptoms. The perforating 
injuries resulting during the introduction of the 
urinary catheter are much more dangerous. During 
the last 1,000 retrograde pyelographies carried out at 
the author’s clinic, 20 perforations resulted from the 
introduction of the ureteral catheter. Thirteen of these 
perforations occurred in the distal third of the ureter, 
close to (2 to 5 cm. above) the bladder generally in 
patients with urolithiasis; this occurred once in the 
presence of tuberculosis and once of a ureteral papil¬ 
loma. Serious complications resulted from the ureteral 
perforation in only 1 of the patients, in whom a retro¬ 
vesical abscess, metastatic cerebral abscess, and sup¬ 
purating meningitis terminated in death. 


THERAPEUTICS 

Hypervitaminosis A: Experimental Induction in the 
Human Subject. R. W. Hillman. Am. J. Clin. Nutrition 
4:603-608 (Nov.-Dee.) 1956 [New York]. 

A characteristic syndrome of chronic poisoning is 
emerging from reports of patients consuming concen¬ 
trated preparations of vitamin A over long periods. 
Children, particularly, have been afflicted, but vitamin 
A poisoning has also been observed in some adults. 
Hypervitaminosis A was induced experimentally in a 
normal human subject on 2 separate occasions. The 
subject was a 40-year-old white male physician of 
moderately athletic habitus. The vitamin A prepara¬ 
tion employed was an aqueous emulsion (Aquasol), 
which has been shown to be better absorbed than the 
oil preparations incriminated in most reported in- 
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stances of hypervitaminosis. In the first experimental 
period, during the month of December, 1 million units 
of vitamin A was ingested daily for 13 days, in con¬ 
stant portions and at irregular hours. Two million 
units was ingested within one-half hour on the 14th 
and final day. The second experimental period was in 
the following May, a time selected to present possible 
contrasting seasonal influences and to permit a long 
interval of apparent clinical normality. One million 
units of the same preparation was ingested daily for a 
period of 25 days. The responses during the two ex¬ 
perimental periods differed. In the first period the 
degree of debility was sufficient to cause vitamin A 
consumption to be discontinued at the end of 2 weeks. 
In the second, the symptoms were most pronounced 
from the 3rd to the 10th day, following which discom¬ 
fort and functional inefficiency declined, to remain 
fair!)' constant for the remainder of the experiment. 
However, the subjective “recovery period” was longer 
following the 2nd test period, lasting about 4, com¬ 
pared with 2, weeks. 

The clinical features included headache; pruritic 
dermatitis, including folliculosis and xerosis, notably 
of the extremities, generalized desquamation, and 
exacerbation of preexisting seborrhea and alopecia; 
increased fragility of the fingernails; cheilosis, with 
marked chapping and splitting of the lips; epistaxis, 
slight but persistently induced by blowing the nose; 
gastrointestinal disturbances, including anorexia, nau¬ 
sea, and alternating constipation and diarrhea with 
severe tenesmus; visual disturbances, including dimin¬ 
ished visual acuity and spots before the eyes (one of 
which has persisted during the 7 months since the end 
of the 2nd test period): transient dizziness; generalized 
muscle weakness and fatigability; polyarthralgia; and 
pain and tenderness over the long bones, notably the 
distal tibia. These manifestations did not all appear 
during each experimental period, nor did they neces¬ 
sarily become more severe or remain constant once 
they become evident. The clinical picture resembled 
that of accidental vitamin A poisoning. The skin was 
most prominently affected. The plasma vitamin A con¬ 
centration increased markedly and appeared to be 
more closely correlated than the clinical picture with 
the quantity of vitamin A ingested. 

Meprobamate Toxicitv—Report of a Case. M. Collins- 
Dineen. Ohio M. J.'52:1304-1305 (Dec.) 1956 [Co¬ 
lumbus]. 

A 53-year-old woman was discovered in coma 9 
hours after she had taken 14 gm. (35 tablets of 0.4 gm. 
each) of meprobamate in a single dose. After observ¬ 
ing the cyanosis and coma from 14 gm., it is difficult 
to believe this patient could have survived a dose of 
40 gm. Both of Selling’s patients took their larger doses 
over a period of 24 hours, which accounts for the 
milder effects. He reports no cyanosis and does not 
mention coma. Since meprobamate has an antagonistic 
action to pentylenetetrazole, Borrus suggested the 
use of the latter in meprobamate poisoning. This was 
considered in treating this patient, but the response 
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to intravenous benzedrine sulfate and oxygen was 
satisfactory, and it was decided that the increased 
hazards of pentylenetetrazol need not be incurred. 
The case demonstrates that meprobamate is not an 
innocuous drug. A review of the literature reveals 
other complications of meprobamate therapy, namely, 
allergic phenomena, psychological dependency, and 
possibly physiological dependency. 

Overdosage with Meprobamate—Presentation of Case. 
E. C. Hiestand. Ohio M. J. 52:1306-1307 (Dec.) 1956 
[Columbus]. 

The patient was a 40-year-old woman who at¬ 
tempted suicide by taking from 90 to 95 tablets (36 to 
38 gm.) of meprobamate. When admitted to the hos¬ 
pital about 1 hour after taking the tablets she was in 
coma. Her pupils were contracted nearly to pinpoint, 
with very little reaction to light; the eyes were roving 
and uncoordinated. The heart was regular, with good 
tones and no murmurs; tachycardia was present. No 
attempt was made to counteract the drug aside from 
administration of 80 mg. of amphetamine sulfate par- 
enterally in divided doses over a period of 3 hours. 
One hour after admission the blood pressure dropped 
to 78/50 mm. Hg, and an intravenous infusion of an 
aqueous solution containing 1 cc. of phenylephrine 
hydrochloride in 1,000 cc. of 5% dextrose was started. 
Even with a flow of about 70 to 80 drops per minute, 
the pressure remained between 84 and 90 mm. Hg 
systolic. The pulse rate ranged from 110 to 132 per 
minute. Oxygen was administered and mucus aspi¬ 
rated. Four to 6 hours after admission the pupils en¬ 
larged and became reactive to light. About 18 hours 
after admission the patient began to resist aspiration 
slightly and to move the extremities in response to 
stimulation. At 30 hours she first responded to vocal 
stimuli by' opening her eyes. Urine obtained during the 
first 24 hours had a peculiar, pungent fruity odor sim¬ 
ilar to the odor of meprobamate. This subsided after 
the first day. After 72 hours, she was awake, fairly 
alert, willing to talk, and seemingly completely recov¬ 
ered, with no complaint of headache or other after¬ 
effects. She remembered nothing of her arrival or stay 
in the hospital until she awakened. This case confirms 
previous reports concerning the low toxicity of me¬ 
probamate and suggests that general supportive meas¬ 
ures suffice for treatment of overdosage. 

A Clinical Study of the Effect of Arginine on Blood 
Ammonia. J. S. Najarian and H. A. Harper. Am. ]■ 
Med. 21:832-842 (Dec.) 1956 [New York]. 

Ten men and 5 women between the ages of 24 and 
71 with elevated blood ammonia levels and varying 
degrees of encephalopathy in 5 hospitals in San Fran 
cisco were given intravenous injections of solutions o 
arginine prepared by adding 25 mg. of L-arginine 
hydrochloride to 400 cc. of pyrogen-free distilled wa 
ter, followed by autoclaving at 15-lb. pressure for - 
minutes. The increased levels of ammonia in the p a 
tients’ blood were caused by exogenous ammonia m 
toxication from ingestion of ammonium chloride m > 
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portal cirrhosis in association with an increase in 
nitrogenous substances within the intestine as a result 
either of a high protein diet or of gastrointestinal 
hemorrhage in 6; surgical shunting procedures be¬ 
tween the portal and vena caval systems for the relief 
of portal hypertension secondary to intrahepatic or 
extrahepatic obstruction in 3; and acute hepatic in¬ 
sufficiency as a result of viral infection in 5. 

Reduction in the ammonia level of the blood was 
observed after arginine therapy in every patient. Im¬ 
provement in the mental status of the patient accom¬ 
panied the drop in blood ammonia. Two of 3 patients 
with severe viral hepatitis who were given arginine 
while in deep coma responded within 24 to 36 hours 
with considerable clinical and biochemical improve¬ 
ment and eventual recovery. The decrease in the level 
of ammonia in the blood of the patient that occurred 
after the administration of arginine was always accom¬ 
panied by a significant rise in the urea nitrogen level 
in the blood, suggesting that the effect of arginine on 
the blood ammonia level may be mediated through its 
role as a probably rate-limiting precursor of inter¬ 
mediates in the formation of urea from ammonia. 
Further clinical experience with substances such as 
arginine that can effectively lower the blood am¬ 
monia level should serve to delineate more clearly the 
pathological importance of ammonia intoxication in 
clinical disease. 

Treatment of Ulcerative Colitis with Local Hydro¬ 
cortisone. S. C. Truelove. Brit. M. J. 2:1267-1272 (Dec. 
1) 1956 [London]. 

One man and 5 women between the ages of 30 and 
42 years with mild or moderate ulcerative colitis were 
given local treatment with hydrocortisone for 3 weeks. 
One bottle containing 250 mg. of hydrocortisone dis¬ 
solved in 50 cc. of 50% ethyl alcohol was emptied into 
a standard intravenous infusion bottle containing 500 
cc. of sodium chloride solution. The diluted hydro¬ 
cortisone in the resulting solution of 4.5% ethyl alcohol 
in sodium chloride was dripped into the rectum with 
the aid of a rubber catheter adjusted to a standard 
blood transfusion-giving set; 26% of hydrocortisone 
was absorbed from the rectum by this method. The 
treatment was given each night with the patient in 
bed immediately before settling down for his night’s 
sleep. One quarter of a bottle, i. e., about 125 cc. of 
liquid containing 60 mg. of hydrocortisone, was given 
on the first night. The amount was increased up to 
half a bottle each night during treatment. The 6 pa¬ 
tients were followed up for 1 year. An additional 15 
patients, 7 men and 8 women between the ages of 24 
and 57 with ulcerative colitis, were given the same 
treatment as the first 6 patients, but for 2 weeks only 
and with shorter follow-up periods. Four of the 5 pa¬ 
tients had previously responded to this form of therapy 
but had subsequently had relapses. Fourteen of the 
21 patients obtained a clinical remission in the course 
of the treatment, 1 was improved, and 6 were thera¬ 
peutic failures. The remission occurred rapidly within 
the first few days after treatment was instituted. The 


sigmoidoscopic changes roughly corresponded with 
the changed clinical state in that all the patients with 
clinical remission showed an improved sigmoido¬ 
scopic picture and 1 patient even had entirely normal 
sigmoidoscopic findings. By contrast, the histological 
findings in small biopsy specimens did not in general 
show a corresponding improvement. 

The effect of the treatment is not permanent, al¬ 
though a successful immediate outcome may be fol¬ 
lowed by a period of clinical remission lasting at least 
for several months. The institution of a second course 
of treatment in 4 patients with a clinical relapse 
brought about a clinical remission within a few days 
in 3 of them, so that repeated courses of treatment 
whenever symptoms recur may prove to be effective 
in some of those patients who respond to the first 
course of treatment. Local treatment with hydrocorti¬ 
sone appears to be a useful addition to the treatment 
of ulcerative colitis, particularly as it can be carried 
out by patients in their own homes. 

Two-Year Results of Hydergine Therapy in Hyper¬ 
tension and Other Circulatory Disturbances. A. Poldre. 
Acta med. scandinav. 155:437-448 (No. 6) 1956 (In 
English) [Stockholm], 

Sixty-nine patients with essential hypertension and 
16 patients with various types of circulatory disorders 
of the extremities were treated with hydergine (a 
mixture of the three hydrogenated ergot alkaloids, 
dihvdroergocornine, dihydroergocristine, and dihy- 
droergokryptine) at the medical department of the 
Sodertiilje Hospital in Sweden. The patients received 
a test dose of 0.3 mg. of hydergine subcutaneously be¬ 
fore the institution of the hydergine therapy. All re¬ 
sponded with a fall of both the systolic and diastolic 
blood pressures, averaging 23/21 mm. Hg. The patients 
with hypertension were subdivided into 4 groups with 
regard to the severity of their hypertension, according 
to Keith and YVagener’s classification. Patients with 
symptoms of advanced hypertension, classified in 
groups 3 and 4, responded with a greater fall of 
diastolic blood pressure than did patients classified 
in groups 1 and 2, but they did not show any differ¬ 
ence in the drop of the systolic blood pressure. Hyder¬ 
gine therapy cannot be schematized. Younger patients 
with short histories and variable blood pressures re¬ 
quired more intensive treatment than older patients 
or patients with more advanced vascular lesions. 
Treatment may be started with 0.3 mg. of the drug 
given subcutaneously 2 or 3 time,': daily for from 10 
to 15 days, then 2 tablets of 0.25 mg. may be given 
orally 4 times daily combined with parenteral admin¬ 
istration of 0.3 mg. twice weekly. The dose should be 
gradually reduced to 3 tablets daily. A short course 
of repeated injections for from 5 to 6 days is advisable 
after several months of maintenance treatment. Forty- 
seven of the 69 patients noth hypertension were hos¬ 
pitalized and 22 were outpatients. All had headache, 
vertigo, tinnitus, congestion, impairment of vision, 
and fatigue. 
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Subjective improvement resulted in all the patients 
after 1 week of treatment. Patients who had taken 
barbiturates for years were able to discontinue their 
use. Most patients were able to resume their employ¬ 
ment. Both the systolic and diastolic blood pressure 
fell by 20/25 mm. Hg. The results of treatment in 10 
patients who were under continuous supervision and 
treatment for over 22 months were almost identical 
with those in patients after 3 months’ therapy and 
consistent with those obtained after 2 months of out¬ 
patient treatment alone. These observations are strong¬ 
ly suggestive of a hypotensor and stabilizing effect of 
hydergine. Eyeground lesions showed considerable 
regression after 7 months’ treatment in 2 patients but 
remained unchanged in other patients. Renal function 
tests showed improvement in 14 patients. No changes 
were observed in the electrocardiograms or in cardiac 
function. Cerebral or cardiac complications occurred 
in 8 patients, and 3 patients died. Hydergine therapy 
offers the best prospects of success in vegetatively un¬ 
stable patients with hypertension of grade 1 and 2 
according to the Keith-Wagener classification. There 
are no absolute contraindications to hydergine therapy. 

The 16 patients with circulatory disorders of the ex¬ 
tremities received 0.3 mg. of hydergine subcutane¬ 
ously in combination with 1 tablet for sublingual ap¬ 
plication 3 to 4 times daily for 10 days, followed by 
daily administration of 3 to 5 tablets alone. Fifteen 
patients became asymptomatic, and 1 was a thera¬ 
peutic failure. Parenteral therapy was resumed after 
3 months’ oral administration of the drug in 3 patients, 
and 11 patients remained free of symptoms on oral 
therapy alone. 

Cathartic Action and Metabolism of Certain Coal Tar 
Food Dyes. J. L. Radomski and W. B. Deichmann. 
J. Pharmacol. & Exper. Therap. 118:322-327 (Nov.) 
1956 [Baltimore]. 

Investigation of a marked cathartic effect observed 
after the ingestion of a certain confection revealed 
that it contained an abnormally large content of a dye. 
Three dyes (FD&C Orange No. 1 and 2, and FD&C 
Red No. 32) have recently been removed from the list 
of certifiable food colors. In addition, it has recently 
been observed that FD&C Yellow No. 3 and 4 are 
decomposed in acid solution to /Fnaphthylamine. This 
observation has raised the question as to the possible 
formation of this carcinogen in the stomach. The pur¬ 
pose of this investigation was to answer the following 
questions: 1. Which of the certifiable coal-tar dyes 
have cathartic properties? 2. Is the cathartic action 
due to the intact molecule of the dye itself or to a 
product of its metabolism? 3. Are FD&C Yellow No. 3 
and 4 decomposed in the mammialian stomach to 
/3-naphthylamine? It was found that 5 of 18 FD&C 
food colors tested had cathartic properties. FD&C 
Orange No. 1 induces a cathartic action in man (80 
mg.), dog (200 mg.), and rat (20 mg. per kilogram). 
FD&C Yellow No. 3, FD&C Yellow No. 4, FD&C 
Orange No. 2, and FD&C Red No. 32 are also cathartic 
to the dog at 100 mg. and 200 mg. doses. Since these 
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five dyes are the only certifiable food colors derived 
by coupling a diazonium salt with j3-naphfhylatnine or 
a- or /3-naphthol, this characteristic would seem to 
be definitive of cathartic action in these compounds. 
This group of compounds also comprises the only oil- 
soluble food colors. Sulfonation of the naphthalene 
ring removes the cathartic action. FD&C Orange No. 
1 is probably destroyed in large part by the bacteria 
in the intestinal tract; little of the dye itself is ab¬ 
sorbed; the intact molecule appears to be the active 
cathartic agent. FD&C Yellow No. 4 is not converted 
to /3-naphthylamine in the ligated rabbit stomach. 

Hydralazine (Apresoline). A. R. Krogsgaard. Ugesk. 
lseger 118:1151-1156 (Oct. 4) 1956 (In Danish) [Copen¬ 
hagen]. 

There is at present no ideal hypotensive agent. The 
substances in use have their characteristic properties. 
Rauwolfia alkaloids, including reserpine, exert a weak 
hypotensive action combined with marked sedative 
effect and may cause increase in weight and depres¬ 
sion. Ganglion-blocking substances, with marked 
hypotensive action, present the danger of hypotension 
and paralytic ileus. Veratrum alkaloids produce a defi¬ 
nite hypotensive effect but have only a slight thera¬ 
peutic scope. Hydralazine has a moderately marked 
hypotensive effect, with a number of initial side- 
effects that are lessened on combination with other 
agents and with careful dosage. For successful appli¬ 
cation of hydralazine the treatment must be started 
with small doses, which are carefully and gradually 
increased. If daily doses over 400 mg. are given there 
is a certain risk of severe, late side-effects. In more 
moderate hypertension hydralazine can be used to¬ 
gether with reserpine, while in graver forms, par¬ 
ticularly the malignant forms, hydralazine must be 
given with ganglion-blocking substances. In some 
cases hydralazine is relatively or absolutely contrain¬ 
dicated. In grave coronary sclerosis increase in minute 
volume may cause or aggravate angina pectoris or 
cardiac insufficiency. 

Hydralazine and Reserpine in Treatment of Benign 
Hypertension. T. Hilding, A. R. Krogsgaard and E- 
Godtfredsen. Ugesk. larger 118:1157-1164 (Oct. 4) 1956 
(In Danish) [Copenhagen]. 

Reserpine was given to 60 patients (20 men, 40 
women) with essential hypertension. In 12 cases it 
had to be withdrawn because of side-effects or lack 
of cooperation. In 16 cases the response was satisfac¬ 
tory; the average period of treatment was 8 months, 
the average fall in mean blood pressure, 29 mm. Hg- 
In the remaining 32 cases the effect was unsatisfac¬ 
tory. In 27 of these patients reserpine therapy waS 
supplemented with hydralazine, with satisfactory re' 
duction in blood pressure in 17; the average period of 
treatment was 13 months, the average reduction in 
blood pressure, 37 mm. Hg. In 5 patients one of the 
substances had to be withdrawn, with the substitution 
of pentapyrrolidinium for it, with good results, and in 
5 cases the treatment was discontinued because 0 
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side-effects or lack of cooperation. The patients who 
profit by reserpine are especially those with milder 
hypertension. Although reserpine treatment is not ac¬ 
companied by the more acute side-effects that follow 
use of the more potent hypotensive agents, depression 
has proved to be a serious and relatively frequent side- 
effect. It occurred in 14 patients and led to withdrawal 
of the substance in 12. In prolonged treatment a daily 
dose of reserpine of 1 mg. or less was given in an at¬ 
tempt to reduce the danger of depression. The side- 
effects of hydralazine were insignificant and caused 
withdrawal of the substance in only 1 instance. The 
favorable effects of hydralazine are ascribed to initial 
treatment with reserpine, slow increase in the hydrala¬ 
zine dosage, and administration of not more than 400 
mg. of hydralazine daily. 

Cortisone in the Complications of Leprosy. G. J. 
Nicholas. West Indian M. J. 5:196-200 (Sept.) 1956 
[Jamaica, B. W. I.]. 

A trial with cortisone treatment was undertaken 
. during 1954 to 1955 at the Mahaica Hospital, British 
Guiana. Cortisone was administered to 26 patients 
with leprosy on 76 separate occasions in courses rang¬ 
ing from a single dose of 50 mg. to a daily dose of 
200 mg. for 7 days. The average period of administra¬ 
tion was from 3 to 5 days, discontinuance being dic¬ 
tated either by aggravation of symptoms or by com¬ 
plete relief of symptoms. It was felt that any tendency 
to spread of the bacilli as a result of the “loosening-up” 
of die natural defensive fibroblastic barriers should 
and could be countered by continuing the use of 
chemotherapeutic agents, and, with few exceptions, 
treatment with sulfones was continued throughout. 
The effect of cortisone on the following complications 
only was tried out: acute neuritis, nonfebrile erythema 
nodosum, and the febrile type of lepromatous reac¬ 
tion. Cortisone has been used in patients with leprosy 
by a number of investigators, not with the purpose of 
influencing the disease process per se but with the 
hope that its anti-inflammatory property of lessening 
or inhibiting fibroblastic tissue reaction would bring 
symptomatic relief in an otherwise painful and de¬ 
pressing phase of the disease and that it would prove 
of value not only in tiding over and ameliorating the 
acute symptoms but also in preventing permanent 
tissue damage. While some observers reported favor¬ 
able results from this treatment, one investigator 
found that the late results were often bad and that 
there was danger of aggravating the leprosy. 

Cortisone merits a place in the chemotherapeutic 
armamentarium against leprosy—not as a leprostatic 
drug, but as an aid in dealing with complications aris¬ 
ing in leprosy. Its use is generally agreed on in sulfone 
sensitivity and ocular inflammations, and at the au¬ 
thor’s hospital it is the standard form of treatment in 
neuritis. While good results were not obtained in sub¬ 
acute erythema nodosum leprosum, in the more acute 
febrile lepromatous reaction (“lepra fever”) its cautious 
use is justified. The normal antileprosy therapy, pos¬ 
sibly in reduced dosage, should be continued during 
cortisone administration. 


PATHOLOGY 

Regional Non-bacterial Lymphadenitis—“Cat-Scratch” 
Disease. J. D. Reid. New Zealand M. J. 55:361-36S 
(Oct.) 1956 [Wellington, New Zealand]. 

Regional nonbacterial lymphadenitis or “cat-scratch” 
disease has been increasingly recognized as a cause 
of lymph node enlargement and occasionally of sys¬ 
temic disease. This paper gives an account of the in¬ 
vestigation during the past 18 months of 40 patients 
suspected of having this disorder, and it reviews 7 
cases diagnosed on histological evidence only. Eight 
patients had various combinations of histological, 
serologic, and skin-test evidence of the infection. It is 
suspected that the etiological agent is a virus of the 
psittacosis-lymphogranuloma venerum group. Lymph 
node lesions bear a striking resemblance to those of 
lymphogranuloma. A positive complement-fixation test 
in low titer is obtained against psittacosis antigen in 
about 25% of cases, and inclusion bodies have been 
seen. The part played by the cat is not certain, but is 
probably that of a carrier only. Some 30% of patients 
have no history of scratch, and 7% have no contact at 
all with these animals. Insect bites, scratches, and 
abrasipns from bone or wood may initiate the illness. 
About half of the patients with regional adenitis show 
an indurated nodule at the site of injury within 2 to 7 
days, followed in two to three weeks by enlargement 
and tenderness of regional lymph nodes, but without 
lymphangitis. Nodes remain firm in most instances, but 
in one-third suppuration ensues with sterile pus. Node 
enlargement may persist for many weeks, or up to 
2 years. Systemic upsets, such as low pyrexia and ele¬ 
vation of white blood cell count and of erythrocyte 
sedimentation rate are the rule. Transient skin rashes 
of maculopapular or morbilliform type, as well as 
erythema nodosum, have been occasionally reported. 
Eosinophilia up to 10% has been noted. From a clin¬ 
ical point of view it is clear that the range of mani¬ 
festations of this disease is wide and probably not yet 
fully known. Diagnosis by skin test has limitations, 
but in the absence of anything more specific, this re¬ 
mains the most valuable approach. The exact sig¬ 
nificance of the occasional positive psittacosis comple¬ 
ment-fixation test is unknown and may indicate a 
multiplicity of causal agents, some related to the psit¬ 
tacosis group. On the other hand, it may prove to be 
nonspecific or a reaction like the Weil-Felix test. His¬ 
tological appearances must also be viewed with some 
reservations on their specificity'. However, with all 
these limitations, it does seem possible both clinically 
and pathologically to recognize a disease pattern, the 
composition of which awaits further elucidation. 

The Delayed Type of Allergic Reaction in Cancer: 
Altered Response to Tuberculin and Mumps Virus. 
J. Logan. New Zealand M. J. 55:40S-409 (Oct.) 1956 
[Wellington, New Zealand]. 

To investigate the delayed type of allergy in human 
cancer, the mumps virus skin test and the Mnntoux 
test were applied to a group of cancer patients, Sev¬ 
enty-three patients with carcinoma, 28 patients with 
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malignant lymphoma, and 12 healthy adults were skirl 
tested with mumps virus vaccine. Twenty-nine pa¬ 
tients with carcinoma, 8 patients with malignant lym¬ 
phoma, and 24 controls were skin tested with old 
tuberculin. The following conclusions were reached: 
1. The Mantoux test and mumps virus skin test were 
inhibited by malignant lymphoma as a result of the 
general depression of the delayed type of allergic re¬ 
action. 2. The mumps virus skin test but not the tuber¬ 
culin reaction was inhibited during the 3rd and 4th 
stages of carcinoma. It seems probable that there is 
an exhaustion of the leukocytic sensitizing factor for 
mumps virus but not for tuberculin in these patients. 
The means by which inhibition of the mumps virus 
reaction is produced may be akin to desensitization, 
which is readily induced for mumps virus. 

Dangerous Contaminants in Stored Blood. M. G. Mc- 
Entegart. Lancet 2:909-911 (Nov. 3) 1956 [London]. 

Two fatal transfusion reactions occurred because 
blood was contaminated with an organism that grew 
at 4 C. Both bottles of blood were in the 3rd week of 
storage when issued; hence there had been ample 
time for a high bacterial count to be reached. The 
suspected bottles of blood, both of which had been 
at room temperature for some hours, were sent to the 
laboratory for examination. The blood used in the 1st 
patient, who died 2 hours after having received only 
20 cc. of the suspected bottle, was 15 days old; that 
used in the 2nd patient, who died after receivin'! 50 
cc. of contaminated blood, was 3 weeks old. Both 
bloods were very dark and of a “permanganate” color, 
but there was no obvious hemolysis. The blood smelled 
sour. Stained films showed very large numbers of gram¬ 
negative bacilli. The same Klebsiella-like organism 
was present in both bottles. It grew well on simple 
mediums at a temperature range from 4 C to 30 C, the 
latter being the optimal temperature. It was found 
that after a lag period of 3 or 4 days, logarithmic 
growth takes place at the rate of about 3 divisions in 
24 hours. Thus, even infected blood is unlikely to be 
dangerous until the 3rd week of storage. The risk of 
severe reactions of the “infection” type could be very 
greatly reduced if, before any blood in its 3rd week 
of storage is issued, a stained film is examined to ex¬ 
clude the presence of bacteria. Stained films of any 
blood that causes a severe reaction should be ex¬ 
amined at once. If the blood is infected, the patient 
must be treated without delay, because prompt treat¬ 
ment may be life-saving. 


RADIOLOGY 

Laryngopharyngeal Cancer: Five-Year Results After 
X-ray Therapy. C. C. Wang. New England J. Med. 
255:1033-1035 (Nov. 29) 1956 [Boston]. 

One hundred fifty patients, 142 men and only 8 
women, with laryngopharyngeal cancer were treated 
with x-rays in the department of radiology at the 
Massachusetts General Hospital between 1931 and 
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1950; 200-kv. radiation, filtered with 0.5 mm. of copper 
at 50 cm., target-skin distance was used. Two direct 
opposing lateral portals with a field of 6 by 8 cm. or 
8 by 10 cm. delivering a dose of 4,500 to 5,000 r to the 
tumor at the rate of 200 r per day in 5 or 6 week, 
were employed. 

Nine (31%) of 29 patients with anterior lesions sur¬ 
vived without symptoms for 5 years after irradiation. 
Eight (12%) of 65 patients with posterolateral lesions 
survived symptom-free for 5 years. Ten (17%) of 56 
patients with extensive lesions of both anterior and 
posterior structures were considered cured for 5 years. 
Three (27%) of 11 patients with the tumor arising in 
the aryepiglottic fold and 3 (25%) of 12 with the 
tumors prising in the pyriform sinus survived for 5 
years after irradiation. Seventy-eight (52%) of the 150 
patients had lymph-node metastases at the institution 
of therapy. Only 6 (8%) of the 78 patients survived for 
5 years. Twenty-one (29%) of the 72 patients in whom 
metastases were not apparent at the time of treatment 
lived for 5 years. 

Early recognition of the lesion and prompt institu¬ 
tion of treatment are vital for cure, since the control 
of laryngopharyngeal cancer by irradiation is adverse¬ 
ly related to the extent of the involvement and t he 
presence of cervical metastases. Treatment of the early 
lesions, particularly those of the epiglottis; therefore, 
may be attended with fairly satisfactory results. In 
the management of a given neoplasm in this region, 
the understanding of its nature, proper evaluation of 
its site, extent, and lymph-node metastases, and the 
general condition of the patient should be taken into 
consideration before any course of treatment is 
planned. Palliation is probably all that should be 
offered in the relatively aged and feeble patient with 
advanced lesions. Vigorous irradiation therapy aimed 
at cure is justified in patients with good health and 
early cancer. The results- of supervoltage therapy 
(1,000 to 2,000 kv.) through a single portal in patients 
with carcinoma of the laryngopharyngeal region await 
further evaluation. 


The Role of Irradiation in the Treatment of Primary 
Malignant Lymphoma of the Stomach. H. W. Burned 
and E. A. Herbert. Radiology 67:723-728 (Nov.) 19a 6 
[Syracuse, N. Y.]. 


The material consisted of a consecutive series of - 
patients having a positive microscopic diagnosis o 
primary malignant lymphoma of the stomach, without 
known extra-abdominal metastases, from the clinics 
of The New York Hospital-Cornell Medical Center 
between January, 1939, and July, 1953. There were 
men and 16 women, and the ages ranged from — 

79 years. Fifteen patients had lymphocytic lymphosar 
coma; 10 had reticulum-cell sarcoma; and 2 3 

Hodgkin’s disease. These patients were explorer an 
a biopsy was performed. Primary resection of t m in 
volved portion of the stomach was performed w 
ever possible. Patients showing evidence of resi 
disease were given supplementary treatment m , 
form of irradiation. The irradiated group include on) 
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patients with disease that had spread beyond the limits 
of resection, whereas those not receiving irradiation 
had disease apparently confined to the resected speci¬ 
men. Consequently, the 2 groups are not statistically 
comparable, in that the former is composed of patients 
with advanced disease and the latter of patients with 
localized disease. 

A review of the literature and the findings in the 
present study indicate that a 5-year survival percent¬ 
age above 60% is obtainable in patients with primary 
malignant lymphoma of the stomach. In patients 
treated by resection only, the 5-year survival was 
42.8%. The 5-year survival was 66.6% in the group 
given an adequate course of irradiation. Extent of 
disease was apparently the most significant factor in 
• prognosis. Pathological cell type had little influence 
in affecting prognosis. The 2 patients with Hodgkin’s 
disease are both still alive more than 5 years later. 
However, this could not be expected in larger series 
of cases. A tumor dose of from 3,000 to 3,500 r in 
about 40 days appears to be appropriate in most in¬ 
stances. Remote metastases and individual cellular 
sensitivity' factors seem to be limiting factors. Data 
are not available in the literature nor in this series to 
demonstrate the maximum possibilities of irradiation 
as the sole method of treatment. 

Contribution to the Transparietal Splenoportography: 
Study of the Hepatogram. G. F. Leroux and A. de 
Scoville. Acta gastro-enterol. belg. 19:697-712 (Nov.) 
1956 (In French) [Brussels]. 

Splenoportography was earned out in 60 living pa¬ 
tients and in three post mortem. Hepatograms were 
obtained in 50 examinations. A sufficient quantity of 
contrast medium (40 cubic centimeters) had to be 
used in order to obtain valuable hepatograms. At 
.. least 7 pictures were taken during injection and after, 
at intervals of about 15 seconds. The morphologic 
alterations could be classified and their particular 
aspects referred to anatomic lesions, especiallv in 
cases of primary and secondary tumors, of cholestasis, 
and atrophic cirrhosis. The driving back of the intra- 
hepatic veins, caused by a hydatid cyst encapsulated 
in the liver, could be observed in the hepatogram. 
Infiltrating tumors of the liver parenchyma were de¬ 
termined by' lacunas, on the edges of which venous 
stumps appeared separated from their origin. Two 
stages of hepatography' had to be observed and com¬ 
pared in patients with segmental or nodular meta¬ 
static tumor: the stage of venous opacification and the 
canalicular one. Peripheral nodular metastasis is very 
hard to diagnose. These pictures have to be differenti¬ 
ated from those resulting in cholestasis. Atrophic cir¬ 
rhosis showed characteristic pictures, but liy'pertrophic 
cirrhosis did not. The hepatograms were compared 
with the clinical diagnoses, which were confirmed and, 
in some cases, even corrected. Adequate treatment 
could be established with the aid of serial hepatog¬ 
raphy. 


ANESTHESIA • 

The Use of Electrical Current as an Anesthetic Agent. 
R. C. Knutson, F. Y. Tichy and ]. H. Reitman. Anes¬ 
thesiology 17:815-825 (Nov.-Dee.) 1956 [Philadelphia]. 

Twenty'-five dogs were given electronarcosis for 3 
hours with a continuous alternating current of 50 ma., 
700 cycles per second, 16-20 volts. Pathological studies 
of the brains and spinal cords revealed no evidence 
of neurological damage owing to the continuous pas¬ 
sage of the current. A marked hy'perglycemia that 
tended to increase during the electronarcosis was 
present. The blood urea nitrogen level rose significant¬ 
ly during the 3-hour period of electronarcosis. No 
changes occurred in the serum calcium, sodium, chlo¬ 
ride, and potassium levels. Electrical anesthesia was 
administered to 5 patients by means of an alternating 
current of 135 ma., 700 cy’des per second. Marked 
hypertension and tachycardia developed during the 
passage of the Current. Because of the seriousness of 
the cardiovascular complications in man (hyperten¬ 
sion, cardiac irregularities, and tachycardia), the au¬ 
thors discontinued electronarcosis in human beings. 
This is not to say' that they believe electrical anes¬ 
thesia to be impossible of achievement in man. It may' 
be that a higher frequency, a different wave form, or 
a different combination of the variables of current, 
potential, and frequency' will produce a satisfactory 
narcosis without the frightening side-effects. 

Some Preoperative Warnings of Potential Operating- 
Room Deaths. J. E. Eckenhoff. New England J. Med. 
255:1075-1079 (Dec. 6) 1956 [Boston], 

This report classifies the hazards to which patients 
are exposed in the operating room or during the im¬ 
mediate postoperative period, and it relates experi¬ 
ences of the anesthesia service of a large university 
hospital over the period of the last 10 years, during 
which approximately 150,000 anesthetics have been 
administered. The author mentions a death from 
aspiration of stomach contents when a surgeon man¬ 
ually' collapsed a distended stomach during an ex¬ 
ploratory laparotomy with the patient under general 
anesthesia. Pneumonia has been known to follow 
aspiration of gastric fluid forced into the pharynx by 
external abdominal pressure by a surgeon during 
pelvic examination. Patients often aspirate vomit be¬ 
cause they' fail to follow instructions or because the 
instructions given the patient by his physician have 
not been sufficiently explicit. Instructions should be 
detailed and preferably' written to avoid confusion. 
The very' apprehensive patient is a potential candidate 
for death in the operating room. The mechanism of 
death in these patients does not follow a single pat¬ 
tern, but special attention should be given to the ap¬ 
prehensive patient. 

Watchfulness for hypovolemia is important in the 
following types of patients: those with neoplastic or 
ulcerative lesions of the large intestine; those who 
have been bedridden or in body' casts for long periods; 
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elderly persons who have led a sedentary existence; 
patients who have had extensive fluid loss; and those 
who have had multiple operations. Obviously, it is not 
practical to transfuse to a theoretical average normal 
all patients with blood-volume deficiencies; however, 
if a deficit of as much as 1,500 to 2,000 ml. exists, it is 
advisable to administer 500 to 1,000 ml. of blood be¬ 
fore operation. The anesthetization of a febrile, dehy¬ 
drated child is fraught with danger. It is relatively 
simple to treat dehydration with intravenous infusion 
of fluids, and as a consequence the temperature is 
usually reduced. In spite of this, an unnecessary and 
hazardous “rush” label is frequently attached to these 
patients. The last decade has introduced a new and 
insidious hazard to many patients undergoing anes¬ 
thesia and sui'gery; this is the multitude of drugs that 
patients are receiving, sometimes for long periods. It 
is also important that the anesthesiologist be told of 
previous anesthetic difficulties. Hazards are produced 
by preexisting disease unrelated to contemplated sur¬ 
gery, such as angina pectoris with or without myo¬ 
cardial infarction, cardiac arrhythmias, cardiac failure, 
and chronic respiratory disease. 

Contributions of Modern Anesthesia to Improvement 
in Surgical Technic. J. S. Lundy. J. Internat Coll. 
Surgeons 26:664-673 (Dec.) 1956 [Chicago]. 

Lundy describes the progress made in anesthesia in 
the course of the 110 years of its existence, with em¬ 
phasis on the benefits derived from the competent use 
of modern anesthetic drugs. Preoperative medication, 
including the administration of sedatives, is an in¬ 
tegral part of anesthesia, which includes everything 
done to build up the patient’s tolerance and to guard 
against shock, accident, or complications both before 
and during the actual operative procedure. It is im¬ 
portant that the anesthetist be informed by the sur¬ 
geon what the surgeon wishes to do. The anesthetist 
can then make a plan for the particular patient and 
the particular operation, so that the surgeon need not 
be distracted in the course of the operation by matters 
not strictly concerned with surgical technique. 

The night before the operation, an adult patient is 
given 25 mg. of promethazine (Phenergan) hydro¬ 
chloride by mouth and 500 mg. of ethchlorvynol 
(Placidyl) for sleep. On tire morning of the operation 
he receives another 25 mg. of promethazine hydro¬ 
chloride intramuscularly, with 2 mg. of levorphanol 
(Levo-Dromoran) tartrate and 1/150 grains (0.44 mg.) 
of atropine. General anesthesia is induced with thio¬ 
pental (Pentothal) sodium given intravenously and a 
small dose of succinylcholine chloride to facilitate the 
introduction of an intratracheal tube. By tire tube thus 
emplaced, a mixture of oxygen and nitrous oxide is 
administered at tire rate of 7 liters of nitrous oxide and 
3 liters of oxygen per minute, which will result in an 
arterial oxygen saturation of 100%. Thiopental sodium 
and curare are administered intermittently by intra¬ 
venous route. Levallorphanol (Lorfan) tartrate is a 
highly effective antidote against narcotic drugs when 
given intravenously in 1 cc. ampuls containing 1 mg. 
of the drug. Methylphenidate (Ritalin) hydrochloride 
and mephentermine (Wyamine) may be used as an¬ 
tagonists to shorten the period of anesthesia. An 
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amount of 0.2 cc. of a 10% solution of thiopental so¬ 
dium per pound of body weight is administered rec- 
tally to a child on whom a tonsillectomy or adenoidec- 
tomy is to be performed. As soon as the child is sleepy 
1 mg. of promethazine hydrochloride per 10 lb. (4.5 
kg.) of body weight is injected intramuscularly and a 
small dose of atropine (0.15 mg.) is given. Nitrous 
oxide and oxygen and ether are administered to the 
sleeping patient. 

Control of postoperative pain may best be achieved 
with 25 mg. of promethazine (Phenergan) hydrochlo¬ 
ride intramuscularly combined with 2 mg. of levor¬ 
phanol (Levo-Dromoran) tartrate. A satisfactory tech¬ 
nique for diagnostic and therapeutic blocks consists of 
the use of absolute alcohol or a 6% solution of phenol- 
in water when pain itself is the problem. Either of 
these agents can be used for stellate block of the 
upper extremity or for lumbar sympathectomy block of 
the lower extremity. For brief anesthesia, a mixture 
of either 1 or 2% procaine hydrochloride, 2.5% am¬ 
monium sulfate, and 2% benzyl alcohol is preferred; 
this assures blocking of nerves for hours or even days, 
without the hazard of neuritis. 

The anesthetist must prevent shock if he can or 
treat it if it occurs. When it is known that a patient 
has been given cortisone, that patient should be pre¬ 
pared for operation by the administration of 100 ing¬ 
ot hydrocortisone, dissolved in 2 cc. of water, for 2 or 
3 days before the operation, again on the day of op¬ 
eration, and for 1 or 2 days after the operation. Tri- 
methaphan (Arfonad) camphorsulfonate or hexameth- 
onium may be administered to produce hypotension 
in order to prevent extensive hemorrhage in certain 
operations. Hypothermia also may be instituted and 
maintained by the anesthetist to aid the surgeon in 
operations commonly productive of shock. 


PHYSIOLOGY 

Metabolic Patterns of a Group of Overweight, Under¬ 
weight and Average Weight Women. B. E. Haw¬ 
thorne, W. D. Brewer and M. A. Ohlson. J. Nutrition 
60:391-411 (Nov.) 1956 [Philadelphia]. 

Metabolic patterns of a group of 7 overweight, 7 
underweight, and 7 average-weight women were in¬ 
vestigated at fasting and following 2 test meals 0 
varying carbohydrate and fat composition. Respiratory 
quotients, hourly energy expenditures, and hourly 
urinary nitrogen excretions were determined simul¬ 
taneously with blood glucose, blood pyruvic acic, 
serum total lipids, and serum chylomicron concentra¬ 
tions at fasting and at intervals for 5 hours. Although 
individual differences in responses were observe 
among all groups, certain metabolic patterns a SSD ' 
ciated with the overweight and underweight subjects 
in this investigation were significantly greater than 
variations among individuals within the groups. The 
overweight women as a group appeared to exhibit a 
delay in utilization of carbohydrate in the test tnes 1 s 
compared to the average-weight and undenveig 
women. There were some indications of a greater 
preference for carbohydrate in metabolism by the on 
derweight than by the average-weight women. 
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The Structure of the Respiratory (Terminal) Portion 
of the Lungs. B. M. Fried. A. M. A. Arch. Int. Med. 
98:691-699 (Dec.) 1956 [Chicago]. 

The lungs are the only visceral organ in contact with 
the outside world, but when removed from the chest 
under sterile conditions they contain no pathogenic 
bacteria. Yet a person inhales 12,000 liters of air in 24 
hours, taking in enormous quantities of particulate 
matter and bacteria. When fine emulsions of patho¬ 
genic bacteria are injected into the air sacs ,by way of 
the trachea, they are retained and destroyed in the 
lungs without the occurrence of local disease. The 
author observed that a dose of pneumococci that kills 
a rabbit in approximately 3 days after injection into the 
blood stream is harmless to an animal when the 
diplococci have been introduced into the pulmonary 
parenchyma by way of the trachea. The lungs possess 
a defensive mechanism made up of cells lying on and 
within the septums. These cells assume the functions 
of ameboid phagocytic macrophages. They also partic¬ 
ipate in the formation of the tubercle in tuberculosis 
and Boeck’s sarcoid; they produce the elements that 
"make up the silicious nodule in pneumonoconiosis; 
and the)' are the progenitors of the large foam cells 
in lipid pneumonitis and of the heart-failure cells in 
congestive heart failure. To all appearances, these cells 
are the elements commonly identified as respiratory 
epithelial cells lining the walls of the air sacs. 

Some Effects of High Altitude on Man. L. G. C. Pugh 
and M. P. Ward. Lancet 2:1115-1121 (Dec. 1) 1936 
[London]. 

The expeditions sent to the Himalayas in 1951,1952, 
and 1953 form a closely linked series. In 1951, the 
southern route on Mt. Everest was discovered; in 1952, 
a training expedition was sent to Mt. Clio Oyu, on 
which medical and physiological problems, particular¬ 
ly the use of oxygen, were studied; and in 1953, Mt. 
Everest was climbed for the first time. The early part 
of the 3 expeditions was much the same. The first 17 
days were spent marching 140-160 miles through the 
Himalayan foot-hills at heights ranging from 4,000 to 
12,000 ft., after which a main base camp was estab¬ 
lished at 12,000-13,000 ft. The next 2Vz months were 
spent mainly at heights between 18,000 and 22,000 
ft.; but, whereas the 1951 and 1952 expeditions went 
straight to 18,000 ft. and did not come down again for 
several weeks, the Everest party devoted nearly a 
month to preliminary acclimatization, making several 
short visits to 18,000 ft. and returning in the intervals 
to 13,000 ft. to rest. This phase of the Everest 1953 
expedition was followed by a month spent at 18,000- 
22,500 ft. establishing camps and transporting stores 
up tlie Kliumbu glacier. The final phase on the Lhotse 
face and South Col (26,000 ft.), including the ascent to 
the summit (29,002 ft.), lasted about 14 days. The 1951 
and 1952 expeditions did not go above 23,000 ft. The 
Everest part)' had considerably more experience of 
high altitude than had the 1951 and 1952 parties. 

Symptoms varied with individual susceptibility, pre¬ 
vious experience, the stages of the ascent, and time 
spent at a given altitude. Lassitude, weakness, breath¬ 
lessness, and retardation of thought and action are the 
principal effects and were always present over 18,000 


ft. Acute mountain sickness was not seen, although 
isolated acute symptoms, such as headache and vomit¬ 
ing, were noted. The physical findings on examination 
of men coming down from great heights were essen¬ 
tially normal, except that 3 men suffering from ex¬ 
haustion had abnormally low blood-pressure (85- 
80/70-60 mm. Hg). Physical deterioration eventually 
sets in above 20,000 ft. and is the more rapid and 
severe the. greater the altitude. Partial adaptation, 
however, occurs initially at least up to 23,000 ft. In 
previous expeditions dehydration and lack of food 
have been important contributory factors in deteriora¬ 
tion. The mental effects of great altitude and their 
possible sequelae are described in the light of the 
previous Everest expeditions from 1922 onwards. As 
regards the use of oxygen, climbers now consider that 
for peaks up to 28,000 ft. in height they can get on 
without oxygen for climbing, so long as they have it 
for sleeping. The practice of dispensing with pre¬ 
liminary acclimatization reduces the chances of suc¬ 
cess in climbing peaks higher than 25,000 ft. The strain 
of climbing is greater and altitude deterioration sets 
in at lower altitudes and is more severe than in parties 
who have had more time in which to acclimatize. The 
plan adopted with success on the 1953 Everest ex¬ 
pedition was to set aside a month for preliminary 
acclimatization after the approach march and to make 
several short visits to 18,000 ft., returning in the in¬ 
tervals to 13,000 ft. to rest. 

Dislocation of Organs and Tissues of Rats Exposed to 
Acceleration Stress: Possible Physiologic Significance. 
C. F. Gell and D. Cranmore. J. Aviation Med. 27:497- 
504 (Dec.) 1956 [St. Paul]. 

A quick-freeze technique was used for the anatomic 
fixation of rats exposed to graduated increments of 
acceleration stress and time. The purpose of this study 
was to attempt to demonstrate a linear relationship 
between the extent of visceral and tissue displacement 
and the acceleration stress-time increments. Visceral 
displacement measurements were made of frozen, dis¬ 
sected rats that had been exposed to gravity-time 
increments of positive, negative, and transverse ac¬ 
celeration stress. It was found that visceral displace¬ 
ment reaches a maximum at a relatively low level of 
acceleration stress in a short period of time in the 
application of positive, negative, or transverse gravity. 
Elongation and torsion of the lungs in positive gravity 
and compression of the lungs in negative gravity sup- 
ports the postulate of Cranmore that death from ac¬ 
celeration stress is due to anoxic anoxia. Elongation of 
the heart and great vessels in positive gravity and 
compression of these organs in negative gravity im¬ 
pedes tissue oxygenation by reducing the blood flow. 
The possibility of tumbling creating pathological 
changes due to a piston-like action caused by the alter¬ 
nating displacement of the visceral contents of the 
cavities above and below the diaphragm appears rea¬ 
sonable, in view of the rapidity of displacement re¬ 
sponse to applied acceleration stress. The application 
of transverse gravity creates little displacement of vis¬ 
cera, with no significant physiological disturbance at 
much higher gravity levels than can be applied in pos¬ 
itive or negative gravity'. 
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The Management of Fractures, Dislocations and Sprains. By 
John Albert Key, B.S., M.D., F.A.C.S., Associate Surgeon, 
Barnes, Children’s, and City Hospitals, St. Louis, Mo., and 
H. Earle Conwell, M.D., F.A.C.S., Associate Professor of Ortho¬ 
paedic Surgery, University of Alabama School of Medicine, 
Birmingham. Sixth edition. Cloth. $20. Pp. 1168, with 1123 
illustrations. C. V. Mosby Company, 3207 Washington Blvd,, 
St. Louis 3, 1956. 

The first edition of this comprehensive textbook 
appeared in 1934. From the first, this book was accept¬ 
ed and used with great satisfaction by physicians in 
general practice, surgeons who were primarily en¬ 
gaged in the treatment of injuries due to trauma, and 
teachers in the medical schools as a reference book. 

The fifth edition was published in 1951. In the last 
five years, some changes in the principles of treating 
certain types of fractures and dislocations have been 
accepted. This new edition follows the same general 
format as that of preceding editions, but in it the 
authors present more than 100 new illustrations. Chap¬ 
ter 9 of the fifth edition, entitled Fractures of the Skull 
and Brain Trauma, and chapter 10, entitled Fractures 
of the Jaw and Related Bones of the Face, have been 
deleted from the new edition, because the care of 
these injuries has become so highly specialized that 
a general textbook on fractures and dislocations should 
not include these two subjects. 

As a result of many changes, including the afore¬ 
mentioned deletions, this edition is slightly less bulky 
than the preceding editions have been. Each chapter 
has been brought up to date, with regard to methods 
and principles of modern fracture therapy. 

The authors should be commended for the manner 
in which the subjects of open fractures and war 
wounds have been covered and for the clear-cut de¬ 
scription of indications and contraindications for the 
use of the medullary nail and other methods of in¬ 
ternal fixation. The high standards maintained in the 
past have been continued in the rewriting of sections 
and the changes made in preparing the new edition. 

Sick Children: Diagnosis and Treatment. By Donald Pater¬ 
son, M.D., F.R.C.P., Consulting Physician to Hospital for Sick 
Children, Great Ormond Street, London. Revised by Reginald 
Lightwood, M.D., F.R.C.P., D.P.H., Director, Paediatric Unit, 
St. Mary’s Hospital Medical School, University of London, 
London. With assistance of F. S. W. Brimblecombe, M.D., 
M.R.C.P., D.C.H., Paediatrician, Royal Devon and Exeter Hos¬ 
pital and Exeter City Hospital, Exeter, Devon, England. Sev¬ 
enth edition. Cloth. $8.75. Pp. 593, with 99 illustrations. J. B. 
Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 2083 
Guy St., Montreal, Canada; Cassell & Co., Ltd., 37-38 St. An¬ 
drew’s Hill, Queen Victoria St., London, E.C.4, England, 1956. 

The newest edition of this well-known short text¬ 
book lives up to the reputation of its predecessors 
and includes many of the advances of recent date in 

These book reviews have been prepared by competent authori¬ 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 


diagnosis and treatment. It is concise, well-written, 
and well illustrated. The reproduction of roentgeno¬ 
grams is particularly commendable. The subject mat¬ 
ter reflects- to some extent the particular interests of 
British pediatricians. There is great emphasis on breast 
feeding and on the use of expressed breast milk in 
digestive disorders. Rheumatic fever and celiac disease 
are extensively discussed. Such metabolic anomalies as 
idiopathic renal acidosis, idiopathic hypercalcemia, 
hypophosphatasia, and galactosuria are handled well, 
and one encounters descriptions of a number of con¬ 
ditions not commonly found in American textbooks, 
such as inclusion body encephalitis. The use of tuber¬ 
culin jelly for routine skin testing will be unfamiliar 
to most readers in the United States. The excellent 
sections on the nervous system come from the pen of 
J. P. M. Tizard and those on tropical pediatric disor¬ 
ders from Cicely Williams. Errors can be found in 
this, as in all, .books. They escape the most diligent 
writer, and it is perhaps unkind to collect them. The 
abnormal brain lipid in Niemann-Pick disease is said 
to be lecithin rather than sphingomyelin; the distinc¬ 
tion between sclerema and subcutaneous fat necrosis 
is not made, and the Koch-Weeks bacillus is still re¬ 
garded as an entity, rather than a variety of hemophi¬ 
lus influenzae. The book still refers to hematoma of 
the sternomastoid rather than fibroma. The errors are, 
however, few. There are some sins of omission, too. 
Under traumatic, esophagitis from swallowing lye, 
routine prophylactic dilation to prevent stricture is 
not mentioned. 

Points of view differing from those held widely in 
the United States are not infrequently encountered. 
The antitoxin therapy of scarlet fever appears to be 
routine. Excesses of fat and carbohydrate are still 
feared in infant feeding, and solid foods are introduced 
much later than in the United States. One feature that 
characterizes all foreign textbooks is reference to rem¬ 
edies by their local proprietary designations. The 
American pediatrician who wishes guidance in the 
treatment of epilepsy will probably be unfamiliar with 
such preparations as Epanutin, Primidone, and Condy s 
fluid. Some of the eponyms were also unfamiliar, sue' 
as Marion’s disease (hypertrophy of the bladder sphinc¬ 
ter). On the whole, however, the author and his as¬ 
sociates are to be commended on producing a short, 
readable, and sound textbook. The differences in view 
point should be stimulating to the American reader. 

Rattlesnakes: Their Habits, Life Histories, and Influence on 
Mankind. Volumes I and 2. By Laurence M. Klauber. G 0 • 
$17.50 per set. Pp. 708, with 187 illustrations; 709-1470, ’m 
58 illustrations. Published for Zoological Society of San ir 
by University of California Press, Berkeley 4, 1956. 

At first thought, the publication of a work, espe 
dally one of such magnitude, devoted to a single group 
of snakes might seem an event of interest and 
only to the specialist in reptiles. It is a rewar mg 
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discovery to find that the author, in addition to setting 
a new pattern of writing natural history, has com¬ 
piled a rich store of accurate information useful in 
many fields. Although the title would seem to limit 
the scope of the two volumes to the discussion of 
rattlesnakes only, this is far from true. Within 48 hours 
after its receipt, the excellent bibliography and index 
furnished references needed by a student of the his¬ 
tory of medicine on the use of serpents for healing 
purposes in ancient Greece. This was in addition to 
specific information in the text. The ethnologist, the 
folklorist, the herpetologist, and the physician should 
all find sections that are of special interest and value. 
The well-illustrated chapters on classification, distri¬ 
bution, physiology, and reproduction by themselves 
constitute an authoritative monograph on rattlesnakes. 
The tall tales, myths, and folklore might be described 
as a compendium of human credulity. The sometimes 
amusing, sometimes shocking accounts of outmoded 
and folk treatments for snake bite are evidence of 
what the human body can stand. One case cited (all 
sources of material are identified) reports the admin¬ 
istration of 1 qt. of brandy and 1% gal. of whiskey in 
36 hours to a patient. The section dealing with the 
danger of rattlers to man and animals and the pre¬ 
vention and treatment of snake bite is a comprehen¬ 
sive survey of practical value to anyone, physician or 
layman, who has reason to believe he may ever be 
confronted with a case of snake bite to treat, from a 
copperhead and moccasin, as well as rattler. 

The poison apparatus and mechanism of the bite, 
the venom, the therapeutic use of snake venoms, the 
mortality from snake bite, the preparation and use 
of antivenins, first aid in the field, and specific recom¬ 
mendations for treatment in a hospital by the phy¬ 
sician are all discussed in an explicit and clear fashion. 
Particular case reports are presented with a tabulation 
of the frequency of various symptoms, such as nausea, 
hemorrhage, weak pulse or heart failure, respiratory 
difficulty, and gangrene. The author hopefully states 
that the increase in medical knowledge and the de¬ 
velopment of new drugs will probably make this sec¬ 
tion dealing with the treatment of snake bite the first 
part of his work to become obsolete and outmoded. Be 
that as it may, this section is of great present value, 
and the work as a whole sets a high standard and 
should be of value for many years to come. 

Symposium: The Management of Tuberculosis. Editor: Irv¬ 
ing J. SelikofF, M.D., Associate Attending Physician for Thoracic 
Diseases, Mount Sinai Hospital, New York. [Also distributed 
as July-August issue of ]. Mt. Sinai Hosp.] Cloth. $5. Pp. 329- 
646, with illustrations. Waverly Press, Inc., Baltimore, 1956. 

This symposium, prepared by members of the staff 
of Mount Sinai Hospital, was pioneered and spear¬ 
headed by the editor, for which achievement-he re¬ 
ceived the Lasker Award of the American Public 
Health Association in 1955. The last few years have 
seen no field of medicine change more radically than 


has the management of tuberculosis. The pathology, 
course, medical management, surgical therapy, hos¬ 
pitalization, prognosis, all must be reevaluated be¬ 
cause of the impact made by the introduction of ison- 
iazid and related drugs. So widespread and funda¬ 
mental are these alterations that this period has been 
aptly designated the “antimicrobial era in the history 
of human tuberculosis. The happiest change has been 
in prognosis. During these past 10 years, the death 
rate has fallen by about 70%, and it may be hoped that 
it will decline still further. This symposium records 
the current concept of management at the Mount Siani 
Hospital. The therapeutic advances in almost every 
major phase of tuberculosis and problems in their ap¬ 
plication are presented. Emphasis in the treatment of 
tuberculosis is rapidly being swung back to general 
medicine, and its treatment no longer is largely con¬ 
fined to outlying sanitoriums, thanks to modem sur¬ 
gery, anesthesia, blood banks, specialized techniques 
and equipment, and chemotherapy. This is not to say 
that treatment in specialized tuberculosis institutions 
will not be required in some cases, especially patients 
needing long-term care, but development of ambu¬ 
latory therapy for many patients makes urgent the 
assimilation of techniques of tuberculosis treat¬ 
ment into general hospitals. There is much meat in 
these articles on the evolution of chemotherapy, with 
regard to its mechanism, effect on tissue response and 
systemic manifestations, and its limitations through 
drug intoxication, nature of disease, and bacterial 
resistance to the drug. 

This book offers a challenge to all physicians and 
puts one on the alert as to possible future develop¬ 
ments and how we can best proceed to utmost success 
in all cases. It makes the study of tuberculosis univer¬ 
sal and unlimited. 

Diseases of the Heart. By Charles K. Friedberg, M.D., At¬ 
tending Physician, Mount Sinai Hospital, New York. Second 
edition. Cloth. $18. Pp. 1161, with 157 illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W.C.2, England, 1956. 

This edition of this classic sustains the high level of 
merit of the first edition. It is a must for the library of 
every cardiologist and should be valuable to the medi¬ 
cal student, internist, and up-to-date general practi¬ 
tioner. The addition of three chapters on graphic meth¬ 
ods of examining the heart enhances the value of this 
book as a textbook. A major revision has also been made 
to include the recent advances in cardiac surgery. The 
sections on nonsurgical treatment have also been ex¬ 
tensively revised. The chapters that have been en¬ 
larged include those on chronic cardiopulmonary dis¬ 
ease, coronary atherosclerosis, and congenital heart 
disease. Although one need not agree with all of the 
authors views, the scholarliness and comprehensive¬ 
ness of the book and the judicial handling of contro¬ 
versial matters should impress the most critical reader. 
This book is one of the best in its field. 



604 


J.A.M.A., February 18 , 195 ; 


QUERIES AND MINOR NOTES 


NEUROLOGICAL ILLNESS 
AND POLIOMYELITIS VACCINE 

To the Editor:— Last year, a 29-year-old multipara 
who was five months pregnant developed neurologi¬ 
cal symptoms two weeks after receiving her second 
injection of poliomyelitis vaccine. The diagnosis, 
made by a neurosurgeon and neurologist, was trans¬ 
verse myelitis. She is paralyzed from the umbilicus 
down, sensation is gone, and she is flaccid. Have any 
similar cases been reported following administration 
of poliomyelitis vaccine to pregnant women, and, if 
so, is the reason known? 

Louis Freeark, M.D., Corvallis, Ore. 

This inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Answer.— There have been reports of neurological 
complications following the administration of poliomy¬ 
elitis vaccine. It is not known at this time whether any 
of these undesirable sequelae have occurred in preg¬ 
nant women. Reports in medical journals concerning 
these neurological complications following the adminis¬ 
tration of poliomyelitis vaccine should be forthcoming 
in the near future. Similar neurological complications 
have been reported following the administration of 
antirabic vaccine. Although the cause is not actually 
known, there have been suggestions that it is a live 
virus or an allergic response. A similar cause may be 
responsible for the neurological complications follow¬ 
ing administration of poliomyelitis vaccine. 

Answer.— Five reports of cases of myelitis following 
poliomyelitis vaccination have been received by the 
U. S. Public Health Service from May, 1955, through 
December, 1956. However, none of these cases occur¬ 
red in adults. These five cases had onset from 2 to 24 
days following a first, second, or third poliomyelitis 
vaccination. Paralysis was spastic in all cases; sensory 
defects were reported in two cases and cranial nerve 
involvement in one case. In four of the patients lumbar 
punctures were done: all four showed an elevated 
blood cell count (18 to 149 cells per cubic millimeter), 
with lymphocytes predominating, and three of the four 
showed an elevated protein level. Two of the five pa¬ 
tients have recovered completely, in 6 to 12 weeks. 

Since at least 80 million doses of poliomyelitis vac¬ 
cine had been used through December, 1956, a certain 
number of neurological illnesses in recently vaccinated 
persons would be expected by coincidence alone. At 
present, no final evaluation can be made of the rela¬ 
tionship of these cases to prior vaccination. The Polio¬ 
myelitis Surveillance Unit, Communicable Disease 


The answers here published have been prepared by competent 
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Center, U. S. Public Health Service, 50 Seventh St. 
N.E., Atlanta, Ga., is collecting reports of all types 
of postvaccinal illness that might represent vaccine re- ' 
actions. Physicians are urged to report suspected vac¬ 
cine reactions to their state or local health departments, 
which will forward them to the U. S. Public Health 
Service. The Poliomyelitis Surveillance Unit will send 
to any physician, on request, a current summary of data 
on postvaccinal illnesses. 


POLYCYTHEMIC BLOOD LEVELS IN ONE 
TWIN AT BIRTH 

To the Editor:— Premature twins were born with a 
single normal placenta and cords, but with different 
skin color. Twin one was “beet" red at birth, and the 
bluish-red color of his skin, especially the hands, 
feet, mucous membranes, and nails, has persisted.^ 
Between the 4th and 10th days a moderate icterus 
was noted in the scleras and on blanching the skin. 
Twin two was of normal pink newborn complexion 
and, except for a moderate physiological jaundice, 
has never shown clinical evidence of polycythemia. 
We can find no evidence to account for secondary 
polycythemia. The twins have never been very de¬ 
hydrated. Laboratory data for twin one are given 
in the table. 


Laboratory Data for Twin One 


Age, Days 
4 
7 
9 
10 


Hemoglobin Level, Red Blood Cell Count, 


Gin./lOO Cc. 
18 
18 
26 


MiIIIons/Cu. Mm. 

7.2 
0.1 

6.3 
6 


Hemutocrits, fc 
76 
72 

71 


Twin two showed anemia (hemoglobin level, 13.5 
g m. per 100 cc.; red blood cell count, 3 million pet 
cubic millimeter; hematocrits, 39%). Does pohp]' 
themia vera occur in newborn infants, and, if s() > 
how is it possible to have it occur in just one twin of 
one-placenta twins when both children are otherwise 
apparently normal? How quickly could the poly¬ 
cythemia clear spontaneously? Are there any addi¬ 
tional laboratory tests that should be made? kVm 
is the treatment? 

H. Hammond Pride, M.D., Knoxville, Tenn. 

Answer.— The particular physiological and hemato¬ 
logical states existing in utero are such as to promo e 
the presence of polycythemic levels in the premature) 
born infant. These are related to the greater 0 °o 
volume per unit of body weight in the premature m 
fant than in the full-term infant and are augmen e 
by the placental blood supplement. However, ^ 
seemingly excessive hemoglobin and red blood ce 
levels in twin one in this instance may indeed represe 
the upper limit of normal. On the other hand, j> eart ( 
should be made for other factors leading to erythroj-)^ 
tosis such as pathological conditions producing p asm ‘ 
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loss, defects in the cardiopulmonary system including 
congenital heart disease, and organic causes of im¬ 
paired pulmonary ventilation. Polycythemia vera 
(erythremia) is not known to occur in infancy, and 
except for a case reported in a 6-year-old child it is 
predominantly a disease of middle or later life. 

The reason for the delayed decline in postnatal 
blood levels in twin one in the absence of organic 
disease cannot be stated precisely. A similar instance 
has been reported (Smith: J. Pcdiat. 43:457, 1953) in 
which a normal newborn infant maintained a polycy¬ 
themic blood level of comparable magnitude for six 
weeks before a drop to 5 million red blood cells per 
cubic millimeter occurred. No therapeutic measures 
were required. 

What is intriguing in this case is the polycythemia 
in twin one and anemia in twin two. This discrepancy 
in identical twins might be due to blood loss in the 
anemic twin during separation of the placenta in the 
interim between deliveries. Another explanation is that 
offered by Klingberg and co-workers (abstracted, 
A. M. A. Am. J. Dis. Child. 90:519 [Nov.] 1955) in a 
similar case, namely, single ovum twins in which one 
twin had a hemoglobin level of 25.2 gm. per 100 cc. 
and 7,470,000 red blood cells per cubic millimeter and 
the other a hemoglobin level of 3.7 gm. per 100 cc. 
and 1,850,000 red blood cells per cubic millimeter. 
Examination led to the discovery of an arteriovenous 
shunt between the supposedly separate placental cir¬ 
culations, resulting in a parabiotic circulatory system. 
An unequal functioning between the two circulations 
accounted for the sharp differences in blood levels. In 
their case blood was withdrawn from the polycythemic 
infant and was followed by an uneventful course. 
Usually polycythemic levels in newborn infants drop 
to normal spontaneously and without ill-effect. 


EPILEPSY AND MENSTRUATION 
To the Editor:— A 51-tjear-old woman gives a history 
of typical grand mol epileptiform seizures, present 
since approximately her 34th year and occurring only 
at the time of the premenstrual and menstrual peri¬ 
ods. The patient cannot remember these attacks hap¬ 
pening at any other times. Examination reveals a nor¬ 
mal central nervous system, normal blood pressure 
and heart, and only a moderate degree of arterioscle¬ 
rotic changes in the fundi. She is quite obese. There 
do not appear to be any abnormal changes in her per¬ 
sonality. Are such cases thought to be attributed to 
fluid retention incidental to the premenstrual phase? 
Woidd diuretics and sodium restriction have any 
value in the treatment of this patient’s symptoms? 
She has been receiving analeptics over the years, 
without any material improvement or diminution in 
her symptoms. 

John D. Lynch, M.D., Manitowoc, Wis. 

Answer.— It is well known that periodic fluid reten¬ 
tion exists in the menstrual cycle in lower animals. It 
is also common know-ledge that fluid retention in the 
brain and increased cerebrospinal fluid in the brain 
will produce seizures in epileptic monkeys. The evi¬ 


dence of premenstrual edema in women indicates that 
there is a close relationship between internal secretions 
and -water balance. Some w-orkers in the field of endo¬ 
crinology have felt that progesterone may have anti¬ 
convulsant properties during die catamenia. This has 
been a highly controversial subject. It has also been 
suggested tiiat during die period of highest progester¬ 
one activity diere is a diminution of fluid retention. 
In die experience of people who work in the field of 
convulsive disorders, the greatest tendency to seizures 
is in the premenstrual period. 

Many women who have a low- convulsive threshold 
or who are epileptic are seriously influenced by tiiis 
disturbance of water balance. In women w-ho are pre¬ 
disposed to epilepsy, diere is a tendency to have more 
frequent and more severe attacks during the premen¬ 
strual period than during or after the cycle. 

Administration of diuretics and sodium restriction 
have not proved too successful, although 15 grains 
(1 gm.) of ammonium chloride four times a day, 
250 mg. of acetazolamide two or three times a day, 
or 1 or 2 tablets daily of chlormerodrin should be 
tried. Restriction of fluid intake to 1,000 cc. or less 
daily during the week preceding the menses should 
be tried. In most instances, increasing anticonvulsant 
medication during the premenstrual period and during 
the mentrual period, with restriction of fluid, has 
proved most effective. 


DRYNESS OF MOUTH 

To the Editor:— An emotionally stable insurance 
salesman, aged 47, complained of a drawing effect 
in his mouth, such as the effect produced by putting 
a persimmon in the mouth. He has no other com¬ 
plaints. Examination revealed a mild irritation of the 
mucous membrane of the nose, but the mouth and 
the entire oral cavity did not reveal any pathological 
condition. He was treated locally for one week, with 
no improvement. He teas then given 0.1 cc. of 
Hollister-Stiers mixed respiratory vaccine. Three 
weeks later he stated that he believed the shot 
helped but that liis mouth was still drawing, 
though not burning. The tongue is dry, and the 
mouth feels wrinkled like a dried-up peach. Finger 
examination of the buccal mucous membrane three 
weeks after onset revealed it to be soft with no ulcer¬ 
ations or tumor masses. He is not anemic. Blood 
pressure is 140/68 mm. Hg. Please advise me con¬ 
cerning diagnosis and treatment of his condition. 

M.D., Ohio. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answ-er— Sensations such as those described in this 
patient sometimes occur in connection with dental 
w-ork. Prosthetic appliances and current-producing 
fillings such as gold and amalgam may be causative. 
Some metabolic disorders such as uremia or diabetes 
may also produce abnormal sensations. These feelings 
are fairly common in the menopause. After ruling out 
the above named factors, I would conclude that this 
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NEUROLOGICAL ILLNESS 
AND POLIOMYELITIS VACCINE 

To the Editor:— Last year, a 29-year-old multipara 
who was five months pregnant developed neurologi¬ 
cal symptoms two weeks after receiving her second 
injection of poliomyelitis vaccine. The diagnosis, 
made by a neurosurgeon and neurologist, was trans¬ 
verse myelitis. She is paralyzed from the umbilicus 
down, sensation is gone, and she is flaccid. Have any 
similar cases been reported following administration 
of poliomyelitis vaccine to pregnant women, and, if 
so, is the reason known? 

Louis Freeark, M.D., Corvallis, Ore. 

This inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Answer— There have been reports of neurological 
complications following the administration of poliomy¬ 
elitis vaccine. It is not known at this time whether any 
of these undesirable sequelae have occurred in preg¬ 
nant women. Reports in medical journals concerning 
these neurological complications following the adminis¬ 
tration of poliomyelitis vaccine should be forthcoming 
in the near future. Similar neurological complications 
have been reported following the administration of 
antirabic vaccine. Although the cause is not actually 
known, there have been suggestions that it is a live 
virus or an allergic response. A similar cause may be 
responsible for the neurological complications follow¬ 
ing administration of poliomyelitis vaccine. 

Answer.— Five reports of cases of myelitis following 
poliomyelitis vaccination have been received by the 
U. S. Public Health Service from May, 1955, through 
December, 1956. However, none of these cases occur¬ 
red in adults. These five cases had onset from 2 to 24 
days following a first, second, or third poliomyelitis 
vaccination. Paralysis was spastic in all cases; sensory 
defects were reported in two cases and cranial nerve 
involvement in one case. In four of the patients lumbar 
punctures were done: all four showed an elevated 
blood cell count (18 to 149 cells per cubic millimeter), 
with lymphocytes predominating, and three of the four 
showed an elevated protein level. Two of the five pa¬ 
tients have recovered completely, in 6 to 12 weeks. 

Since at least 80 million doses of poliomyelitis vac¬ 
cine had been used through December, 1956, a certain 
number of neurological illnesses in recently vaccinated 
persons would be expected by coincidence alone. At 
present, no final evaluation can be made of the rela¬ 
tionship of these cases to prior vaccination. The Polio¬ 
myelitis Surveillance Unit, Communicable Disease 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every' letter must contain the writer’s name 
and address, but these will be omitted on request. 


Center, U. S. Public Health Service, 50 Seventh St. 
N.E., Atlanta, Ga., is collecting reports of all types 
of postvaccinal illness that might represent vaccine re¬ 
actions. Physicians are urged to report suspected vac¬ 
cine reactions to their state or local health departments, 
which will forward them to the U. S. Public Health 
Service. The Poliomyelitis Surveillance Unit will send 
to any physician, on request, a current summary of data 
on postvaccinal illnesses. 


POLYCYTHEMIC BLOOD LEVELS IN ONE 
TWIN AT BIRTH 

To the Editor:— Premature twins were born with a 
single normal placenta and cords, but with different 
skin color. Twin one was “beet” red at birth, ml the 
bluish-red color of his skin, especially the hands, 
feet, mucous membranes, and nails, has persisted. 
Between the 4th and 10th days a moderate icterus 
was noted in the scleras and on blanching the skin. 
Twin two was of normal pink newborn complexion 
and, except for a moderate physiological jaundice, 
has never shown clinical evidence of polycythemia. 
We can find no evidence to account for secondarij 
polycythemia. The twins have never been very de¬ 
hydrated. Laboratory data for twin one arc given 
in the table. 


Laboratory Data for Twin One 


Age, Days 
4 
7 
9 


Hemoglobin Level, 
Gm./lOO Cc. 

18 

18 

2G 


Red Blood Cell Count, 
Millions/Cu. Mm. 

7.2 

G.l 

G.3 


Hematocrits, 7c 

76 

72 

71 


Twin two showed anemia (hemoglobin level, 13.5 
gm. per 100 cc.; red blood cell count, 3 million per 
cubic millimeter; hematocrits, 39%). Does polycy¬ 
themia vera occur in newborn infants, and, if sD > 
bow is it possible to have it occur in fust one twin o] 
one-placenta twins when both children are otherwise 
apparently normal? How quickly could the p°j 
cythemia clear spontaneously? Are there any art 1 
tional laboratory tests that should be made? " 1(1 
is the treatment? 

H. Hammond Pride, M.D., Knoxville, Tcnn. 


Answer.— The particular physiological and h enia 0 
logical states existing in utero are such as to prom° 
the presence of polycythemic levels in the premature) 
born infant. These are related to the greater o oo 
volume per unit of body weight in the premature i 
fant than in the full-term infant and are augmen 
by the placental blood supplement. However 
seemingly excessive hemoglobin and red bloo c 
levels in twin one in this instance may indeed represe 
the upper limit of normal. On the other hand, aea 
should be made for other factors leading to eryt j r< * 
tosis such as pathological conditions producing p a 
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loss, defects in the cardiopulmonary system including 
congenital heart disease, and organic causes of im¬ 
paired pulmonary ventilation. Polycythemia vera 
(erythremia) is not known to occur in infancy, and 
except for a case reported in a 6-year-old child it is 
predominantly a disease of middle or later life. 

The reason for the delayed decline in postnatal 
blood levels in twin one in the absence of organic 
disease cannot be stated precisely. A similar instance 
has been reported (Smith: J. Pediat. 43:457, 1953) in 
which a normal newborn infant maintained a polycy¬ 
themic blood level of comparable magnitude for six 
weeks before a drop to 5 million red blood cells per 
cubic millimeter occurred. No therapeutic measures 
were required. 

What is intriguing in this case is the polycythemia 
in twin one and anemia in twin two. This discrepancy 
in identical twins might be due to blood loss in the 
anemic twin during separation of the placenta in the 
interim between deliveries. Another explanation is that 
offered by Klingberg and co-workers (abstracted, 
A. M. A. Am. ]. Dis. Child. 90:519 [Nov.] 1955) in a 
similar case, namely, single ovum twins in which one 
twin had a hemoglobin level of 25.2 gm. per 100 cc. 
and 7,470,000 red blood cells per cubic millimeter and 
the other a hemoglobin level of 3.7 gm. per 100 cc. 
and 1,850,000 red blood cells per cubic millimeter. 
Examination led to the discovery of an arteriovenous 
shunt between the supposedly separate placental cir¬ 
culations, resulting in a parabiotic circulatory system. 
An unequal functioning between the two circulations 
accounted for the sharp differences in blood levels. In 
their case blood was withdrawn from the polycythemic 
infant and was followed by an uneventful course. 
Usually polycythemic levels in newborn infants drop 
to normal spontaneously and without ill-effect. 


EPILEPSY AND MENSTRUATION 
To the Editor:— A 51-year-old woman gives a history 
of typical grand mal epileptiform seizures, present 
since approximately her 34th year and occurring only 
at the time of the premenstrual and menstrual peri¬ 
ods. The patient cannot remember these attacks hap¬ 
pening at any other times. Examination reveals a nor¬ 
mal central nervous system, normal blood pressure 
and heart, and only a moderate degree of arterioscle¬ 
rotic changes in the fundi. She is quite obese. There 
do not appear to be any abnormal changes in her per¬ 
sonality. Are such cases thought to be attributed to 
fluid retention incidental to the premenstrual phase? 
Would diuretics and sodium restriction have any 
value in the treatment of this patient’s symptoms? 
She has been receiving analeptics over the years, 
without any material improvement or diminution in 
her symptoms. 

John D. Lynch, M.D., Manitowoc, Wis. 

Answer.— It is well known that periodic fluid reten¬ 
tion exists in the menstrual cycle in lower animals. It 
is also common knowledge that fluid retention in the 
brain and increased cerebrospinal fluid in the brain 
will produce seizures in epileptic monkeys. The evi¬ 


dence of premenstrual edema in women indicates that 
there is a close relationship between internal secretions 
and water balance. Some workers in the field of endo¬ 
crinology have felt that progesterone may have anti¬ 
convulsant properties during the catamenia. This has 
been a highly controversial subject. It has also been 
suggested that during the period of highest progester¬ 
one activity there is a diminution of fluid retention. 
In the experience of people who work in the field of 
convulsive disorders, the greatest tendency to seizures 
is in the premenstrual period. 

Many women who have a low convulsive threshold 
or who are epileptic are seriously influenced by this 
disturbance of water balance. In women who are pre¬ 
disposed to epilepsy, there is a tendency to have more 
frequent and more severe attacks during the premen¬ 
strual period than during or after the cycle. 

Administration of diuretics and sodium restriction 
have not proved too successful, although 15 grains 
(1 gm.) of ammonium chloride four times a day, 
250 mg. of acetazolamide two or three times a day, 
or 1 or 2 tablets daily of chlormerodrin should be 
tried. Restriction of fluid intake to 1,000 cc. or less 
daily during the week preceding the menses should 
be tried. In most instances, increasing anticonvulsant 
medication during the premenstrual period and during 
the mentrual period, with restriction of fluid, has 
proved most effective. 


DRYNESS OF MOUTH 

To the Editor:—A n emotionally stable insurance 
salesman, aged 47, complained of a drawing effect 
in his mouth, such as the effect produced by putting 
a persimmon in the mouth. He has no other com¬ 
plaints. Examination revealed a mild irritation of the 
mucous membrane of the nose, but the mouth and 
the entire oral cavity did not reveal any pathological 
condition. He was treated locally for one week, with 
no improvement. He was then given 0.1 cc. of 
Hollister-Stiers mixed respiratory vaccine. Three 
weeks later he stated that he believed the shot 
helped but that his mouth was still drawing, 
though not burning. The tongue is dry, and the 
mouth feels wrinkled like a dried-up peach. Finger 
examination of the buccal mucous membrane three 
weeks after onset revealed it to be soft with no ulcer¬ 
ations or tumor masses. He is not anemic. Blood 
pressure is 140/68 mm. Hg. Please advise me con¬ 
cerning diagnosis and treatment of his condition. 

M.D., Ohio. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— Sensations such as those described in this 
patient sometimes occur in connection with dental 
work. Prosthetic appliances and current-producing 
fillings such as gold and amalgam may be causative. 
Some metabolic disorders such as uremia or diabetes 
may also produce abnormal sensations. These feelings 
are fairly common in the menopause. After ruling out 
the above named factors, I would conclude that this 
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is likely an organ fixation factor. Treatment would con¬ 
sist of reassurance and whatever else could be done in 
the way of changing the sensation. Sometimes chewing 
gum for a short period will change the sensorium, al¬ 
though constant chewing may tend to aggravate it. 
Small doses of a sedative such as phenobarbital might 
be worth trying. 

Answer.— The clinical complaint of dryness of the 
mouth is frequently associated with the complaint of 
metallic taste or the feeling following the use of 
astringents. This group of clinical symptoms has never 
been definitely associated with known pathological 
cause. Several things might be contributory to the sen¬ 
sation, such as decreased output of the salivary glands 
or the glands of the upper respiratory tract. It is sug¬ 
gested that attention be given to the need for increased 
fluid intake and that careful examination be made to 
see that the nasal air passages are not unduly dry. 

DRAWING BLOOD FOR ALCOHOL 
CONTENT DETERMINATION 
To the Editor:— Please discuss the drawing of blood 
for a sobriety examination and the determination of 
the blood alcohol content at the request of the state 
highway patrol or local police officers in (1) a dead 
person, (2) an unconscious person involved in an 
automobile accident when the test is not for diagno¬ 
sis of the cause of loss of consciousness, and (3) an 
obviously intoxicated person who gives his consent 
for the examination. 

Philip von IIungen, M.D., Escalon, Calif. 

Answer.— The results of a chemical test of a blood 
specimen given voluntarily for the purpose of proving 
the degree of intoxication have been held to be ad¬ 
missible in court in Texas ( Abrego v. State, 248 S. W. 
2d. 490,1952), Oklahoma ( Bowden v. State, 246 P. 2d. 
427, 1952), Colorado ( Kallnbach v. People, 242 P. 2d. 
222, 1952), California ( People v. Abbott, 225 P. 2d. 
283, 1950), New York ( People v. Ward, 120 N. E. 2d. 
211, 1954), Maine ( State v. Beane, 91 A. 2d. 924, 
1951), North Carolina ( State v. Cash, 15 S. E. 2d. 277, 
1941), Arizona ( State v. Childress, 274 P. 2d. 333, 
1954), Idaho ( State v. Deane, 268 P. 2d. 1114), Iowa 
(State v. Morkrid, 286 N. W. 412, 1939), Utah (State' 
v. Read, 243 P. 2d. 439,1952), and Florida ( Touchton 
v. State, 18 So. 2d. 752, 1944). That a person has suffi¬ 
cient alcohol in his blood to make him an unsafe 
driver does not necessarily mean that he is mentally 
incapable of consenting to a chemical test for intoxica¬ 
tion ( Bowden v. State, 246 P. 2d. 427 [Okla., 1952]). 

The results of chemical tests for intoxication have 
been held inadmissible in Michigan on the ground that 
they have not as yet had general acceptance ( People v. 
Morse, 38 N. W. 2d. 322,1949). The results of a chem¬ 
ical analysis of the brain, blood, and stomach contents 
of a dead person to determine the degree of intoxica¬ 
tion have been held admissible ( Commonwealth v. 
Capalbo, 32 N. E. 2d. 225 [Mass., 1945]). 

In People v. Haeussler, 260 P. 2d. 8 (1953), the Cali¬ 
fornia court admitted into evidence the results of a 
chemical test of a specimen of blood taken from the 
defendant while she was unconscious, stating that this 
- did not violate her right to be secure against unreason- 
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able search and seizure. However, in a similar case the 
Iowa court held that the taking of a specimen of blood 
from an unconscious defendant, not at the time under 
arrest, was an unlawful search and seizure under the 
state constitution, and the results of the test were in¬ 
admissible. 


CHRONIC ORTHOSTATIC HYPOTENSION 
To the Editor:—A 64-year-old man has orthostatic 
hypotension. Previously his blood pressure aos 
120/80 mm. Hg when taken while he was in a sifting 
position. Five years ago he began to complain of 
dizziness on standing, and his blood pressure 
dropped to 60/40 mm. Hg on standing. For the past 
three years, his blood pressure has been 50 to 60 
mm. Hg systolic and 20 to 40 diastolic when he is 
in a sitting position. While he is lying down, it is SO 
to 100 mm. Hg systolic, and when he stands tlw 
systolic drops to 30. There has been no change in 
his weight, nor have there been other findings to sug¬ 
gest adrenal cortical hypofunction (Addisons dis¬ 
ease). Bandaging of his legs and use of an abdominal 
binder have been tried, as has treatment with mam/ 
drugs, with no results. There is no evidence of am/ 
cardiac abnormality. At present, he is able to stand 
erect for only a few seconds. He walks in a stooped 
position to keep from fainting, and for a good shore 
of the day he has to remain in bed, where he feels 
perfectly normal. Suggestions for treatment of this 
man would be appreciated. 

Navarre ]. Dunn, M.D., Florence, Ore. 

Answer.— Most treatments for true chronic ortho¬ 
static hypotension are unsatisfactory. The most com¬ 
mon cause is chronic debility until loss of muscle tone. 
This can usually be corrected by proper exercise, espe¬ 
cially of the abdominal musculature, and diet. Hypo- 
adrenalism, which is much less common, is aided by 
cortical hormone therapy. A “head-up” bed may also 
be tried. It would be interesting to know if the patients 
condition would respond to his wearing an aviators 
G suit. 


HONEYBEE POLLEN 


To the Editor:—A beekeeper reads articles concern¬ 
ing the magical properties of honeybee pollen m 
regard to its possible use for prolonging life. Kindtl 
send me any information you may have on the sti 
stance. H. J. Borse, M.D., Wolf Point, Mont. 


Answer.— Honey contains a large number of su 
stances that vary with the bloom available, determine 
by geography and time of the year. Since it req uir ^ 
about 3 million separate bloom-visits to furnish su 
cient nectar for a pound of honey, it is only logica o ^ 
expect considerable variation in its composition, P ar 
ticularly of its microelements. The U. S. Departmen 
of Agriculture gives American honey the 
average composition: levulose 40.5%, dextrose 34. >. 
sucrose 2.0%, dextrins and gums, 1.5%, and ' va 
17.7%. This leaves a little over 4% not accounted iff ) 
chemical analysis. This fraction consists of P° 
grain, beeswax, albuminoids, and chlorophyll den' 
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tives. There are traces of enzymes, used by the bee to 
convert the sucrose of nectar to its monosaccharides, 
and of various aromatic substances, which give the 
characteristic tastes and flavors of various honeys. 
Traces of vitamins are present, but none in amounts 
significant for human nutrition. Aside from the fact 
that about 60% of its sugar is'present as levulose, 
which may make it better, or less deleterious, than 
ordinary sweets for diabetics, honey has no known 
therapeutic value peculiar or specific only to itself. 
In ancient times before beet, cane, and com sugars 
were available, honey was a chief source of sweet in 
the diet. It was also valuable in infant feeding and for 
invalids. Because of its high sugar content, it was used 
to preserve foods, particularly fruits. It was also used 
in ceremonials, as a respectful offering to a guest or 
as a libation to a bridegroom on his first visit to his 
bride’s father. In many parts of the world, such as 
India, Egypt, Abyssinia, and ancient Rome, certain 
medicinal properties were assigned honey, but West¬ 
ern medicine has yet to confirm its peculiar or specific 
medicinal value. An excellent article on honey appears 
in the Encyclopedia Britannica. 

LEGG-CALVE-PERTHES DISEASE 
To the Editor:— Please provide information concern¬ 
ing recent developments on the subject of Legg- 
Calve-Perthes disease, particularly regarding etiol¬ 
ogy. Could an injection of tetanus antitoxin have 
any etiological significance? 

James A. Gannon, M.D., Washington, D. C. 

Answer.— A recent article on Legg-Calve-Perthes 
disease by Ponseti (J. Bone ir Joint Sing. 38-A:739, 
1956) includes a discussion of the possible etiology of 
this disease and an extensive bibliography. In the 
opinion of this consultant, the etiology of the disease 
remains obscure. All that can be said about it is that 
it apparently is not,a disease localized to the capital 
femoral epiphysis and epiphysial plate but is more a 
generalized condition involving several epiphyses in 
the body. There is no evidence that an injection of 
tetanus antitoxin could have any etiological signifi¬ 
cance. 

LESIONS AFTER ORAL USE OF ANTIBIOTICS 

To the Editor:— About 12 years ago a patient used 
antibiotic pastilles orally for a protracted period of 
time. Ever since then he has had gingival discomfort 
and recurrent lesions. Could the local use of the 
antibiotic be the cause of the difficulty? 

M.D., Ohio. 

Answer.—' There is little question that the oral use 
of antibiotic pastilles may be responsible for the de¬ 
velopment of lesions in the gingival and oral mucous 
membranes as the result of direct irritation or allergy. 
Although it is stated in the query that the drug was 
used over a protracted period of time,” it is not clear 
whether it has been used periodically over the past 12 
years or whether use was discontinued 5 or more years 
ago. If it has not been used for several years, it would 
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be difficult to associate the gingival lesions with the 
antibiotic. If, on the other hand, the patient has em¬ 
ployed the antibiotic periodically up to the present 
time, the oral lesions are probably due to its use. The 
best treatment is to stop the application of antibiotic. 


ATHLETICS FOLLOWING POLIOMYELITIS 
To the Editor:— A 17-year-old boy developed acute 
poliomyelitis Aug. 26, 1956. He was in the hospital 
for seven days, during which time his symptoms 
subsided entirely. Three weeks later there was no 
evidence of any muscle weakness, the abdominal 
reflexes were present, and all extremity reflexes 
were normal. The back muscles, particularly, showed 
no evidence of any weakness at all. The boy has 
returned to school and states that he feels fine. He 
plays on the school football team, and, since he is 
a senior, he is anxious to return to practice. Is there 
any reason why he should not do this? 

Ben F. Roach, M.D., Midway, Ktj. 

Answer.— In the case mentioned, although the boy 
apparently recovered completely within about three 
weeks, the chances are that there was actual involve¬ 
ment of the anterior horn cells of the central nervous 
system but that the involvement was so slight that the 
resultant weakness could not be detected clinically. 
It is also possible there is muscle weakness, particu¬ 
larly in the back, that, although undetected, might 
result in a scoliosis. Furthermore, the muscles of the 
extremities and pelvic and pectoral girdles may be 
minimally involved with only a few of the muscle 
fibers being paralyzed. In such a case, it would be 
quite possible that strenuous physical exertion would 
overtire the muscles and prevent the normal recover)' 
of those fibers on the border line. 

Most of the recovery of the involved muscle fibers 
is accomplished within a six-month period. Therefore, 
in answer to the specific question, this boy should 
remain out of athletics for slx months, and then his 
condition should be carefully evaluated before he re¬ 
enters any athletic program. He should be examined 
at three-month to six-month intervals until full growth 
has been obtained. There seems little doubt that tills 
boy actually did have a mild clinical case of polio¬ 
myelitis. 

TREATMENT OF SYPHILIS AND 
PENICILLIN SENSITIVITY 

To the Editor:—I n The Journal of Nov. 10, 1956, 
page 1101, in Queries and Minor Notes, it was asked 
what therapeutic procedures were recommended for 
patients with “active cerebrospinal syphilis” in whom 
anaphylactic or minor skin reactions to penicillin 
had occurred. The answer stated that treatment with 
penicillin should be immediately and permanently 
discontinued’; the use of broad-spectrum antibiotics 
in a dosage of from 2 to 4 gm. daily for four weeks 
was advocated. Insufficiently treated parenchyma¬ 
tous neurosyphilis is a fatal or at least a crippling 
disease. There is not sufficient evidence of the effi¬ 
cacy of the antibiotics mentioned, and no long-term 
observations are available. In addition, undesirable 
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side-effects may be expected in a high percentage of 
patients receiving the suggested dosage. Artificial 
fever therapy or inoculation malaria may still be 
preferable, although more difficult to administer. 
This dilemma may confront us in the rare case of 
an asthmatic patient with the history of, or symp¬ 
toms of, a severe anaphylactic reaction. In most 
cases, however, the concomitant use of antihistamin- 
ics and, in severe cases, additional coverage by 
steroid therapy, will permit the continuation of peni¬ 
cillin therapy. Minor skin reactions such as urticaria, 
dermographia, and serum sickness type of reactions 
occur in many penicillin-treated patients, and an 
incidence of from 5, to 20% has been reported by a 
number of authors. Such reactions occurred in 12% 
of about 1,200 syphilitic patients treated at the out¬ 
door department of the Royal Victoria Hospital in 
Montreal, Canada. It was always possible in those 
patients to complete the course of penicillin therapy 
(5 to 10 million units of procaine penicillin); con¬ 
comitant antihistaminic therapy was used routinely; 
and additional steroid therapy (80 mg. of hydro¬ 
cortisone daily) teas necessary in only two cases. 

Frederick Kalz, M.D. 
Royal Victoria Hospital 
1414 Drummond St. 
Montreal, Canada. 

To the Editor:— The Nov. 10 issue of The Journal, 
under Queries and Minor Notes, includes an answer 
to the problem of penicillin sensitivity and the treat¬ 
ment of syphilis that, I think, gives a somewhat 
mistaken impression. Patients ivho develop a minor 
penicillin reaction, for example of the urticarial type 
or even of the mild erythematovesicular form, may 
continue to receive penicillin, and their reaction can 
be controlled with various antiallergic measures. 
Administration of penicillin may, of course, have to 
be discontinued, if the reaction cannot be controlled, 
but there is even a report in the literature of the 
completion of penicillin treatment of syphilis in the 
face of an allergic reaction by the concomitant use 
of steroids (Brodey and Nelson: New England J. 
Med. 250:1669, 1954). Of course, the history of an 
anaphylactic reaction would preclude the use of 
penicillin. It is important that minor penicillin al¬ 
lergy not be permitted to frighten us into thera¬ 
peutic paralysis when we deal with major indications 
for penicillin treatment, such as subacute bacterial 
endocarditis or syphilis. 

Sheppard Siegal, M.D. 

2 E. 84th St. 

New York 28. 

The above letters were submitted to the consultant 

who supplied the answer to the Query and Minor Note. 

His comments are as follows: 

To the Editor:— Minor reactions following penicillin 
therapy may be prodromal of more severe, danger¬ 
ous, and rarely possibly fatal reactions, if that treat¬ 
ment is continued. While this is not an inevitable 
rule, and appears less frequently in the treatment 


of syphilis than of other skin disorders, it may be 
more judicious to change the therapy. A therapeutic 
fatality, particidarly if preceded by warning signs 
that may be heeded, is a serious incident. If the 
drugs mentioned are not desirable because of inade¬ 
quate evidence of their effectiveness, recourse may 
be had to fever therapy, Mapharsen, or the arsphen- 
amines, all satisfactory in their day. 


RECURRING ADENOID HYPERPLASIA 

To the Editor:— In the reply to the Query and Minor 
Note “Recurring Adenoid Hyperplasia,” in The Jour¬ 
nal, June 80,1956, page 236, considerable doubt was 
cast upon the usefulness of irradiation therapy for 
recurrent adenoid tissue. I feel, as I have for many 
years, that the proper employment of radium is the 
most effective manner of controlling this problem in 
many patients. Under the direction of the late Drs. 
S. J. Crowe and Curtis Burnham at the Johns Hop¬ 
kins Hospital, radium emanations have been used 
for the treatment of recurrent adenoids for well over 
20 years. The method has been employed continu¬ 
ously in this hospital ever since, and is now being 
used by well over a thousand specialists in the field 
of otolaryngology all over the United States. Hun¬ 
dreds of thousands of patients have been so treated, 
and the numerous reports of beneficial results in the 
literature, as well as the fact that so many well qual¬ 
ified specialists in the field continue employing the 
method, is a strong argument for its usefulness. 

Proper employment of this technique involves the 
use of the 50-mg. Monel metal applicator placed on 
each side of the nasopharynx for 12 minutes. Three 
such treatments are given at two-week intervals. A 
second such course may be given after some months 
if indicated, but no further irradiation of the naso¬ 
pharynx should be employed. Large masses of ade¬ 
noids are always removed surgically, and irradiation 
is reserved for small recurrences, especially those 
about the tubal orifices. Lymphoid tissue is a normal 
constituent of respiratory mucosa, and the idea that 
satisfactory clinical results may be obtained by thor¬ 
ough surgical removal of this mucosa is a fallacy. In 
many patients, as healing occurs and respiratory mu¬ 
cosa regenerates, the original difficulty may recur. In 
such instances irradiation alone can be counted on 
to be of benefit. Donald F. Proctor, M.D. 

819 Park Ave. 

Baltimore 1. 

The above letter was referred to the consultant who 
answered the Query and Minor Note concerned. His 
comment follows. 

To the Editor:— This consultant is fully aware of the 
pioneer efforts of Drs. Crowe and Burnham and has 
no doubt that their work at the Johns Hopkins Hos¬ 
pital was done under scientific conditions. But what 
of the widespread indiscriminate use of radium in 
the nasopharynx? What precautionary measures are 
taken by the average user of radium to insure ac- 
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curate placement of the applicator over the ctisfa- 
chian tubal orifices? What are the hazards involved 
and what late effects of this type irradiation may be 
anticipated? The answers to the above questions 
may be found in a symposium conducted at the 54th 
annual session of the American Academy of Ophthal¬ 
mology and Otolaryngology in Chicago in October, 
1949. The title of the symposium was “Irradiation of 
Lymphoid Tissue in the Nasopharynx,” and the pub¬ 
lished proceedings may be found in the Transactions 
of the American Academy of Ophthalmology and 
Otolaryngology, May-June, 1950, pages 479-530. 
Among the conclusions reached, those that follow 
may be quoted: 

On the basis of the known biologic effect of beta radiation, 
the available data on the magnitude of the doses (as ex¬ 
pressed in roentgens) which are currently used and the knowl¬ 
edge that the approved technic of repeated irradiation en¬ 
hances radiation damage, the conclusion appears inescapable 
that permanent and significant radiation damage of the naso¬ 
pharyngeal soft tissues is being produced not infrequently. 
This being the case, one can anticipate encountering an un¬ 
predictable incidence of late radiation complications at some 
future time which may vary from a few to many years after 
treatment. The potentiality for such complications is greatest 
in children who unfortunately constitute a large proportion of 
patients subjected to this form of therapy. 

In the same symposium, one of the Johns Hopkins 
scientists concludes his remarks with the statement: 
“The broad conclusion is reached that previous ideas, 
widely prevalent, of the effect of nasopharyngeal 
lymphoid tissue on hearing and of the effect of naso¬ 
pharyngeal irradiation on impaired hearing need to 
be revised.” Still another contributor states: “We 
are rapidly reaching the point where the cure is 
worse than the disease, and the beneficial effects 
of irradiation will be overshadowed by the deleteri¬ 
ous and destructive results of its injudicious use.” 
It is doubtful that anyone who reads the above sym¬ 
posium in its entirety will emerge from the experi¬ 
ence with enthusiasm for the routine use of irradia¬ 
tion, by applicators, for lymphoid tissue in the naso¬ 
pharynx. In the original reply to the query it was 
stated that “adenoidectomy under direct vision is 
currently the preferred method of dealing with stub¬ 
born lymphoid hyperplasia in the nasopharynx and 
about the eustachian tubal orifices.” The declaration 
still stands. Further information may be found in 
articles by Guggenheim (A. M. A. Arch. Otolaryng. 
55 -.146-152 [Feb.] 1952; ibid. 6 4:361-372 [Nov.] 
1956) and Meltzer (J. A. M. A. 15 4:228-230 [fan. 16] 
1954; Ann. Otol. Rhinol. & Laryng. 63 -.607-619,1954). 

CAUSE OF DEATH 

To the Editor:— On page 1351 of The Journal for 
Dec. 1,1956, under the caption Cause of Death, two 
consultants express opinions concerning “inhibition” 
as a cause of death. 1 have some knowledge of the 
case in question, although 1 was not personally in¬ 
volved. Personally, 1 would have preferred the word 
“fright” to “inhibition ,” but 1 would probably have 
said as regards the cause of death “unable to deter¬ 


mine after pathological and toxicological examina¬ 
tion.” For eight years (1929-1937), l was one of the 
autopsy surgeons to the coroner in question, and in 
cases as nebulous as this we then gave cause of 
death as just stated. 

The second consultant objects to “inhibition" on 
the grounds that it is not listed in the Standard 
Nomenclature of Diseases and Operations. Neither 
is “fright,” but I am convinced that, under certain 
circumstances, fright is a perfectly logical and cor¬ 
rect cause of death. 

It is my understanding that cases similar to the 
one described in the original query can be diagnosed 
and coded “004-580 Psychophysiologic cardiovascu¬ 
lar reaction,” with the appropriate manifestation of 
terms, if possible, such as “Paroxysmal tachycardia” 
or “Sinus arrest,” that may accompany the condition. 
However, I believe that few physicians would think 
to equate “fright” with “Psychophysiologic cardio¬ 
vascular reaction.” Perhaps, in view of this, “fright” 
should be listed in the disease index as follows: 

Fright 

See Psychophysiologic disorders. 

I gave fright as the cause of death in two of my 
more than 13,000 coroners autopsies, and the certifi¬ 
cates were accepted. The first case was of a dairy 
deliveryman about 30 years old. On a Fourth of July 
morning he had just seated himself behind the 
wheel of his truck to leave on his route when some 
prankster exploded a large torpedo on the outside 
of the cab near the drivers head. The driver col¬ 
lapsed over the wheel, unconscious, and teas dead 
when the police ambulance arrived. A most meticu¬ 
lous autopsy, including toxicological examination, re¬ 
vealed nothing to which death could be attributed. 
Everything was remarkably “normal.” 

The second case was of a girl about 16 years old. 
When the first shock of the 1933 earthquake hit, this 
girl was terribly frightened. With each succeeding 
aftershock she went info severe panic reactions and 
became progressively weaker; she died about 12 
hours after the first shock. Meticulous autopsy and 
toxicological examination revealed no cause of death. 
In both cases we gave fright as the cause of death on 
the death certificate. 

Without clear-cut histories such as I have related, 
one would not be justified in giving fright as a cause 
of death, but, under the circumstances related above, 
l am convinced that it is a legitimate cause of death 
and should be recognized in the Standard. Nomen¬ 
clature of Diseases and Operations. I have known of 
several similar but inadequately documented cases. 

John II. Schaefer, M.D. 

525 S. Flower St. 

Los Angeles 17. 

This comment was referred to the editors of Stand¬ 
ard Nomenclature, whose reply follows: 

To the Editor:—' “Death due to fright" in the terminol¬ 
ogy of the Standard Nomenclature of Diseases and 
Operations is classified and coded on page 90, as 
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“004-5S0 Psychophtjsiologic cardiovascular reaction 
(indicate manifestations by supplementary terms)." 
However, fright is not cross referenced in the disease 
index , Consequently, the editors have now added it 
as follows: 

Fright 

See Psychophysiologic disorders. 

PREGNANCY FOLLOWING MASTECTOMY 
To the Editor:— In The Journal, Oct. 20,1956, page 
847, under Queries and Minor Notes, a question was 
asked as to the advisability of the therapeutic abor¬ 
tion being done on a 23-tjear-old woman in her 
second month of pregnancy. In the letter it was 
stated that the patient had a simple left mastectomy 
performed approximately seven months prior to 
conception. The answer that was given, quoting 
GreenhilTs "Obstetrics,” referred to cases of radical 
mastectomy, not simple mastectomy. However, the 
fact that the type of treatment for pregnancy follow¬ 
ing a simple mastectomy was not discussed is not 
too important; the important point is that there are 
well-substantiated contradictory opinions to this 
type of treatment. A very excellent large survey on 
cases of this type was published by White (Surg. 
Gynec. & Obst. 100:661, 1955). I do not mean to 
detract from Greenhill’s text, but feel that in a matter 
of this kind the doctor from Pennsylvania should also 
be referred to White’s article. 

John B. Phillips, M.D. 

1551 Union St. 

Schenectady, N. Y. 

The above letter was referred to the consultant, 
whose reply is as follows.— Ed. 

To the Editor:— As the writer intimates, there is a 
difference of opinion concerning the matter of preg¬ 
nancy following the treatment of carcinoma of the 
breast. It is true that White says that “the patient 
with breast carcinoma without evidence of spread 
should be allowed to have further pregnancies with¬ 
out fear of materially aggravating the course of the 
disease.” On the other hand. Cheek (A. M. A. Arch. 
Surg. 66:664 [May] 1953) sent questionnaires to 
many surgeons and received replies from 43 con¬ 
cerning 151 cases of carcinoma of the breast found 
during pregnancy. He states that “most physicians 
believe that further pregnancy should be avoided.” 

Incidentally, Greenhill did not say that all women 
who have had carcinoma of the breast during preg¬ 
nancy should avoid subsequent pregnancies. He 
emphasized the matter of the time interval between 
operation and a subsequent pregnancy. Please ob¬ 
serve the following statement: “Patients who desire 
to become pregnant following radical mastectomy 
should wait at least three years if axillary metastases 
were not present at the time of operation and five 
years if axillary metastases were present.” It is, how¬ 
ever, true that no one can be dogmatic about the 
subject of this comment. 


RECURRENT BILIARY COLIC 
To the Editor:— The answer to the query concerning 
recurrent biliary colic in The Journal for Nov. 17, 
1956, page 1200, was good, but incomplete. Would 
it not have been well to have included other perti- 
ent points that might also help the patientP The 
question was what to do about a gallbladder and bili¬ 
ary tree that appear and feel normal in a patient who 
had had typical recurrent biliary colic with three non¬ 
filling gallbladder tests. The answer given was that 
a careful exploration should be done, and, if nothing 
abnormal was found, the gallbladder should not be 
removed and the patient should receive medica¬ 
ments. May it be suggested that a duodenal drainage 
be done preoperatively. If a great increase in choles¬ 
terol crystals is obtained, and if, at operation, tiny 
stones are obtained by direct aspiration of the gall¬ 
bladder, then there would be an indication for the 
removal of the gallbladder. The withholding of nar¬ 
cotics before surgery might also help in case these 
procedures are negative, so that the biliary tract 
would not be thrown into a spasm and so that a 
cholangiogram could be done through the aspirating 
needle; any pathology found could then be cor¬ 
rected. A careful exposure of the cystic duct to note 
whether there is any scarring or sharp kinking or 
obstruction might also lead to the solution. If these 
tests are normal, the gallbladder should not be re¬ 
moved. This subject was thoroughly covered by 
Glenn and Mannix (Ann. Surg. 144:670, 1956). 

Roland T. Smith , M.D. 

Frisco Building 

Joplin, Mo. 


ATTACKS OF GASPING FOR AIR 
To the Editor:— In reference to the Query and Minor 
Note “Attacks of Gasping for Air,” in The Journal, 
Nov. 3, 1956, page 1020, the attacks described are 
not uncommon in college students and medical stu¬ 
dents, who are under some strain. As a student 
health physician, I see several of them each year. It 
was not uncommon among veterans who had been 
in active combat. The syndrome has been described 
and dignified by the name of hypnogogic hallucino¬ 
sis. I have found that simple reassurance and an ex¬ 
planation of the nature of the attack takes care of the 
matter nicely. This explanation usually was that in a 
state of nervous tension it is difficult for the patient 
to completely relax and go soundly to sleep. After 
finally getting to sleep he then awakens suddenly 
and feels desperately short of air. The attacks are 
always self-limiting. I am sure the episodes are more 
closely related to the phenomenon of psychogenic air 
hunger than they are to anything else. 

T. H. Harwood, M.D. 

Office of the Dean 
University of North Dakota 
School of Medicine 
Grand Forks, N. D. 
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Another National Research Institute Proposed • • 
Berry Praises Military Nurse Accomplishments • • 
House Supports Committee, Cuts Appropriation • • 
§5,000,000 in Grants for Air, Water Projects • • 

NATIONAL RADIATION HEALTH INSTITUTE 

A new institute to be known as the National Radia¬ 
tion Health Institute would be set up within the 
National Institutes of Health under identical bills in¬ 
troduced by Senator Neuberger and Representative 
Porter, both Oregon Democrats. The institute would 
do extensive research and study in all phases of the 
efFect of nuclear radiation on human health and well¬ 
being. 

Tlie bills also authorize the Secretary of Health, 
Education, and Welfare to develop and distribute on 
a voluntary basis lifetime personal cards in which in¬ 
dividuals would keep a record of their exposure to 
measurable amounts of radiation. This would include 
exposure to x-ray during medical examinations and 
treatment. 

The record-keeping proposal, Senator Neuberger 
pointed out in a Senate speech, was recommended last 
year by the National Academy of Sciences in a report 
titled “The Biological Effects of Atomic Radiation.” 
The report said that, because of the ever increasing 
quantity of atomic particles in the air, the medical use 
of x-ray should be reduced as much as is consistent 
with medical necessity. 

No action on the record-keeping plan was ever 
taken by the administration, the senator declared. 

The bill’s preamble states that widespread industrial 
application of atomic and nuclear energy and by-prod¬ 
ucts “have created a situation of potentially dangerous 
implications for human well being and living condi¬ 
tions and the health development of present and fu¬ 
ture members of the population which requires im¬ 
mediate, thorough and competent research and study.” 

A National Advisory Radiation Health Council 
whose membership is not spelled out would review 
research projects and programs on the cause, preven¬ 
tion, or methods of diagnosis or treatment of diseases 
and conditions resulting from atomic radiation. It also 
would review and certify to the surgeon general ap¬ 
plications from universities, hospitals, laboratories, 
and individuals for grants-in-aid for research as well 
as traineeships. 

The council also would collect and publish informa¬ 
tion on studies being made in the U. S. and other 
countries in this general area. 

The radiation card program would be directed by 
an Office of Radiation Health Control within HEW. 
It would be charged with disseminating the cards 
- through physicians, dentists, and hospitals. 

Mr. Porter said cooperation between the institute 
and the Atomic Energy Commission is “implicit in 
the bill although it is not spelled out.” The bills do not 
authorize any definite appropriation. 


From the Washington Office of the American Medical Asso¬ 
ciation. 


ACTION ON HEALTH APPROPRIATIONS 

With talk of economy versus high spending filling 
the air, the House took a close look at its first appro¬ 
priation bill of the 85th Congress and voted some cuts. 
Floor action came just a week before a House Appro¬ 
priations subcommittee began extensive hearings on a 
record-high budget for running the Department of 
Health, Education, and Welfare for the next fiscal year. 

Action came on a deficiency appropriation of 277 
million dollars for public assistance grants to states 
for the remainder of this fiscal year ending June 30. 
HEW said the added funds were needed to make up 
for a change in the formula for various public assist¬ 
ance recipients which the last Congress authorized. 
Included in the total are payments for medical care. 

The House, backing up its Appropriations Commit¬ 
tee, pared the figure down to 275 million dollars, 
specifying that the savings be in money for state and 
local administration. 

Chairman Cannon, veteran member of the Appro¬ 
priations Committee, touched off the general debate 
on the budget with these words: 

“As judged by its budgets, this is an ever-broaden¬ 
ing and continually expanding government. Each year 
and each session Congress initiates new activities re¬ 
quiring more money, and the executive departments 
reach out for more power, more employees, wider 
jurisdiction, and more money.” 

Then he reminded the House that he had issued a 
press statement that declared that "the most alarming 
thing about this alarming budget was that nobody 
was alarmed.” 

Mr. Cannon also took sharp exception to claims 
that up .to 4 billion dollars would be saved if all the 
recommendations of the Hoover Commission (on gov¬ 
ernment reorganization) were enacted into law or 
changes made administratively. He said a large num¬ 
ber had been enacted and the total federal budget 
was still going up. Mr. Cannon added: 

“We have not been able to show a saving of four 
dollars.” 

When the deficiency bill came before the full Sen¬ 
ate Appropriations Committee, the administration 
made a strong plea for restoration of the 2 million 
dollars to the fund for administration of public assist¬ 
ance programs. Social Security Commissioner Charles 
Schottland argued the amended bill was confusing and 
appeared to contradict a statutory agreement with the 
states that the U. S. pay 50% of administrative costs. 
The Senate proceedings drew 12 senators, an unusually 
large turnout for such a hearing. It was indicative of 
the mounting interest in both houses on the spending 
question. The full Senate has yet to act on the bill. 


MILITARY NURSES PRAISED 

Military nurses and women serving as medical spe¬ 
cialists in the armed forces came in for rounds of 
praise at a hearing before the House Armed Services 
Committee. The hearing was on a bill that would al¬ 
low these ladies in uniform to reach the grade of major 
through normal “progression.” Under current law the 
(Continued on next page) 



LANOXIN’ 

brand 



formerly known as Digoxin ‘B. W. & Co. ’® 


for prompt 
digitalization 
and dependable 
maintenance 



Dear Doctor: 

The new name for Digoxin 
*B. W. & Co.* is 'LANOXIN*. This 
change will now make it easier for 
everyone to distinguish digoxin 
from digitoxin. 

Now, simply write. . . 

fOztaPfMo ' 

to provide the safety and predict¬ 
ability afforded by the uniform 
potency, uniform absorption, brief 
latent period and optimum rate 
of elimination of this crystalline 
glycoside. 

A pure, stable, crystalline 
glycoside isolated from Digitalis 
lanata . . . 

(cont’d) / 


BURROUGHS WELLCOME & CO. (U.S.A.) IKC, Tackihoe, Hrw Ywfc 


J.A.M.A., February 23, 1957 

Washington News—Continued 

limit is captain. Included, in addition to nurses, are 
physical therapists, occupational therapists, and dieti¬ 
tians. Speaking of them, Dr. Frank B. Bern', Assistant 
Defense Secretary of Health and Medical Matters, 
declared: 

“These women serve in every part of the world, 
under every conceivable condition and share the hard¬ 
ships and privations of combat along with men. They 
have earned the respect and admiration of the entire 
nation and have built a nursing sendee which is rec¬ 
ognized and esteemed throughout the professions of 
nursing and medicine. If we are to maintain and im¬ 
prove these high standards of achievement the Armed 
Forces must not only recruit but retain these profes¬ 
sional women.” 

After saying this, Dr. Berry naturally supported the 
bill to allow higher rank for the women, based on 
qualification and years of experience. It also has the 
backing of the three services, Army, Navy, and Air 
Force, all of whom had representatives at the hearing. 

In reply to a question from a committee member, 
Army Surgeon General Silas B. Hays said the manda¬ 
tor}' retirement of reserve nurses, some even before 
putting in 20 years, was not his doing. General Hays 
said the Army’s military department wants to keep the 
nurses on the rolls longer but that it has been over¬ 
ruled by the Defense Department. 

LEGISLATIVE CLINICS A SUCCESS 

The U. S. Chamber of Commerce reports that its 
coast-to-coast congressional issues clinics are demon¬ 
strating that professional and business leaders “are 
eager to examine major issues before the 85th Con¬ 
gress and learn how to make their viewpoint count.” 

Only one more meeting remains, that at Detroit on 
Feb. 28. So far sessions have been held in Los Angeles, 
Oakland, Calif., Salt Lake City, Seattle, Minneapolis, 
Chicago, Cincinnati, Dallas, Texas, Atlanta, Ga., Pitts¬ 
burgh, and Hartford, Conn. At the meetings a team 
from the Chamber outlines some of the important 
national legislative problems, and local and regional 
leaders take part in the discussion. 

One point emphasized by Chamber speakers: “There 
is a need for a reversal of the present system by which 
the federal government takes money from the citizens 
and returns it to them minus an “administrative 
charge’ by Washington.” 

PUBLIC HEALTH TRAINEESHIPS 

The U. S. Public Health Service is inviting more 
applications from public health workers— including 
physicians—for grants to finance graduate training for 
the next academic year. 

In addition to academic costs, grants cover living 
expenses for the trainee and his or her legal de¬ 
pendents. 

Last year Congress voted 1 million dollars for the 
traineeships, from which grants already have been 
made to 16 physicians, 150 nurses, 33 health educators, 
25 sanitary engineers, 26 sanitarians, 11 laboratory 
workers, 10 dentists, and 9 veterinarians. The adminis¬ 
tration is asking 2 million dollars for next fiscal year. 

The PHS urges those interested to submit their ap¬ 
plications before April 1 to the PHS Bureau of State 
Services, Division of General Health Sendees, V asn- 
ington, D. C. 
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WATER, AIR POLUTION GRANTS MADE 

The federal government has made grants totaling 
more than 5 million dollars for research in water and 
air pollution and construction grants to help cities 
build sewage treatment works. The programs were 
authorized by the last Congress. 

The grants: $3,883,535 to 60 municipalities ranging 
in population from 280 to 250,000. The cities, in turn, 
will add $11,870,688 for building sewage treatment 
units. 

$1,464,881 for 104 projects, 74 of them for research in 
water supply and water pollution, and 30 for research 
in community air pollution. Grants are administered 
by tlie National Institutes of Health and were awarded 
on recommendation of the National Advisory Health 
Council. 

The PHS also announces a training course in the 
use of aquatic organisms for measuring and interpret¬ 
ing water pollution, to be given May 6-10 at the 
Robert A. Taft Sanitary Engineering Center at Cin¬ 
cinnati. The course is available to professional and 
technical personnel dealing in aquatic biology. 


NOTES 

The Veterans Administration, in need of psychiatric 
nurses, emphasizes that they will “play a key role” in 
the VA’s study of tranquilizing drugs now under way. 
They will work with psychiatrists in rating changes in 
behavior of patients receiving the drugs. 

The U. S. Internal Revenue Service is liberalizing 
its interpretation on the deduction from taxable in¬ 
come of the cost for installation of an elevator for a 
disabled person; in two recent cases the IRS allowed 
the deduction. 

Five U. S. Public Health Service officers, including 
Dr. Thomas A. Speer, are assuming new positions as 
regional and state civil defense consultants. Another 
PHS medical officer, Dr. Edwin G. Williams, who 
has been a consultant to the FCDA for six years, 
has been reassigned to the PHS headquarters in Wash¬ 
ington. He will be civil defense consultant in the 
Bureau of Medical Services. 

Because in its opinion they are “dangerous to health, 
and regardless of their labeling may be shown to be 
misbranded,” the Food and Drug Administration ad¬ 
vises distributors to remove stem-type and wing-type 
intracervical and intrauterine pessaries from the mar¬ 
ket. The Food and Drug Administration is proposing 
to establish new ‘‘minimum daily requirements” for 
two of the B vitamins; it plans to fix the adult mini¬ 
mum requirement for niacin (for the first time) at 10 
mg. and to reduce the requirement for riboflavin 
from 2 to 1 mg. 

The American Export Lines has received a special 
citation from the Public Health Service for vessel 
sanitation, presented by Surgeon General Burney at 
a ceremony aboard the S. S. Constitution. The cita¬ 
tion recognizes that the line has brought all of its 30 
ships to a rating of 95 or better on official PHS in¬ 
spections. 

According to Secretary Folsom, HEW will offer only 
two major health bills this session. One would au¬ 
thorize U. S. aid to medical schools, the other waive 
antitrust laws so that small companies can pool re¬ 
sources to experiment with unusual risks in health 
insurance. 
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Fe ruary 2 , 19 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Loll, 535 North 
Dearborn St., Chicago 10, Secretary. 

1957 Annual Meeting, New York, June 3-7. 

1957 Clinical Meeting, Philadelphia, Dec. 3-6. 

1958 Annual Meeting, San Francisco, June 23-27. 

1958 Clinical Meeting, Minneapolis, Dec. 2-5. 

1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

National Conference on Rural Health, Brown Hotel, Louisville, Ky., 
March 7-9. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary'. 

Alabama, Medical Association of the State of. Admiral Semmes 
Hotel, Mobile, April 18-20. Dr. Douglas L. Cannon, P. O. Box 1788, 
Montgomery, Secretary. 

American Academy of Forensic Sciences, Drake Hotel, Chicago, Feb. 
28-March 2. Dr. Walter R. Camp, University of Illinois College of Medi¬ 
cine, Chicago, Secretary. 

American Academy of General Practice, St. Louis, March 25-28. 
Mr. Mac F. Cabal, Volker Blvd. at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

American Academy of Neurology, Sheraton Plaza Hotel, Boston, April 
22-27. Mrs. J. C. McKinley, 3501 East 54th St., Minneapolis 17, Execu¬ 
tive Secretary. 

American Academy of Pediatrics, Sberaton-Park Hotel, Washington, 
D. C., April i-3. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, 
III., Executive Secretary. 

American Association of Anatomists, University of Maryland, Balti¬ 
more, April 17-19. Dr. Louis B. Flexner, Univ. of Pennsylvania School 
of Medicine, Philadelphia 4, Secretary. 

American Association of Immunologists, Conrad Hilton Hotel, Chicago, 
April 15-19. Dr. F. S. Cheever, University of Pittsburgh Graduate School 
of Medicine, Secretary. 

American Association of Pathologists and Bacteriologists, Hotel 
Statler, Washington, D. C., April 11-13. Dr. Edward A. Gail, Cincinnati 
General Hospital, Cincinnati 29, Secretary. 

American Association of Railway Surgeons, Drake Hotel, Chicago, 
April 9-11. Dr. Chester C. Guy. 5800 Stony Island Ave., Chicago 37, 
Secretary* 

American College of Allergists, Palmer House, Chicago, March 20-22. 

Dr. Giles A. Koelsche, Mayo Clinic, Rochester. Minn., Secretary. 
American Dermatological Association, Bellevue-Biltmore Hotel, Belle- 
air, Fla., April 13-17. Dr. J. Lamar Callaway, Duke Hospital, Durham, 
N. C., Secretary. 

American Orthopsychiatric Association, Hotel Sherman, Chicago, 
March 7-9. Marion F. Lauger, Pb.D., 1790 Broadway, New York 19, 
Secretary'. 

American Physiological Society, Chicago, April 14-19. Dr. Allan C. 

Burton, University of Western Ontario, London, Ont., Can., Secretary. 
American Protestant Hospital Association, Palmer House, Chicago, 
Feb. 27-March 1. Mr. Albert G. Hahn, Protestant Deaconess Hospital, 
Evansville, ind.. Executive Secretary. 

American Society for Experimental Pathology, Chicago, April 15-19. 

Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., Secretary. 
American Society for Pharmacology and Experimental Therapeu¬ 
tics, Conrad Hilton Hotel, Chicago, April 15-19. Dr. Harold Hodge, 
University of Rochester, Rochester 20, N. Y., Secretary. 

American Society of Biological Chemists, Chicago, April 15. Dr. Philip 
Handler, Duke University, Durham, N. C., Secretary. 

Arizona Medical Association, Stardust Hotel, Yuma, April 10-13. Dr. 

Dermont W. Melick, 15 E, Monroe St., Phoenix, Secretary. 

Chicago Medical Society Annual Clinical Conference, Palmer 
House, Chicago, March 5-8, Dr. George C. Turner, 86 E. Randolph St., 
Chicago i, Secretary. 

Dallas Southern Clinical Society, Dallas, Texas, March 18-20. Miss 
Helga Boyd, Room 433, Medical Arts Bldg., Dallas 1, Texas, Executive 
Secretary. 

Eastern Conference of Radxolocists, Waldorf-Astoria Hotel, New York, 
March 7-9. Dr. Sidney Kubenleld, Bellevue Hospital Center, New York 
16, Chairman. 

Intermountain Pediatric Society, Hotel Riviera, Las Vegas, Nev. t 
March 18-19. Dr. Merritt Egan, 2000 South Ninth East St., Salt Lake 
City, Secretary. 

John A. Andrew Clinical Society, Memorial Hospital, Tuskegee Insti¬ 
tute, Ala., April 7-12. Dr. Eugene H. Dibble Jr., J. A. A. Memorial Hos¬ 
pital, Tuskegee Institute, Ala., Secretary. 

Michican Clinical Institute, Sheraton-Cadillac Hotel, Detroit, March 
13-15. Dr. I— Femald Foster, 606 Townsend St., Lansing 15, Secretary. 
Mid-Central States Orthopaedic Society, Broadmoor Hotel, Colorado 
Springs, Colo., March 29-30. Dr. H. O. Marsh, 3244 E. Douglas St., 
Wichita, Kans., Secretary. 

Missouri State Medical Association, Muehlebach Hotel, Kansas City, 
Mo., March 31-April 3. Dr. E. Royse Bohrer, 634 N. Grand Blvd., St. 
Louis 3, Secretary’. 

National Society for the Prevention of Blindness, Hotel Statler, 
New York, April 7-10. Miss Regina E. Schneider, 1790 Broadway, New 
Y'ork 19, Secretary. 

New Orleans Graduate Medical Assembly, Municipal Auditorium, 
New Orleans, March 11-14. Dr. Maurice E. SL Martin, Room 103, 1430 
Tulane Ave., New Orleans 12, Secretary. 

North Pacific Society of Internal Medicine, Tacoma, Wash., March 
23. Dr. Clarence C. Pearson. 1118 Ninth Ave., Seattle 1, Secretary. 


Pacific Northwest Society of Plastic and Reconstructive Surgeons, 
University* of Oregon Medical School, Portland, Ore., April 12-13. Dr. 
Willard D. Rowland, 1130 S. W. Morrison St., Portland 5, Ore., Secretary. 

Regional Meetings: 

American College of Gastroenterology: 

Central: Grand Rapids, Mich., Hotel Fantlind, March 17. Mr. Daniel 
Weiss, 33 W. 60th St., New Y'ork 23, Executive Secretary. 
American College of Obstetricians and Gynecologists: 

District V, Netherland-Hilton Hotel, Cincinnati, March 2. Dr. Arthur 
G. King, 199 William Howard Taft Road, Cincinnati 19, Chairman. 
District IX: Milwaukee, Hotel Schroeder, March 7-9. Dr. William V. 
Luetke, 1023 Regent St., Madison, Wis., Chairman. 

American College of Physicians: 

Kansas, Topeka, March 15. Dr. William C. Meninger, 317 West 6th 
Ave., Topeka, Secretary. 

Nebraska, Omaha, Blackstone Hotel, March 2. Dr. Edmond M. Walsh, 
5002 Dodge St., Omaha, Governor. 

Virginia, Williamsburg, March 2. Dr. Charles M. Caxavati, 807 W. 
Franklin St., Richmond 20, Governor. 

American College of Surgeons: 

Canada, Toronto, Royal York Hotel, March 25-27. Dr. Stuart D. Gor¬ 
don, 170 St. George St., Toronto, Can., Chairman. 

D. C., Washington, Sheraton-Park Hotel, March 18-20. Dr. W. Ross 
Morris, 1801 Eye St. N.W., Washington, D. C., Chairman. 
Minnesota, St. Paul, Hotels Lowry and St. Paul, April 8-10. Dr. Charles 

E. Rea, 350 St. Peter St., St. Paul, Minn., Chairman. 

Washington, Seattle, Olympic Hotel, Feb. 28-March 2. Dr. Henry N. 
Harkins, University of Washington School of Medicine, Seattle 5, 
Chairman, 

United States Section, International College of Surgeons; 

Great Lakes, French Lick, Ind., April 7-10. Dr. Joseph A. Bowen, 332 
W. Broadway, Louisville 2, Ky., Chairman. 

Southeastern Surgical Congress, Vinoy Park Hotel, St. Petersburg, Fla., 
April 1-4. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S. E„ Atlanta 3, 
Ga., Secretary. 

Southwestern Surgical Congress, Broadview Hotel, Wichita, Kan., 
April 15-17. Dr. C. M. O’Leary, 1215 Medical Arts Bldg., Oklahoma 
City, Secretary, . . 

Symposium on Fundamental Cancer Research, Texas Medical Center, 
Houston, Texas, March 7-9. Dr. Leon Dmochowski, M. D. Anderson 
Hospital, Houston 25, Texas, General Chairman. 

Tennessee State Medical Association, Maxwell House, Nashville, April 
7-10. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Medical Association, Houston, April 20-23. Dr, J. M. Travis, Sr., 
Jacksonville, Texas, Secretary. 

United States-Mexico Border Public Health Association, Plaza 
Hotel, San Antonio, Texas, April 9-12. Dr. Sydney B. Clark, U. S. Court 
House, Room 204, El Paso, Texas, Secretary*. 

Western Society of Electro-Encephalography, La Playa Hotel, 
Carmel, Calif., Feb. 28-March 1. Dr. Sylvester N. Berens, 902 Boren 
Ave., Seattle 4, Secretary. 

FOREIGN AND INTERNATIONAL 

Argentine Congress of Gastroenterology, Salta, Argentina, S. A., Aug. 
12-17, 1957. Secretariat: Avenida, Santa Fe 1171, Buenos Aires, Ar¬ 
gentina, S. A. 

Assembly of Association of French Speaking Doctors, Great HaU, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Coagres Frao- 
cais de M£decine, Prof. G. Boudin, Paris, France. 

Canadian Medical Association, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

College of General Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St., 
Toronto 5, Ont., Canada, Executive Director. 

Congress of French Chapter, International College of Surgeons, Reims, 
France, May 31-June 1, 1957, Dr, Darget, 17 rue Casteja, Bordeaux 
(Gironde) France, Secretary General. 

Concress of French Society of Ophthalmology, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e» France, 
Secretary. 

Congress of International Anesthesia Research Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

Congress of International Association for Study of the Bronchi, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

Congress of International Society for Cell Biolocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

Congress of International Society of ORTHOPEmc Surgery and 
Traumatolocy, Barcelona, Spain, Sept. 16-21, 1957. For information 
address; international Society of Orthopedic Surgery and Traumatology# 
34, rue Montoyer, Brussels, Belgium. 

Congress of International Society of Sorcery, Mexico City, Mexico, 
Oct. 27-Nov, 2, 1957. Dr. L. Dejardin, 141, rue Belliard. Brussels# 
Belgium, General Secretary. 

Congress of International Union of Railway Medical Services, 
Paris, France, Sept. 16-21, 1957. For information write: Dr. J. Ortega, 4, 
rue Michelet, Paris 6, France. 

French Congress of Otolaryngology, Faculte de Medecine de PariL 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Pan 3 # 
France. 

Health Congress of Royal Society for the Promotion of Health, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Weli5, 

90 Buckingham Palace Road, London, S.W.l, England, Secretary. 

(Continued on page 30) 
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TREATMENT OF SINUSITIS 

Kenneth L. Craft, M.D., Indianapolis 


Sinusitis.may be classified as either infectious or al¬ 
lergic in its origin, and the proper treatment of any 
given case will depend upon exact distinction between 
these two etiological factors. Differentiation between 
cases due to infection and those due to allergy can be 
made with the aid of a carefully taken history, ob¬ 
servation of the gross appearance of the nasal mucous 
membrane and the nature of the nasal secretions, cyto- 
logical examination of the nasal discharge, x-ray films, 
and biopsy of polypoid tissue, if present. 

Most of the acute cases of sinus infection will re¬ 
spond favorably to local treatment directed toward 
shrinking the swollen nasal mucous membrane and se¬ 
curing ventilation and drainage of the sinuses involved. 
The indiscriminate use of nose drops has been con¬ 
demned rightfully, but their use by the patient with 
acute sinusitis often is helpful and justified. The use 
of pain-relieving drugs may be necessary for the pa¬ 
tient’s comfort. The application of heat is also helpful 
in this respect. Frequently, the use of the antibiotic 
drugs helps to control the infection, but the possibility 
of allergic sensitization to drugs of this type must be 
borne in mind and guarded against. Occasionally all 
of these measures will fail, and surgical procedures 
must be used to provide drainage, to relieve pain, and 
to prevent serious complications. 

Chronic sinusitis always suggests the presence of 
allergic sensitization as the basic etiological factor. 
Such authorities as Derlacki, 1 Hansel, 5 Kuhn, 3 and 
Shambaugh 4 feel that allergy is the direct, basic cause 
of chronic sinusitis in the great majority of cases. Spe¬ 
cific treatment for allergic sinusitis incorporates such 
measures as hyposensitization, elimination of certain 
foods from the diet, and removal of contact with other 
offending allergens, such as feathers, animal danders, 
wool, molds, and tobacco smoke. This type of treat- 
' ment usually gives quite satisfactory results when the 
specific allergen can be found. However, for various 
reasons, these measures sometimes fall short of provid¬ 
ing sufficient comfort for the patient. In these patients 
and in patients with acute exacerbations due to over¬ 
whelming exposure to the allergenic substance or to 


'•- The treatment of sinusitis.depends on the etiology, 
whether infectious or allergic. If it is the latter, the 
use of antibiotics is doubly inappropriate. The indis¬ 
criminate use of nose drops is especially to be con¬ 
demned in chronic cases; in acute sinusitis, however, 
nose drops are justifiably used far vasoconstricting 
effects and to promote drainage. Chronic sinusitis 
often represents an allergy. Advanced forms of it 
are likely to be accompanied by secondary infec¬ 
tions. A case history is given to illustrate the need of 
considering both the allergic and the infectious as¬ 
pects of sinusitis and of intervening surgically when 
medical treatment proves inadequate. 


other influences, additional help often is available 
through the use of certain measures that can be classi¬ 
fied as nonspecific or symptomatic treatment. Various 
drugs, for instance, used internally or parenterally, 
often are very helpful. Among these agents may be 
mentioned ephedrine; calcium; atropine; endocrine 
gland preparations, especially thyroid; potassium; anti¬ 
histamines; and corticotropin and cortisone. 

The care of the household in general and of the bed¬ 
room, especially, is very important to the patient with 
allergic sinusitis. Effective measures should be directed 
against the formation of house dust at its sources and 
against its circulation in the air currents through the 
house. The bedroom should be well ventilated but kept 
at an even temperature, preferably not below 60 to 
65 F. The use of air-conditioning apparatus to remove 
dust and of electric dehumidifiers in the basement to 
eliminate dampness and the growth of mold is very 
helpful. 

The patient suffering from advanced allergic sinus¬ 
itis is quite likely to develop secondary infection of 
the sinuses. A patient with this combined type of dis¬ 
ease requires not only control of the allergy factor but 
also treatment directed toward elimination of the in¬ 
fection. With infection in the acute stage, local treat¬ 
ment and the other measures mentioned earlier may 
be sufficient. In the presence of chronic infection, how- 
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ever, irrigation of the sinuses, resection of a nasoan- 
tral window, or more radical surgical procedures to re¬ 
move thickened pyogenic membranes and to provide 
proper ventilation and drainage may be required. 

The patient with sinusitis, whether it is of allergic or 
infectious origin or a combined type, especially needs 
free breathing space and good ventilation and drainage 
of the sinuses. He should be provided, as nearly as 
possible, with normal function of his nose, and often 
this will require the use of all the therapeutic measures 
available. If submucous resection or a sinus operation 
is indicated, it should not be withheld merely because 
of the presence of allergy. The allergy factor, however, 
should be controlled, if possible, prior to the operation, 
unless the operation is of an emergency nature. 

I would like to report a case of the combined type 
of sinusitis that included both allergy and infection 
in its etiology. 

Report of a Case 

A 6-year-old boy was referred to rue in October, 1955, by an 
otolaryngologist in a neighboring city. The patient complained 
of nasal blocking and discharge of one and a half years’ duration, 
croupy cough, and much aching of the legs during the fall and 
winter of 1954-1955. Tonsillectomy and adenoidectomy had 
been performed in June, 1955, with much improvement of all 
complaints resulting until the middle of September. Since that 
time he had had recurrence of the nasal blocking and discharge 
and cough. From the patient’s history, it was found that his 
grandmother has asthma, his mother has eczematous skin rash, 
and two aunts have nasal allergy. 

On examination, the nasal membranes were found to be 
swollen and pale. There was mucopurulent discharge bilaterally. 
Transillumination showed that both maxillary sinuses were 
cloudy, with the right sinus being the worst. A nasal smear con¬ 
tained many eosinophils. The patient had a positive skin reaction 
to house dust. The impression was of allergic sinusitis plus sec¬ 
ondary' sinus infection. It was thought that the recurrence of 
symptoms in the fall was due to house-dust sensitization. This 
opinion was based upon the improvement shown during the 
summer months, with relapse in the early fall. It is quite typical 
for the condition of dust-sensitive patients to improve spontane¬ 
ously in the summertime and to regress in the autumn months. 



Fig. 1.—A, roentgenogram of sinuses, showing clouding of 
right maxillary sinus and ethmoids. B, roentgenogram showing 
better aeration and improvement in thickening in soft part of 
right maxillary' sinus one month later, after resection of right 
nasoantral window. 

In deciding on treatment, it was felt that, if the allergy factor 
could be controlled, the complicating sinus infection might clear 
up spontaneously. Hyposensitization treatment with the use of 
house-dust extract was begun, but no improvement was made 
■■ • several weeks of treatment. Also, the leg pains recurred, 
vs of the sinuses at this time showed clouding of the right 


maxillary sinus and ethmoids (fig. 1A and 2A). The use of local 
shrinking treatment in the nose, with the use of nose drops at 
home, was advised. Novahistine-DH (a preparation containing 
phenylephrine hydrochloride and prophenpyridamine maleate) 
was prescribed for the cough. The injections of dust extract were 
kept up; I felt that I was on the right track in this respect, since 
the patient had suffered acute exacerbations of his symptoms 
upon two successive occasions immediately after he received his 
injection. This seemed to indicate definitely that the boy was 
sensitive to the dust allergen but was being given an overdose. 



Fig. 2.—A, roentgenogram showing lateral view of clouding 
of right maxillary sinus and ethmoids. B, roentgenogram showing 
improvement one month later, after resection of right nasoantral 
window. 

The dosage was reduced, and, under the new regimen, including 
the local treatment, the patient soon made considerable im¬ 
provement. Upon his next visit he seemed to be much better. 
His mother told me that his condition remained satisfactory as 
long as he received his treatments regularly but that if he went 
longer than three to four days without local treatment he would 
have a relapse, with return of cough, nasal blocking, and dis¬ 
charge. 

Resection of a right nasoantral window was’ advised. After 
this procedure and subsequent regular irrigations of the maxil¬ 
lary sinus, the patient made early and continued improvement. 
Another x-ray at this time showed better aeration and improve¬ 
ment in the thickening in the soft part of the right maxillary 
sinus (fig. IB and 2B). It was now felt that further treatment 
for allergy might be dispensed with, and the injections of dust 
extract were discontinued. However, nasal blocking and mucoid 
discharge soon returned. The treatment for dust sensitivity then 
was resumed, again with early improvement and control of the 
allergic condition. 

I saw this patient on May 5, 1956. The report was that he 
had been “just fine” since March I. with no symptoms and no 
local treatment of the nose or sinuses since that date. Hypo¬ 
sensitization to dust has been continued, and at present the boy 
is receiving an optimum maintenance dose every three weeks, 
saw the patient again in August. There has been no recurrence 
of any of the symptoms, the nose and sinuses are clear, and t le 
boy feels and looks well and has no complaints. 

Comment 

This case report illustrates, I believe, the import¬ 
ance both of recognizing the various etiological factors 
that may be present in a given case of sinusitis and of 
applying the proper treatment for allergy and for in¬ 
fection when both factors are present. 

1002 Hume Mansur Bldg. ___ 
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USE OF HORMONES IN TREATMENT OF OTOLARYNGOLOGIC DISEASE 

Max Samter, M.D., Chicago 


It is, indeed, a privilege but also a risk for an "out¬ 
sider” to talk about some of the therapeutic aspects of 
the diseases of the ear, nose, and throat. It is obvious 
that I must limit my remarks to broad principles rather 
than to specific detail; even so, a discussion of treat¬ 
ment is always more risky than a discussion of etiology, 
because etiological concepts appear to be relatively 
stable, while the approach to treatment is often a 
matter of personal opinion and, perhaps, prejudice. 

Our approach to infectious diseases, for instance, 
is a case in point. In the early decades of the century, 
most of our efforts were directed toward the produc¬ 
tion of active immunity. Since the discovery of the 
sulfonamides and of the antibiotics, chemotherapeutic 
agents have become our primary line of defense, be¬ 
cause they do not require as much participation by 
the patient’s body and act without delay. Active immu¬ 
nity has found its most fertile area in the field of pre¬ 
ventive medicine, in which it has been eminent!}' 
successful. 

Yet, we may approach another turn of the road. 
Mark H. Lepper, with whom I discussed the topic of 
this symposium, mentioned the fact that in rickettsial 
infections antibodies must be allowed to develop in 
order to prevent relapses. My father treated measles 
by attempting to enhance the immunological response 
and to precipitate the development of the exanthem 
with hot packs and sweating. So much has changed 
since then. Like most physicians, I am treating measles 
by the administration of immune serum, globulin, the 
therapeutic procedure that tends to abort the disease 
rather than to encourage an allergic response in tissues. 

Inflammatory Reactions 

As children of the era of corticotropin and the cor¬ 
ticosteroids, we have the good fortune of owning an 
effective tool that can suppress selected phases of 
inflammation regardless of its origin. Edema, for in¬ 
stance, is a component of all inflammatory reactions. 
Other changes also occur: Rappaport and his co¬ 
workers have described a decrease in the glycoprotein 
staining of connective-tissue cells, of ground substance, 
and of basement membranes of surface epithelium, 
capillaries, and glands as well as changes in the inter- 
epithelial cement of surface and gland cells and in 
the mucigen granules. 

Edema, however, is the most discomforting byprod¬ 
uct of inflammatory disease, and all of the changes, 
including edema, are controlled by the administration 
of corticotropin and corticosteroids. Accordingly, these 
agents have been used so extensively that it seems ap¬ 
propriate to relax and to review whether such large- 
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• Fundamental questions remain to be answered as 
to the place of hormones in the treatment of diseases 
of the ear, nose, and throat. Local edema can be 
controlled by administering corticotropin and corti¬ 
costeroids, but it is not certain that short-term relief 
promises long-term results. The fact that the adrenal 
cortex does not always release its hormones for the 
suppression of inflammatory reactions suggests the 
possibility that such reactions have some as yet un¬ 
known advantages to the body. Nasal symptoms that 
are dearly of infectious origin not only fail to bene¬ 
fit from administration of corticosteroids but eventu¬ 
ally become unmanageable alter it. Nasal polyps 
generally shrink during systemic hormone therapy 
but recur when it is discontinued; yet hormone ther¬ 
apy is more often than not preferable to polypecto¬ 
my. While continued hormone therapy has an im¬ 
pressive number of incidental risks, withdrawal, too, 
requires careful planning. Despite these difficulties, 
there are absolute indications for the use of hor¬ 
mones, namely life-endangering allergies that resist 
routine management and chronic noninfectious in¬ 
flammatory reactions that threaten to cause perma¬ 
nent structural damage. 


scale administration of powerful therapeutic agents is 
justified and, in fact, beneficial if judged by long-term 
results rather than by short-term relief. 

The question has theoretical and practical aspects. 
In principle, one might assume that the body is ca¬ 
pable of developing both useful and useless inflamma¬ 
tion. Antibodies are capable not only of preventing 
but also of causing disease—a fact that has received 
much attention in current research. In a recent address, 
Schick stated that altered reactivity of tissues occurs 
in two forms: “One is a physiologic and beneficial form, 
making it possible to fight against diseases due to the 
invasion of pathogenic microorganisms and leading to 
immunity. The other form develops after invasion or 
injection of foreign-protein which as a foreign sub¬ 
stance must be eliminated. This elimination is carried 
out with a similar mechanism of defense, but the al¬ 
lergy is undesirable, harmful and therefore patho¬ 
genic.” 

Even the allergic edema, however, might have a pur¬ 
pose; it might wash out, dilute, and prevent the. absorp¬ 
tion of allergens to which, to use an example fr6m the 
field of rhinology, the nasal mucous membranes have 
been exposed. In other words, it seems difficult to de¬ 
cide which type of inflammation may be useful and 
which detrimental. Since it seems certain that the 
adrenal cortex stores a supply of corticosteroids that 
is capable, if released, of suppressing inflammatory 
reactions yet obviously does not release it, one won- 
ders whether most of these inflammations might have 
a biological meaning even if the significance escapes 
us at this time. ' 
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The basic factors that control the course of inflam¬ 
mation are not known to us. Some inflammations of 
either type, for instance, might progress into an irre¬ 
versible state of fibrosis. Although formation of scar 
tissue must be regarded as a mechanism of repair, it 
does not always represent a desirable form of healing. 
The fibrotic lung is not a healthy lung, and patients 
with generalized arteritis have died after the admin¬ 
istration of corticotropin and corticosteroids because 
the return of normal connective tissue produced an 
occlusion of the vascular bed as a direct result of efforts 
designed to restore normal structure. 

Indications for Use of Hormones 

The otolaryngologist observes many types of in¬ 
flammatory reactions of the nose and of the paranasal 
sinuses. Some of these are localized and some are part 
of a generalized inflammation of the upper and lower 
parts of the respiratory tract. Which of these inflamma¬ 
tions should be regarded as an indication for the use 
of corticotropin or corticosteroids in otolaryngology? 
The answer is not easy, but this is the broad conclu¬ 
sion: very few, and certainly fewer than have been 
treated by the administration of the hormones in recent 
years. 

As a rule of thumb, one might say that corticos¬ 
teroids have no place in the treatment of acute or sub¬ 
acute nasal conditions, whatever their etiology. Nasal 
symptoms that are clearly of infectious origin might 
require the administration of antibiotics and perhaps 
drainage, but they will, as a rule, not only not benefit 
from but eventually become unmanageable after 
administration of corticosteroids. 

Of allergic inflammations of the nose and the para¬ 
nasal sinuses, those of known etiology should be 
treated by the removal of the etiological agent, 
although, in critical disease, one should not hesitate 
to use the hormones in frequent and adequate doses. 
Hesitancy in treatment is of no avail if maximal effect 
must be attained within hours. 

In chronic inflammations of allergic origin, corticos¬ 
teroids should be given only when (1) more conserva¬ 
tive medication has failed and (2) the clinical history 
of the patient and appearance of the condition suggest 
that a reversible disease might be followed by irrevers¬ 
ible structural changes, e.g., the development of nasal 
polyps. 

The treatment of nasal polyps, in fact, has become 
a favored field for the administration of hormones. 
Polyps, of course, are rather mysterious structures that 
may be of allergic or nonallergic origin. In addition, 
poh r ps have a peculiar functional relationship to the 
lungs that is as yet unexplained. In polyps of any 
type, however, according to F. L. Lederer, edema 
is the most conspicuous change. The surgical re¬ 
moval of polyps, the most widely employed form of 
therapy, is actually a desperate measure that usually 
starts an unending cycle of polypectomies. Topical use 
of hormones is of little help, but systemic administra¬ 
tion will shrink polypoid tissue in a majority of 
patients. As soon as the hormones are withdrawn, the 
polyps recur, but the episodes of bronchial asthma 
that are precipitated by polypectomies in the elderly 


patient are sufficiently severe to justify preference 
for the use of corticosteroids as opposed to surgical 
treatment wherever possible. 

The statement that I have just made seems to favor 
the use of corticosteroids in chronic polyposis of the 
nose and paranasal sinuses, but it must be qualified 
by a series of restrictive amendments. The effect of 
the hormones is temporary. If lasting results are de¬ 
sired, corticosteroids must be administered, as in the 
patient with rheumatoid arthritis, over extended pe¬ 
riods. If such a course is given, the patient will be ex¬ 
posed to an impressive number of incidental risks: the 
perforation of an ulcer, if he is prone to the develop¬ 
ment of ulcers; the development of an emotional up¬ 
heaval; difficulties in controlling infections, since early 
warning signals such as fever and pain are abolished; 
a possible increase in susceptibility to disease caused 
by viruses, since a large number of such diseases, e.g., 
mumps, poliomyelitis, influenza, and others, have in¬ 
variably been made more severe in cortisone-treated 
animals; and a loss in adrenal reserve as the result of 
corticosteroid-induced functional atrophy that might 
render the function of the adrenal cortex deficient un¬ 
der stress. 

It is often hazardous to withdraw corticosteroids 
after they have been given over a long period of time. 
The recurrence of somatic symptoms, coupled with a 
profound depression, frequently forces the physician 
to resume the administration of the hormones. It is 
much more difficult to treat a patient who has been 
on corticosteroid therapy than a patient who has 
been under conservative management during which 
the use of the hormones has been avoided. It has been 
said, on reasonable grounds, that the decision to 
place a patient with chronic illness on corticosteroid 
therapy is one that may influence his condition dur¬ 
ing the remainder of his life. While I am not con¬ 
vinced that this statement always holds true, with¬ 
drawal always demands a very carefully staggered 
regimen, including perhaps the administration of 
small doses of corticotropin to reactivate the ad¬ 
renal cortex. Even so, the task requires not only tire 
liberal use of supportive therapy but more than usual 
skill, more than usual patience, and more than irsual 
persuasiveness by the physician, as well as the deter¬ 
mination of the patient to see it through. 

Absolute indications for the use of hormones are (1) 
the presence of severe allergic reactions that are re¬ 
sistant to routine management and yet must be con¬ 
trolled because they are a threat to the patient’s life 
and (2) the presence of chronic noninfectious inflam¬ 
matory reactions of nonallergic or allergic origin that 
tend to engender structural changes. 

Absolute contraindications to the use of corticoster¬ 
oids in acute disease do not exist. Even the patient 
who has a history of peptic ulcers or who has a severe 
infection might require corticosteroids for survival. 
The patient who is chronically ill, on the other hand, 
should not be placed on corticosteroid therapy if 
he is vulnerable in any of the areas that might be¬ 
come aggravated by their use. While we have 
learned that many patients tolerate corticosteroids 
unexpectedly well, the small percentage of patients 
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who must pay a price out of proportion to the 
expected benefits should serve as a yardstick for 
the administration of the hormones. Armstrong’s 
remark that “the contribution of ACTH and cor¬ 
ticosteroids to medicine includes the fact that our 


patients now can walk to the autopsy table” still con¬ 
tains an element of truth that none of us should readily 
dismiss. 

1853 W. Polk St. (12). 

References may be obtained, on request, from the author. 


TREATMENT OF TINNITUS 

Clarence W. Engler, M.D., Cleveland 


Tinnitus is an annoying and disturbing symptom 
usually of a condition or disease affecting the hearing 
apparatus. Two distinct types of tinnitus have been 
described*: (1) the vibratory or objective type caused 
by contractions of the tympanic or tubal muscles and 
by vascular bruits, which may be heard not only by 
the patient but also, at times, by the examiner, and 
(2) the nonvibratory or subjective type produced by 
involvement of some portion of the auditory apparatus. 
Unfortunately the organ of hearing, the cochlea, and 
the auditory-nerve pathways extending from it through 
the substance of the brain, as in the thalamus, and to 
and even including the auditory center in the cerebral 
cortex, are the structures most frequently involved. In 
this second type the tinnitus is audible only to the 
patient. It is with this type that we are concerned, 
because it is by far the more common; it is most annoy¬ 
ing and irritating to the patient because it disturbs 
and prevents sleep. It is difficult to determine the 
cause, pathology, and location of the lesion in the 
auditory apparatus, and treatment at its best is most 
unsatisfactory. 2 

Causes of Tinnitus 

The conditions and diseases responsible for the in¬ 
volvement of the cochlea, auditory neural pathways, 
and their cerebral center, causing tinnitus, are many. 
The process is one of degeneration of the cells of these 
structures. Quite well known is the ringing in the ears 
that results from the ingestion of large dosages of 
quinine. Other causative drugs include the salicylates, 
dihydrostreptomycin sulfate, caffeine, and those de¬ 
lightful solaces, tobacco and alcohol. Noisy occupa¬ 
tions are notable as causing acoustic trauma, with 
resulting deafness and tinnitus. 

Other forms of deafness, such as Meniere’s syn¬ 
drome, nerve deafness, and those due to otosclerosis 
and the inflammatory conditions of the middle ear, are 
often accompanied by tinnitus. It may be present in 
certain of the brain tumors. Cardiovascular conditions 
such as hypertension, arteriosclerosis, and anemia may 
produce tinnitus. Allergy and endocrine disturbances 
may be causative factors. The pregnant woman who 
repeatedly complains of stuffiness and ringing in her 
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• Some couses of tinnitus are known, and their re¬ 
moval relieves it, as in the case of drugs like quinine 
and the salicylates. Tinnitus caused by neural degen¬ 
eration, however, represents an irreversible process. 
It is little affected by medication and is not relieved 
by any kind of surgery. Taking a careful history of 
the patient and performing a complete otolagical and 
physical examination helps to identify the cause. A 
method of approach can then be planned, some re¬ 
lief of symptoms may be achieved, and the mental 
attitude of the patient will be greatly improved. 


ears and the highly wrought-up, nervous individual 
who is in her menopause and who claims that the 
noises in her ears are driving her mad are well known 
to all otologists. Presbycusis, the deafness of old age, 
with its associated tinnitus, must not be forgotten. 
Fatigue, emotional upsets, and stress tend to intensify 
the tinnitus. 

Therapy 

No one specific therapy suffices for the riddance of 
the annoying tinnitus. At the beginning of middle age 
most individuals experience some tinnitus. 3 Fortu¬ 
nately it is usually so slight that it receives no atten¬ 
tion, and only when it becomes annoying and loud is 
relief sought. Explaining to the patient that the click¬ 
ing in his ears on swallowing is caused by the contrac¬ 
tion of the muscles about the palate and the eustachian 
tube and that the pulsating noises in his head are 
sounds produced in the blood vessels will very often 
satisfy him, and he will adjust himself to them. 

In the more simple conditions, such as impacted 
cerumen, acute blocking of the eustachian tube, early 
drug neuritis of the auditory nerve, and suppurative 
otitis media, the etiological factors may be corrected, 
relieving the accompanying tinnitus. It must be re¬ 
membered that, at times, the tinnitus may persist even 
though the middle-ear involvement has been healed. 

When neural degeneration has been extensive, there 
is no possible reversal of the process and efforts must 
be directed toward lessening the tinnitus, helping the 
patient to accustom himself to the head noises, and 
assuring him that the ringing in his ears is neither an 
indication of nor a cause of insanity. Both Fowler 4 and 
Goodhill Ic stress the importance of having a planned 
method of approach to the problem of tinnitus. After 
taking a careful history, which includes the personal 
habits of the patient, the condition of the home life, 
and the environment at work, with some inquiry into 



CIG 


TREATMENT OF TINNITUS-ENGLER 


J.A.M.A., February 23, 1957 


the character of the tinnitus, followed by a complete 
otological and physical examination, one may deter¬ 
mine the cause of the tinnitus and map out a plan of 
management and treatment. Discussion of this plan 
with the patient often improves his mental attitude. 
Reassurance that the noises in the head are not fatal 
and do not cause insanity, plus the explanation that 
most likely he will always have them and must learn 
to live with them and to ignore them to a degree, will 
put the patient in a better frame of mind. He can be 
told that sometimes the tinnitus lessens and may even 
disappear entirely. Avoidance of emotional upsets, 
worry, and fatigue should be stressed. It may be nec¬ 
essary to stop the use of tobacco, alcohol, and coffee. 

The medical treatment of tinnitus has been disap¬ 
pointing. Barbiturates, bromides, and other tranquil- 
izing drugs tend to calm these worried and upset 
patients, allowing them to secure more rest and sleep 
and, thus, rendering the tinnitus more tolerable. Potas¬ 
sium iodide in small doses has helped at times. Control 
of allergy in those cases in which it is the etiological 
factor is beneficial. The antiallergic drugs may be of 
service. Certain cases of tinnitus associated with dizzi¬ 
ness have improved with the administration of hista¬ 
mine phosphate. It has been reported that nicotinic 
acid often lessens the intensity of tinnitus. 5 The use 
of vitamins in my patients has not controlled or de¬ 
creased the tinnitus. Since endocrine dysfunction may 
be a causative factor, proper hormonal treatment 
should be tried. It is difficult to determine to what 
degree the improvement resulting from any form of 
medical treatment is psychogenic. 

Before any surgical attack on the auditory apparatus 
for the relief of tinnitus is suggested, all types of med¬ 
ical treatment should have been tried. Unbearable 
head noises may necessitate some surgical attempt at 
relief. Cessation of the tinnitus after one of these 
operative procedures cannot be promised. Such opera¬ 
tions and procedures as cervical sympathectomy, in¬ 
jection of procaine into the stellate ganglion, sectioning 


the cochlear branch of the auditor)' nerve, tympano- 
sympathectomy, and destruction of the labyrinth have 
not proved their efficacy in controlling tinnitus. 0 

Comment 

In considering tinnitus it is well to remember that 
much more can be accomplished by treating the whole 
man rather than the symptom. In closing I should like 
to quote Goodhill, 7 who states, “The treatment of 
tinnitus as a disease is an illogical dream but the 
management of the patient with tinnitus is an every 
day otologic necessity.” 

2323 Prospect Ave. 
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Amino Acids Millions of Years Old.—Today we can clearly trace the evolution of life back to 
the beginning of the Cambrian Period some 500 million years ago. In the Cambrian Period 
animals began to make hard inorganic substances such as shell and bone. From these hard 
parts we can reconstruct the outlines of soft parts—the flesh of the animals. ... In the Geo¬ 
physical Laboratory of the Carnegie Institution of Washington we have recently discovered 
organic material in fossils as old as 300 million years. Consider, for example, a vertebra of 
Stegosaurus stenops, a dinosaur which lived 150 million years ago. Suppose we take a bit of 
this bon)' material and dissolve it in hydrochloric acid. In the resulting solution we will find 
small amounts of various amino acids—the “building blocks” of living protein. The principal 
amino acids present are alamine, glutamic acid and glycine. We will also find lesser amounts 
of aspartic acid, isoleucine, proline and valine. We have found a similar assortment of amino 
acids in fossils from many geological formations. We have also examined fossils which turned 
out to contain no amino acids at all. Some of these were collected from formations which at 
some point in their history had been buried at great depth and subjected to high temperatures, 
which would cause amino acids to break down. . . . There is not much to be gained from a 
comparison of the amount of amino acids found in various fossils; tire conditions under which 
they were preserved vary too widely. It is of considerable interest, however, that a plate from 
the armor of the Devonian fish Dinichthys terelli is particularly rich in amino acids. This speci¬ 
men was found in the Black Shale of Ohio, which contains very little oxygen. Thus its amino 
acids were shielded against oxidation.—P. H. Abelson, Paleobiochemistry, Scientific American, 
July, 1956. 
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Most of the scientific papers concerning malignant 
tumors of the nose and paranasal sinuses are of two 
tvpes. One type, the less common, concerns itself with 
the classification of the various tumors seen in this 
region. There are too few of these papers, probably 
because not many physicians have seen enough of 
the various types of tumors that may possibly develop 
in this region, other than the adenocarcinoma or 
epithelioma, to consider themselves experts. \Vlien an 
author begins to subdivide the adenocarcinomas into 
cylindromas, adenocystic adenocarcinomas, and others 
and the epitheliomas into neuroepitheliomas, lympho- 
epitheliomas, transitional epitheliomas, and the like, 
the quantities become smaller. The published tables of 
the types of tumors encountered invariably include a 
goodly number of unclassified tumors or highly un¬ 
differentiated tumors that are listed as “type unde¬ 
termined.” Distinct entities doubtless are buried under 
such headings as unclassified tumors or undifferenti¬ 
ated tumors, and more complete knowledge of them 
may make a great deal of difference in the way that 
they should be treated and may clear up some puzzling 
circumstances, such as long survival in what appeared 
to be a hopeless case. 

The everyday working surgeon and radiologist must 
treat these patients according to the evidence at hand 
at the moment. The plan of treatment and the prog¬ 
nosis depend on what the pathologist tells them the 
tumor is from microscopic examination and on what 
the natural history of the tumor is. If treatment in this 
field is to progress, we must go back into time, review 
and study microscopically the tissue sections available 
in these cases, and decrease the number of unclassified 
tumors. We also must take a critical look at the un¬ 
differentiated tumors, the sarcomas, the endotheliomas, 
and even some of the epitheliomas that we find men¬ 
tioned in our clinical records. If anyone thinks that 
the pathology is “cut and dried,” we wish to disabuse 
this idea. We found it difficult to classify the various 
tumors microscopically when we reviewed our cases 
and tissue sections. Indeed, we have not yet been 
able to sort them out to our satisfaction. 

The second and most common type of paper on this 
subject in the literature is concerned with treatment 
and end-results. Invariably, statistics from other 
sources are quoted and tables that compare end- 
results are shown. There is a certain amount of rivalry 
between the “knights of the bistoury,” as Ohngren ’ 
called those who advocate sharp dissection with knife. 
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• The growth of malignant tumors in the region of 
the nose and paranasal sinuses is insidious. The pa¬ 
tient in'whom symptoms occur early has a surprising¬ 
ly good outlook, because vigorous combined surgical 
and radiologic treatment can be started early. Other 
patients may not have symptoms until the growth is 
far advanced. The microscopic classification of these 
tumors is unsatisfactory. The rapid advances of sur¬ 
gery, however, make it possible to operate much 
more effectively and safely than ever before, with a 
wide exposure and with due regard to the subse¬ 
quent rehabilitation of the patient. Radiotherapeutic 
techniques have improved. Teletherapy permits ho¬ 
mogeneous irradiation of large masses when that is 
desired. The use of molds for the central positioning 
of radium in cavities avoids the unevenness of irradia¬ 
tion ordinarily caused by the rapid fall-off in dose 
from contact radium. External radiation is used not 
only for inoperable lesions but also as the sole meth¬ 
od of therapy for patients who have lymphoma and 
lymphoepithelioma. The five-year survival rates for 
malignant tumors in this region, as reported by vari¬ 
ous contemporary groups, range from 1 0 % to 23 %. 


scissors, and chisel, and those who advocate electro¬ 
coagulation. Both participants in the struggle claim 
the radiologist as an essential member of the team, but 
whether he should be' admitted to the scene of the 
struggle before or after surgical treatment is not 
settled. 

The purpose of this paper is to acquaint readers 
with the present trends and changes in the methods 
of treating malignant tumors of the nose and paranasal 
sinuses currently being used at the Mayo Clinic. 

Background 

To appreciate present trends they must be seen 
against the background of previous events, and we 
shall review briefly the highlights in the history of 
treating tumors of this region. A convenient time to 
begin is the year 1848. In that year Sir William Fer- 
gusson, 2 an English surgeon, published a book. In it 
he wrote that operations for the removal of tumors 
connected with the upper jaw are by no means so 
modem as some seem to imagine. He realized that the 
surgical removal of portions or all of the upper jaw 
had been performed for centuries. The earliest known 
reference to surgical removal of a tumor of the upper 
jaw in English literature dates back to 1671, 3 but there 
are vague descriptions of surgical procedures for re¬ 
moving tumors of the upper jaw that date back to the 
ancient and middle ages. 

These primitive operations were for the most part 
direct attacks on huge, far-advanced tumors and con¬ 
sisted of partly cutting, tearing, and scooping away the 
tumor. In some instances, a hot iron was used. All of 
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these procedures were, however, different from what 
Fergusson 2 in 1848 chose to call the “modem” opera¬ 
tion, complete resection of the upper jaw for malig¬ 
nant tumors. The so-called modem operation had its 
beginning in the early 1800’s, and by 1830 surgeons 
everywhere were removing the greater part or all of 
the maxilla in treating tumors of this region. The opera¬ 
tion usually consisted of exposing the maxilla with 
an external incision, of quickly sawing or chiseling 
through the bony attachments, and of then wrenching 
out the jaw until huge forceps. The whole operation 
was done in a few minutes without anesthesia. One of 
the original Fergusson incisions, which began at the 
comer of the mouth, traveled backward and upward, 
and ended somewhere in front of the ear, left an ugly 
scar, partly paralyzed the face, and sometimes inad¬ 
vertently injured Stensen’s duct. Gradually, this in¬ 
cision was abandoned for one more medial, so that by 
1S87 most surgeons were splitting the upper lip in 
the midline and going around the base of the nose and 
up the “nasofacial” groove. Some were making a hor¬ 
izontal incision from the upper extremity of this 
incision inside the lower eyelid. 

In 1887, after the so-called modem operations for 
malignant tumors of the upper jaw had been per¬ 
formed for nearly 80 years, Butlin 4 summarized the 
results. He collected 108 cases from various sources. 
The total operative mortality was 30%. The most 
frequent causes of death were listed variously as 
collapse, shock, anemia, and exhaustion. Next came 
erysipelas, pyemia, and septicemia; then pulmonary 
complications; and lastly meriingitis and abscess of 
the brain. The relief procured by means of the opera¬ 
tion was slight, and Butlin said that, unless there was 
a reasonable hope of procuring, better results in the 
future, the operation must be condemned. He also said 
this about total laryngectomy. During this era, Lister 
was bom, and the Listerian techniques were then 
first being accepted. Pasteur and Koch were just 
beginning their discoveries, and Merke’s ideas on steam 
sterilization were yet to come. The use of ether and 
nitrous oxide had just been introduced. The use 
of tire intratracheal tube for greater safety during 
anesthesia was yet to come, as were the local anesthetic 
agents. 

From 1900 to 1920, a change began to occur. The 
contributions of various authors to the literature indi¬ 
cate improved surgical treatment, decreased operative 
mortality, fewer wide-open resections, more operations 
done under the upper lip without external incisions, the 
use of local anesthesia, and the occasional use of 
intratracheal tubes or, more commonly, laryngotomy 
and tracheal intubation. Irradiation appeared on the 
scene, and this was rapidly followed by the use of 
electrosurgery. 

' Three Main Types of Treatment 

From 1920 to 1930, many contributions in the liter¬ 
ature were from the advocates of the three main 
mediods of treatment. As a spokesman for the radiolo¬ 
gists, Douglas Quick 5 said in 1930, “From a curative 
standpoint operative surgery has rather little to offer.” 
He explained this viewpoint partially on the basis that 
surgical principles can rarely be applied in these cases 
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except perhaps in excision of the upper jaw for early 
growths without extensive bone invasion in the maxil¬ 
lary sinus. He also added: 

Unless a sufficient quantity of a proper type of radiation can 
be delivered accurately and uniformly to the tumor-bearing 
area, and unless the reaction to this treatment can go forward 
with a minimum of inflammatory complication, it is useless to 
employ irradiation with any hope of curative results. . . . Pre¬ 
liminary surgical exposure [and the] surgical cleaning out to 
facilitate drainage and at the same time to permit of access to 
the more inaccessible portion of the growth is essential, and is 
combined with heavily filtered radium. 

As a spokesman for the electrosurgical enthusiasts, 
New 8 of the Mayo Clinic stated in 1935 that tumors 
of the antrum and upper jaw of a low grade of malig¬ 
nancy should be destroyed with surgical diathermy 
through the mouth or by lateral rhinotomy; the 
procedure used would depend on the situation of the 
tumor. In highly malignant lesions, however, he used 
surgical diathermy to gain access to the tumor for the 
application of radium and for purposes of drainage. 
He stressed that the operative mortality was practically 
zero. He selected for treatment by his method 54% of 
the patients whom he saw, and his rate of cure as 
reported in 1935 was 40% of the patients with primary 
malignant tumors of the antrum whom he treated. 
Holmgren, Berven, and Ohngren, 7 from Sweden, using 
similar methods, reported similar results except that 
their mortality rate was 11%. They partly explained 
this mortality rate on the basis of the fact that they 
operated on 79% of the patients they saw. 

As a spokesman for so-called open operation with 
the use of knives, chisels, saws, and rongeurs and of 
postoperative radiation, Hautant, 8 in France, in 1931 
reported two-year cures in 31% of his cases but an 
operative mortality of 11%. Pichler, 0 too, an advocate 
of sharp dissection, had a mortality rate of 11%. He 
obtained five-year cures in 11.5%. Pichler used post¬ 
operative irradiation in only 74 of 125 cases. Pichler 
and Hautant attacked New’s statistics because he re¬ 
jected 48% of the patients whom he saw. Pichler 
rejected only 17.6%, and Hautant’s patients were un¬ 
selected. In commenting on these various factors, 
Ohngren ' said, “In any case New’s statistics are, with 
regard to the postoperative mortality, superior to any 
other and his therapeutic technique is deserving ot 
the greatest admiration.” 

As a result of these statistics, the method of attack¬ 
ing tumors of the upper jaw with electrosurgery and 
radium used postoperatively was in high favor, and in 
the decade after 1930 this method was used more 
than any other, as evidenced by the opinions of most 
of the eminent otolaryngologists in the United States 
recorded in transactions of the various societies pub- 
fished in the Annals of Otology, Rhinology and Laryn¬ 
gology and Archives of Otolaryngology. They 
emphasized the results obtained by New as a guide in 
selecting the method of treatment. 

Reasons for Use of Wide-Open Operation 

One may ask why anyone should want to go back to 
the old wide-open operations and resections with 
knives, chisels, and saws when New had shown how 
superior his method was. There are several reasons. 
The first was well stated by Hilger and Kusske 10 when 
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they said, “The coagulation destruction of the main 
mass was a peculiarly unsatisfying surgical experience 
since there was no pretension to thorough removal. 
When to quit burning in the blind and bloody hole 
was a definition requiring a divine sense rather than 
a surgical one.” This view may signify inexperience 
in the proper use of surgical diathermy, and it is not 
correct with regard to attempts at thorough removal of 
tumors of a low grade of malignancy, but there is some 
truth in it. The second reason is the prolonged mor¬ 
bidity associated with electrosurgery and radium. A 
long period of osteitis and sequestration, with foul 
odor, drainage, and much pain, follows such treatment. 
Tire third reason is the long delay in rehabilitation 
brought about by the inability of the patient to wear 
a satisfactory denture until the cavity is healed. 

Early rehabilitation of the patient who has under¬ 
gone radical treatment for cancer of the upper jaw is 
much to be desired. Nothing can be so demoralizing 
as a large hole in the roof of the mouth that com¬ 
municates directly with the nasal and antral cavity. 
All the pioneer surgeons knew this. They used im¬ 
mediate prosthesis and maintained close working 
relationships with dentists. According to Scudder, 
Halil" reported the methods of prosthesis employed 
in Berlin from 1887 to 1899 in a group of 81 resections 
of the upper jaw. The chief material used in the 
prosthesis was vulcanite rubber, which had been dis¬ 
covered by Goodyear in 1855. The cavity left post- 
operatively was permitted to granulate, to heal by 
scar epithelium, and to contract down around the 
appliance. This technique was used after the secret 
and successful operations for sarcoma of the upper 
jaw on President Grover Cleveland in 1893. 12 

During World War I, intraoral skin grafting was 
first performed. One of the first surgeons to use this 
technique in surgery of tumor of the upper jaw was 
Picliler, 9 who in 1931 described his method of im¬ 
mediate skin grafting of the cavity after resection of 
the upper jaw for malignant tumors in 125 patients. 
This technique hastens the period of convalescence, 
decreases scarring and contracture, and simplifies the 
postoperative treatment so that construction of a 
permanent prosthesis can begin two weeks or sooner 
after operation. 

In the decade 1940 to 1949, radical surgery for 
cancer of the head and neck underwent rapid tech¬ 
nical development, aided by the use of sulfonamides, 
antibiotics, blood banks, anesthesia induced with 
intravenously given thiopental sodium, and the derma¬ 
tome for taking large uniform split-skin grafts. When 
radical surgical treatment became safer, the deterrents 
to the performance of complete open surgery of earlier 
days, namely, complications from shock, loss of blood, 
uncontrollable infection, and an extended morbidity 
due to failure of primary union, no longer existed. 

Our Present Methods of Surgical Treatment 

Because of these factors, a definite trend now exists 
toward the use of the old wide-open operations and 
sharp resection for tumors of the upper jaw and 
antrum. Recognizing this trend and being aware of 
the changes that have brought it about, we at the 
Mayo Clinic are reverting more and more to what we 
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call the old wide-open technique. Our principles of 
treatment remain the same as in the past, and they 
are essentially the same as those stated by Moffett 13 
and Schuknecht, 14 namely, excise and destroy. In 
selected cases, we attempt complete excision of the 
tumor-bearing tissue by sharp dissection rather than 
by electrocoagulation, and we are following this with 
maximal irradiation. 

The use of electrocoagulation is not, by any means, 
being abandoned. Despite the opinions of some who 
are inclined to scoff and criticize, it is a useful tool, 
and anyone who undertakes to treat cancer in this 
region should know how to use it fearlessly. Good 
results are still being reported by people who know 
how to use it. Larsson and Martensson, 15 from Karo- 
linska Institue, Stockholm, in 1954 reported a five-year 
cure rate of 47% with the combined use of electro¬ 
coagulation and radiologic treatment. They rejected 
57.5% of their patients as having inoperable lesions or 
lesions not suitable for this type of treatment. 

Radiation Therapy 

Radiation therapy plays an integral role in the 
combined attack on malignant lesions of the paranasal 
sinuses and nasal cavity, and, on occasion, particularly 
with far-advanced malignant lesions, it is the chief and 
only method of treatment used. Like surgical treat¬ 
ment, radiotherapy has undergone refinements in 
technique and in methods of application in recent 
years, and today precision radiotherapy, tending more 
and more toward the use of high-dose techniques, calls 
for the utmost care and skill in the details of planning 
and the application of treatment. Although external 
roentgen therapy alone has been widely used over 
the years in the treatment of these lesions, it has not 
given as satisfactory results, except in a few hands, as 
has the combination of intracavitary use of radium 
and of external use of roentgen rays. 

Because of the anatomic formation of tire maxillary 
antrum, it is extremely difficult to achieve a homo¬ 
geneous high-dose zone of irradiation around the 
tumor-bearing area, at least with roentgen therapy 
of conventional voltage and conventional cross-fire 
techniques. Although it is possible to achieve cure of 
antral malignant tumor with this technique, the risk 
of superficial overtreatment due to overlapping fields 
or, conversely, of undertreatment of more centrally 
located foci of residual malignancy is great. Conse¬ 
quently, we have reserved this technique for use on 
the far-advanced malignant lesions when palliative 
restraint of growth is the principal objective. It seems 
to us relatively impossible to treat ethmoidal or nasal 
malignant lesions with external radiotherapy alone, 
close as they are to the radiovulnerable eyes. For 
such lesions the supplemental intracavitary use of 
radium is essential. 

The advent of supervoltage or cobalt teletherapy 
has modified our approach to these difficult problems 
and, for antral carcinoma at least, has allowed a simpli¬ 
fied approach. With conventional roentgen therapy a 
minimum of three cross-fire fields are required, two 
homolateral and one contralateral; the homogeneous 
distribution of between. 5,000 and 6,000 r in four to 
five weeks is extremely difficult to. achieve and is at- 
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tended by considerable radiation morbidity, which 
often requires a month to a month and a half to heal 
after the course of radiotherapy is finished. At present, 
with cobalt teletherapy, the administration of a dose 
of 8,000 to 8,500 r in four to five weeks through a 
single anterior oblique field on the affected side will 
afford a dose of approximately 6,000 r to the postero¬ 
medial aspects of the antrum. This method of treat¬ 
ment is a relatively simple undertaking and is 
accompanied by much less radiation morbidity than 
conventional therapy. However, supervoltage therapy 
has not been employed long enough at the Mayo Clinic 
for us to assess its long-term results. In addition, we 
doubt whether, unit for unit, supervoltage therapy 
is as biologically effective as conventional therapy. 
Therefore, it is now our practice when supervoltage 
therapy is used to increase by a third the dose that 
we would have used if conventional therapy had 
been employed. 

The intracavitary use of radium as the sole source 
of irradiation has been employed by some in the 
treatment of antral carcinoma with good results. How¬ 
ever, we have felt that the rapid fall-off in dose from 
a single central source of radium is so great that the 
dose delivered 1 to 2 cm. beneath the surface of a 
tumor may well be below curative levels and that, in 
the event of a penetrating tumor, the results of therapy 
may be compromised unnecessarily. We, therefore, 
favor under ideal circumstances a combination of 
intracavitary use of radium and external roentgen 
therapy after the surgical procedure of choice has 
been performed. 

Until recent years, access to an antral malignant 
lesion was obtained via a Caldwell-Luc incision, the 
lesion was thoroughly electrocoagulated, and two 50- 
mg. radium tubes filtered with 1 mm. of platinum were 
placed in direct apposition to the suspected foci of 
malignancy separated from the electrocoagulated base 
by 1 cm. or so of petrolatum gauze. This procedure 
was followed by the external administration of x-ray 
therapy to the tolerance level. This procedure theo¬ 
retically afforded a dose from radium of approximately 
3,000 r at the surface and less than 1,000 r at a depth 
of 1 cm. immediately adjacent to the radium tube. 

The shortcomings of this method of topically ap¬ 
plying radium can be appreciated when it is realized 
that this dosage is obtained only in tire immediate 
vicinity of the tube and that the accurate positioning 
of these tubes through a relatively small Caldwell-Luc 
opening on an electrocoagulated base is a somewhat 
precarious procedure. Although this dose was sup¬ 
plemented by from 3,500 to 5,000 r from external 
roentgen therapy, tire precision that is essential to 
high-dose radiotherapy was lacking and the risk of 
underdosing residual malignant tumors was great. 

We now consider a more centrally positioned source 
of radium much better, as it increases the relative 
depth dose in the tissue and as it affords a more 
homogeneous coverage of the entire periphery of the 
antrum. Now after radical resection of the maxilla, 
often with intraoral grafting of skin, a mold that con¬ 
forms to the operative defect is constructed to hold 
the source of radium. With a centrally positioned 
source of radium, an exact precalculated dose can be 


J.A.M.A., February 23, 1957 

administered to all parts of the periphery of this 
mold. By this means a surface dose of from 4,000 to 
5,000 r is delivered in two weeks more or less uniformly 
to all parts of the antrum. This is supplemented by 
a dose of from 4,000 to 5,000 r delivered by cobalt 
teletherapy over a period of four weeks. The essential 
homogeneity of dosage is thus more nearly achieved 
than with the old procedure. When the floor of tire 
orbit is involved, and for some reason the surgeon 
has decided not to remove the eye, no attempt is made 
to shield the eye, since the 5 to 10% risk of late de¬ 
velopment of a cataract is not great enough to risk 
compromising the effectiveness of the entire program 
of treatment. 

When the ethmoid sinus is involved, surgical re¬ 
moval or at least surgical access to the tumor is pre¬ 
ferred, since our results in attempting to control these 
lesions with irradiation alone are poor. After exentera¬ 
tion of the tumor-bearing tissue supplemented with 
use of electrocoagulation, contact or topical radium 
tandems or plaques are employed, as many as neces¬ 
sary being used to cover the site of the malignant 
lesion. Here the advantages of radium at a distance 
cannot be employed due to anatomic considerations. 
The more superficial effect of topical application of 
radium is not so much a disadvantage in the ethmoid 
as in other sinuses, because malignant lesions at this 
site do not have such a decided tendency to infiltrate 
and because it is possible to employ much heavier 
though superficial doses in a relatively short time. 
We routinely employ surface doses of from 6,000 to 
7,000 r in a single application lasting from three to 
four hours, and this amount is surprisingly well toler¬ 
ated. This may or may not be supplemented by from 
4,000 to 5,000 r delivered in a period of three weeks by 
cobalt teletherapy through a single direct nasal portal. 
Use of tliis supplemental procedure depends on the 
tendency of the malignant lesion to infiltrate and 
render the superficial action of radium impotent. 

We are using radium tubes less frequently at the 
time of surgery chiefly because we are trying to get a 
healed cavity into which radium can be inserted on a 
mold. We are using electrocoagulation, radium needles, 
and radon seeds for areas in which it is difficult to 
remove the tumor, such as the pterygoid fossa. Ex¬ 
ternal irradiation is also used not only for the inoper¬ 
able lesion but as the sole method of therapy for pa¬ 
tients who have lymphoma and lymphoepithelioma. 

Comment 

In reviewing the literature, we cannot escape the 
realization that cures figured on the basis of all pa¬ 
tients Midi malignant tumors of the nose and paranasal 
sinuses rather than on those selected for treatment by 
a favored method are disappointingly few. For in¬ 
stance, at the Memorial Hospital in New York only 
13% of “all comers” are cured for five years, as reported 
by Martin I0 ; only 10% at the Los Angeles General 
Hospital as reported by Hara 17 ; only 14% at the 
University Hospital in Ann Arbor, Mich., as reported 
by Cranmer I8 ; and 23% at tire Karolinska Institute in 
Stockholm, as reported by Larsson and Martensson. 1 ' 
This is a reflection of the insidious and silent growth 
of tumors in this region, so that when first discovered 



Vol. 163, No. S 


UNDESCENDED TESTES—KIMBROUGH AND REED 


621 


they are far advanced. For the patient who harbors 
a malignant tumor in this region that causes symptoms 
early and thus receives vigorous combined surgical 
and radiologic treatment early, the outlook is sur¬ 
prisingly good. 

200 First St. S. W. (Dr. Devine). 
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TREATMENT OF UNDESCENDED TESTES 

Col. James C. Kimbrough (MC), U. S. Army (ret.) ;- 
and 

Capt. Josiah F. Reed Jr. (MC), U. S. A. F. 


This paper is concerned with the surgical manage¬ 
ment of undescended and maldescended testes. The 
complicated embryology and etiology, incidence, and 
pathology of undescended and maldescended testes, 
as well as theories regarding the cause of testicular 
descent, will be considered only to the extent that will 
enable one to understand the reasons for operation, 
the time for such treatment, and the results hoped for 
and obtained. It is desirable to treat the subject in a 
practicable manner and to avoid confusing the objec¬ 
tive with the numerous and often conflicting theories 
and cliches. 

Types of Defects, Incidence, and Etiology 

There are three types of developmental defects of 
the testes: (1) cryptorchism, the condition in which 
the testis is retained in the abdominal cavity extraperi- 
toneally; (2) inguinal defect, the condition in which 
the testis is arrested in its descent in the inguinal 
canal; and (3) subinguinal defect, the condition in 
which there is maldescent of the testis into the femoral, 
perineal, pubic, or crural region. 

Johnson, 1 in 1939, reported a 1.72% incidence of 
such developmental defects in boys examined for 
youth camps. In World War I, however, there had 
been an incidence of only 2 cases per 1,000 recruits, 
or 0.2%. Johnson therefore questioned why there was 
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• The festis may be retained extraperitoneally in the 
abdominal cavity, or its descent may be arrested in 
the inguinal canal, or there may be maldescent into 
the perineal, pubic, or femoral region. The purposes 
of surgical intervention are to preserve fertility, pro¬ 
mote normal development, prevent injury, decrease 
danger of malignancy, lessen incidence of torsion of 
the spermatic cord, lessen incidence of strangulation 
of the associated hernia, and achieve a normal ap¬ 
pearance. The procedure must preserve nerves, blood 
vessels, ductus deferens, and epididymis, must repair 
any existing hernia, and must prepare an adequate 
scrotal pocket. Incision and dissection must be such 
as to give adequate length of spermatic cord. The 
author recommends that a unilateral undescended 
testis, without evidence of large hernia, should be 
treated surgically when the boy is 4 to 6 years of 
age. 


such a difference between the number of youths of 
boys’-camp age whom he had found with this defect 
and the number of grown men whom the armed forces 
had found with it. It is probable that the defect is not 
corrected spontaneously by time but that many youths 
with such a condition are never accepted by the armed 
forces. An undescended testis in the inguinal canal is 
subject to trauma and is a cause for rejection for mili¬ 
tary service. Thus, the treatment of a patient cannot 
be based on the comparison of two sets of statistics 
taken at different times that seem to show the spon¬ 
taneous abatement of a disorder. Hinman 2 points out 
the inadvisability of ever basing individual treatment 
m urology on statistical data. 
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The embryologists confuse the process of testicular 
descent. They speak of (1) long testicular mesentery 
(mesorchium); (2) peritoneal adhesions; (3) plica 
vascularis; (4) short spermatic vessels (the vas 
deferens is never short); (5) large diameter of the 
testis; (6) long and inadequate gubernaculum testis; 
(7) cremasteric inadequacy; (S) maldevelopment of 
the inguinal canal; (9) scrotal maldevelopment; and 
(10) hormonal influence (Wells 3 ). Hormonal defi¬ 
ciency may play a part in bilateral undescent, but it 
is intriguing to evaluate such deficiency in unilateral 
defects. In unilateral undescent it is apparent that 
there are local etiological factors in the inguinal canal 
and/or in the testis itself. 

Development of the Testis 

The normal testis of the child undergoes distinct 
histological changes soon after birth, again when the 
child is 5 to 7 years of age, and again during his pre- 
puberal, puberal, and postpuberal periods. After about 
nine weeks of gestation, the fetal testis has developed 
histologically to the point where it no longer changes 
qualitatively but quantitatively. Just before birth the 
seminiferous tubules are small and are filled with 
undifferentiated cells, which later give rise to the 
definitive germ cells and Sertoli cells. The interstitial 
tissue consists of many large interstitial cells with a 
reticulum network, fibroblasts, and a few collagen 
fibrils. 

Within a few days after birth there are marked de¬ 
generative changes in the large interstitial cells and 
their nuclei. Cytoplasmic swelling, coarse granulation, 
diffuse fine vacuolation, and an increase in staining 
activity occur. The nuclei become pyknotic or undergo 
lysis, and only anuclear, granular cytoplasmic smudges 
are present. Many cells can be found that have a small 
amount of cytoplasm crowded with golden brown 
granules. This interstitial cell involution is usually 
complete by the fourth week of life. In some instances, 
recognizable interstitial cells have been seen until the 
child is 13 months of age. 

During the first five years, the testis remains rela¬ 
tively dormant, with moderate increase in length and 
only slight increase in diameter by the tubules. The 
center of the tubule is occupied by degenerating germ 
cells, granular debris, and occasionally a substance 
resembling colloid. Interstitial cells cannot be found 
with ordinary staining techniques. After the fifth to 
seventh year, the seminiferous tubules start to show 
increasing tortuosity, with a gradual increase in cellu¬ 
lar cytoplasm, nuclear size, and tubular diameter. The 
germ cells become more numerous in the tubules, with 
large binucleated and multinucleated forms appearing. 
As age increases, more tubules open and become more 
tortuous and a number of pale fusiform cells, which 
closely resemble normal interstitial cells, appear in the 
interstitial tissue. 

At the time of puberty, spermatogonial development 
and mitotic activity have progressed to the point of 
producing recognizable spermatids. Many of these 
early spermatids die, but by the end of puberty 
spermatogenesis is firmly established. The process 
seems to be accomplished in successive waves of ac¬ 
tivity, with areas of sperm production and areas of 
alternating throughout the length of a tubule. 


As the testis ages, gradual changes occur. There is a 
gradual reduction in spermatogenic activity and a 
thickening of the inner layers of the tunica propria of 
the tubule. The interstitial cell cytoplasm becomes 
more coarse and deeply eosinophilic; fine, golden- 
brown granules appear gradually in the interstitial cell 
cytoplasm and increase in number as the testis ages. 4 

Histopathology of Undescended Testis 

The histopathology of the undescended testis has 
long been debated with respect to prepuberal changes, 
the effects of hormonal and surgical treatment, and the 
efficacy of such therapy. For years numerous authors 
have expressed the opinion that there is no great histo¬ 
logical difference between the normal prepuberal testis 
and the undescended prepuberal testis but that definite 
changes occur during and after puberty. This opinion 
has fostered the theory that hormonal therapy may be 
attempted in tire prepuberal period, and, if such 
therapy is unsuccessful, surgery performed at puberty 
will achieve as satisfactory a fertility result as could 
be expected. 5 

Nelson 0 called attention to the fact that after the 
age of 5 or 6 years there were definite histological 
changes, consisting of a marked decrease in germinal 
elements in the undescended testis as compared with 
the normal testis of that age. Robinson and Engle 7 
reported that after the age of 5 or 6 years there was 
a delay in growth of the tubule size in tlie undescended 
testis until puberty and that after puberty normal 
development is rare. They compared 42 testicular 
biopsy specimens, with each pair of specimens com¬ 
pared taken from the undescended testis and the 
normal testis in the same child. 

Charny and corworkers concluded that there were 
no satisfactory surgical techniques for cryptorchism, as 
there was a definite tubular epithelial deterioration in 
the majority of the cases after orchiopexy. Sohval® 
reported on a series of 64 scrotal testes and 42 unde¬ 
scended testes. The ages of the patients studied varied 
from prematurity through puberty to adulthood. He 
concluded that there were definite histological differ¬ 
ences (becoming more marked'at puberty) in the 
undescended prepuberal testis, and degenerative 
changes were noted early in adult fife. 

The changes during the prepuberal period reported 
in undescended testes by these observers are minimal 
at first, becoming more apparent as puberty ap¬ 
proaches. The rate of expansion in tubular size and 
maturation of germinal elements lags behind in the 
undescended testis. There is little alteration in develop¬ 
ment of tire interstitial cells and tissue. During pu¬ 
berty, there are distinct histological differences. There 
is a moderate retardation of spermatogenesis, and early 
fibrosis of the tunica propria may be seen. Campbell * 
states that at puberty 90% of undescended testes are 
sterile. The interstitial cells and Sertoli cells are usually 
unaffected at this stage. 

The postpuberal undescended testis, with some ex¬ 
ceptions, shows more marked changes, which are often 
comparable with the changes of senility. There is 
marked degeneration or atrophy of the germinal 
epithelium. The tubular tunica propria and peritubular 
connective tissue show marked thickening and fibrosis. 
As die tubules become fibrotie, there is an apparent 
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increase in interstitial tissue and the interstitial cells 
become more prominent, with occasional slight hyper¬ 
trophy. Hernia is almost always present; this makes 
the case surgical from the beginning. Congenital mal¬ 
formation of the inguinal canal is usually present; this 
also requires surgical correction. The spermatic vessels 
may be short; the vas deferens is never short. The 
epididymis is elongated and loosely attached to the 
testis; usually the undescended testis is atrophic. The 
endocrine function and interstitial-cell function are 
probably normal. Since spermatogenesis is usually 
absent, die testis is usually infertile. 

Need for and Methods of Treatment 

The clinical symptoms noticed by the patient him¬ 
self are inconsequential. The parents notice the defect 
early and become greatly concerned. It is usually the 
mother who becomes anxious, especially if the child 
has bilateral cryptorchism. Early, there may be the 
appearance of signs of feminism and other evidence of 
deficiency of male hormones, particularly in cases of 
bilateral defect. Later, after he reaches school age, the 
patient may notice, when he begins to share lavatory 
facilities in public places, 1 that he is not like the others. 
In case of torsion of the spermatic cord or strangulated 
hernia, the symptoms of the disorder are manifested. 

The diagnosis offers very little difficulty. The phys¬ 
ical examination consists of a careful palpation of the 
scrotum and the inguinal canal. History of trauma is 
important. The physician must watch for signs of 
feminism, absence of male characteristics, enlarged 
breasts, pubic adiposity, mxcrogenitalism, and any 
other evidence of endocrine disturbance. He must 
observe the location of the testis, whether it is in the 
inguinal canal or absent. It is important to look for 
epididymitis, hernia, appendicitis, torsion of the cord, 
and neoplasm. If the patient is obese, it may be im¬ 
possible to palpate a small testis in the canal. Penile, 
perineal, scrotal, and pubic testes present little diffi¬ 
culty in detection. 

Dangers Inherent in Cryptorchism .—The loose at¬ 
tachment of the epididymis to the undescended testis 
increases the incidence of torsion. The undescended 
testis lying in the inguinal canal is subject to trauma to 
such an extent that a person with this condition is 
disqualified for military service. There is also always 
the danger of strangulation of the associated hernia. 

The statistics regarding the incidence of malignancy 
in undescended testes are inaccurate and confusing. 
They are usually based on observations made by only 
one physician. These observations eventually become 
opinions; when repeated often enough, they become 
“data” and finally "statistics.” It is usually estimated 
that the incidence of malignancy in the undescended 
testis is 20 to 60 times greater than that in the normal 
testis. 10 These observations, opinions, data, and statis¬ 
tics indicate that, whatever the actual incidence of 
malignancy, it is many times that in the normal testis. 

Objective of and Reasons for Treatment.—The ob¬ 
jective of treatment is to bring the testis into the 
normal position in the scrotum at the earliest prac¬ 
ticable time and with minimum damage to the testis 
and adjacent structures. The reasons for bringing the 
testis into the scrotum as early as possible are as fol¬ 
lows: (I) to preserve fertility; (2) to promote normal 


development; (3) to prevent injury; (4) to decrease 
the incidence of malignancy or to make early recogni¬ 
tion of such a condition possible; (5) to lessen the 
incidence of torsion of the spermatic cord; (6) to 
lessen the incidence of strangulation of the associated 
hernia; and (7) to achieve cosmetic effect. 

It is believed that the endocrine function of the 
interstitial cells suffers little harm from the increased 
heat of the undescended testis. Spermatogenesis will 
not develop without the thermoregulation in the 
scrotal position. 3 

Methods of Treatment .—The methods of treatment 
may be considered under three divisions. First there 
is watchful waiting. This no-treatment type of treat¬ 
ment may be carried out in cases of unilateral unde¬ 
scended testis until the child’s 6th year. Cases of 
bilateral defects should not be observed more than 
three years. Perineal, femoral, crural, and pubic place¬ 
ment of testes should be corrected when the child is 
1 to 2 years of age. 

The second form of treatment is medical. This con¬ 
sists of the administration of androgens, therapy with 
chorionic gonadotropin, and replacement therapy with 
testosterone. In recent years the enthusiasm for the 
use of stimulating hormones, such as the gonadotropic 
hormones, has waned almost to the vanishing point. 
Such hormone therapy should never be used routinely 
or over long periods. If there is evidence of testicular 
hormone deficiency, such as obesity, signs of feminism, 
or enlarged breasts, gonadotropic hormones may be 
used. Such therapy produces good general effect but 
rarely causes testicular descent. Chorionic gonado¬ 
tropin may be given in doses of 250 units two or three 
times weekly for three or four weeks. If good results 
are not obtained in this time, its use should be discon¬ 
tinued. The postoperative use of hormone therapy is 
of doubtful value. Replacement therapy with testos¬ 
terone is never indicated. It will cause increase in the 
size of the penis and scrotum, but it does not effect 
testicular descent. 

The third type of treatment is surgical. This is the 
essential treatment for undescended testes and should 
be performed early. After a fair trial, neither watchful 
waiting nor medical treatment should be depended on 
in the hope of avoiding operation. 

Surgery 

Time of and Criteria for Operation.—It has been 
determined that the undescended testis develops nor¬ 
mally and is identical in structure with the normally 
placed organ until the fifth or sixth year. Development 
is arrested at the fifth year, and in some patients re¬ 
gression may occur after that time. These changes in 
pathology and function make early operation impera¬ 
tive. It is desirable to complete the surgical treatment 
before the child reaches school age. A unilateral unde¬ 
scended testis, without evidence of large hernia, should 
be treated surgically when the child is 4 to 6 years of 
age. The treatment should be begun earlier in bilateral 
disorder, when the child is 3 to 4 years of age. 

When a large hernia is present, early operation is 
indicated, for the patient is subject to the dangers of 
strangulation of the hernia and torsion of the cord. 
Since there is little likelihood of spontaneous recovery 
the operation should be performed when the child is 
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2 to 4 years of age. We have performed such opera¬ 
tions when the child was one year old. The results 
were good, and recover)' uneventful. When the testis 
is perineal, pubic, crural, or penile, it is subject to 
trauma, and spontaneous recovery rarely occurs. Sur¬ 
gical treatment should be given without delay. 

The fundamental objectives of surgical treatment 
are to (1) preserve nerves, blood vessels, and the 
integrity of the vas deferens and epididymis; (2) re¬ 
move a sufficient amount of fibrous tissue and perito¬ 
neal process from the cord to obtain adequate length; 
(3) carry out satisfactory hernia repair; (4) prepare 
an adequate scrotal pocket; and (5) place and retain 
the testis freely at the bottom of the scrotum without 
undue traction on the spermatic vessels. 2 

Review of Procedures .—Since Hunter’s " classic de¬ 
scription of the anatomy and physiology of the descent 
of the testis in 1786, various attempts at operative 
correction have been made. The modern surgical ap¬ 
proach to this anomaly was described by Arthur Dean 
Bevan in 1S99. Since surgeons experienced some diffi¬ 
culty in understanding the technique, he published a 
more elucidative article in 1903. 12 The basic principles 
described are so explicit and complete that little im¬ 
provement has been made in the concept of the opera¬ 
tion since that time. The one important addition has 
been the fixation of the testis to the deep fascia of the 
thigh. This added operative technique was contributed 
by Torek, 12 Wangensteen, 12 and McKenna. 

Bevan retained the testis in the scrotum by a purse¬ 
string suture at the neck of the scrotum. Ombredanne 
placed the organ in the opposite side of the scrotum 
through an incision in the septum. Cabot and Nesbit 15 
used sutures and elastic bands fixed to the thigh to 
accomplish this purpose, and Abrahamson used a flap 
of the fascia of the thigh. 

Torek 1:1 and Wangensteen 11 fixed the tunica al¬ 
buginea testis to the deep fascia of the thigh, and 
McKenna fixed the gubernaculum testis to this fascia 
to hold the organ in place after the operation. Lewis 10 
further improved the operation by extending the inci¬ 
sion well above the internal inguinal ring, incising the 
internal oblique and transversalis muscles, giving wide 
retroperitoneal exposure of the spermatic vessels, and 
placing these vessels internal to the deep epigastric 
vessels as advocated by Wangensteen and others. All 
these authors emphasize the importance of adequate 
exposure of the spermatic vessels. 

Our operative procedure is based on the principles 
of Bevan, 12 Torek, 111 Wangensteen, 12 and Lewis. 10 The 
ideas have been taken chiefly from Lewis, Prentiss, and 
Mullenix and developed with their cooperation. The 
McKenna principle of fixing the gubernaculum testis 
to the fascia of the thigh has been used satisfactorily 
in cases of very short spermatic vessels. The guber¬ 
naculum testis has a tendency to stretch (elongate), 
permitting the testis to take a position too high in the 
scrotum. All the authors emphasize the importance of 
a long incision giving adequate exposure of the cord, 
testis, and the internal inguinal ring. Other methods, 
such as fixation to scrotum, elastic traction, and sutures 
to skin of thigh, have proved unsatisfactory in many 
patients. 


Technique .—The incision through the skin, super¬ 
ficial fascia, and the aponeurosis of the external oblique 
muscle is made, beginning at the spine of the pubis 
and extending 5 cm. above the internal inguinal ring. 
The incision exposes the inguinal canal and internal 
ring. It must be large enough to expose, without 
trauma, the testis, spermatic vessels, and interna] ring. 
The testis is exposed; the spermatic cord is isolated to 
the internal ring; the gubernaculum testis is divided; 
and the peritoneal process and fibrous tissue are re¬ 
moved from the cord. All the blood vessels, lymphatics, 
and nerves and the vas deferens are retained. The 
internal oblique and transversalis muscles and their 
aponeuroses are divided 5 cm. above the internal ring, 
and retroperitoneal exposure of the spermatic cord is 
done. The peritoneal process is separated from the 
spermatic vessels and vas deferens and either ligated 
by a purse-string suture or closed by sutures at the 
neck. 

The retroperitoneal exposure of the spermatic ves¬ 
sels gives greater length to the cord. The vas deferens 
is always adequate in length. There is often some diffi¬ 
culty in separating the peritoneum from the cord. 
Bevan advised injecting sterile water beneath the thin 
membrane to facilitate separation. Occasionally the 
peritoneal process is obliterated to some extent, and a 
definite hernial sac is not found. The peritoneal process 
should be removed to prevent the development of 
hernia at a later time. 

The deep epigastric vessels at the internal ring may 
be preserved. In order to obtain a shorter route for the 
cord, a canal may be made internal to (beneath) these 
vessels and the cord placed therein. This procedure is 
valuable if the spermatic vessels are very short. The 
inferior or deep epigastric artery anastomoses with the 
superior epigastric or the internal mammary artery and 
with the lower intercostal arteries. Because of this 
anastomosis, the division, or ligation, of this artery 
does not interfere with the blood supply of any impor¬ 
tant structure; therefore, the vessel can be sacrificed 
without harm. The division of this artery permits the 
spermatic vessels to take position in a straight course 
from the abdominal vessels to the scrotum, thus elim¬ 
inating the spermatic triangle described by Prentiss 
and Mullenix. 

The testis and cord having been exposed and the 
proper length of the cord attained, the next step of tire 
operation is the preparation of the scrotum. The scrotal 
pocket is enlarged by inserting two fingers through 
the neck of the scrotum at the lower end of the in¬ 
guinal incision. An oblique incision 2.5 cm. in length 
is made at the dependent portion of the scrotum, with 
the internal and inferior end of this incision ending at 
the median raphe. The incision may be made over the 
fingers or gauze placed in the pocket. A Penrose drain 
is placed through the incision and brought out above 
in the inguinal incision, so that ready access to the 
scrotal cavity is maintained. A corresponding incision 
is made on the inner aspect of the thigh, exposing the 
deep fascia. The inferior margin of the scrotal incision 
is approximated to the superior margin of the thigh in¬ 
cision by chromic absorbable surgical sutures that are 
subcuticular. Three sutures are placed through the 
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dependent margin of tire tunica albuginea testis, and 
the free ends are maintained separately. A hemostat 
is introduced from below, upward through the incision 
in the scrotum. The suture is grasped and pulled 
through the scrotum, thus bringing the testis out 
through the scrotal incision. The testis is fixed to the 
fascia of the thigh. The closure of the scrotal-thigh 
incision is completed. 

The inguinal incision is closed, by the Ferguson 
method, with two layers of sutures. The cord is not 
transplanted but lies free in the depth of the canal. 
The Bevan purse-string suture may be placed at the 
neck of the scrotum. The superficial fascia is closed, 
and a piece of petrolatum-saturated gauze is placed in 
the canal between the thigh and the scrotum. The 
operation is complete. The suture material used is- 
optional, except for the closing of the posterior margin 
of the scrotal incision. Silk, cotton, or 00 chromic ab¬ 
sorbable surgical suture may be used. 

The second stage of the operation, that is, the re¬ 
moval of the testis from the thigh, must be accom¬ 
plished with great care in order to preserve intact the 
blood supply and parenchyma of the organ. The testis 
can be removed from the thigh by incision at the site 
of union of scrotal integument and the thigh and by 
the separation, by blunt and sharp dissection, of the 
tunica albuginea from the fascia. With care, a thin 
fascial covering of the tunica albuginea can be pre¬ 
served. Particular care must be taken in this sup¬ 
posedly minor operation, because a few cases have 
been observed in which the cord was divided and the 
testis left embedded in the subcutaneous tissue of 
the thigh. 

In surgery for the treatment of bilateral unde¬ 
scended testes, the testis on one side is fixed to die 
thigh at the first operation. That on the opposite side 
may be fixed three months after the first operation. 
Usually it is desirable to do the first-stage procedure 
on the other side at the time the second-stage pro¬ 
cedure is done on the first side treated. 

In cases of bilateral undescended testes in which the 
spermatic vessels are so short that neither testis can be 
placed in the scrotum, it is advisable to leave the testes 
in the abdomen or canal in order that the internal 
secretion may be preserved. Orchiectomy is indicated 
in cases of unilateral defect in which the spermatic 
vessels are too short to allow the testis to be placed in 
the scrotum in satisfactory manner. With one normal 
testis in the scrotum, it is better to remove the un¬ 
descended testis that cannot be placed in the scrotum 
rather than leave it in the canal or abdomen, where 
it is subject to the risk of trauma and/or malignant 
changes. Some competent surgeons have advocated 
division of the spermatic vessels; however, such pro¬ 
cedure is almost always followed by atrophy of the 
testis. 

Postoperative Care .—The thighs are fixed to each 
other by bandage and elevated for two or three days. 
The usual postoperative care for hernia repair is car¬ 
ried out. Hormone therapy has little value, unless the 
need for it is definitely indicated. 

As has been mentioned, the epididymis of the un¬ 
descended testis is usually attached loosely to the 
testis by a long rete. Since congenital anomalies of 


duplicated organs tend to occur bilaterally, it is pos¬ 
sible that the opposite testis in unilateral defects may 
also present such pathology. This condition increases 
the tendency to torsion of the spermatic cord. Because 
of this, it is advisable to examine the normal testis 
and perform adequate fixation if the organ is loosely 
attached to the epididymis. 

Results 

The results of treatment depend to a great extent 
on the degree of defect prior to treatment, medical or 
surgical, and the age at which operation is performed. 
If there is considerable atrophy prior to treatment, 
normal development will rarely be obtained. Fertility 
will rarely be achieved in bilateral undescended testes; 
however, some cases have been reported. Again the 
presence of fertility depends on the degree of atrophy 
of the testis and the condition of the epididymal attach¬ 
ment prior to surgery. 

Summary 

The treatment of the undescended testis is essen¬ 
tially surgical. The results obtained depend on the 
degree of preoperative atrophy of the testis, the con¬ 
dition of the epididymis, the age at which operation 
is performed, and the efficiency of the operative pro¬ 
cedure. 
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TREATMENT OF CRYPTORCHISM 

Carl B. Drake, M.D., St. Paul 


The proper treatment of cryptorchism is still contro¬ 
versial. Having been interested in die subject for some 
years, I turned recently to what the volume on thera¬ 
peutics of “Oxford Loose-Leaf Medicine” had to say 
on the subject. In brief, this article recommends the 
commencement of treatment at approximately the age 
of 8, with intramuscular injections of chorionic gon¬ 
adotropin three times a week for eight weeks, a rest 
period of a month, and, if success has not been at¬ 
tained by that time, a repetition of the eight weeks’ 
^course of injections. If the testis or testes have not de- 
'.%|nded by that time, surgery is advised. Could this be 
■Ip consensus as expressed in recent medical litera- 
,/^fre? After a perusal of much of the medical literature 
'‘on the subject that has appeared in the past two dec¬ 
ades, I found that many of die articles, probably the 
majority, express essentially the same opinion: endo¬ 
crine injections early and, if these fail, surgery. This 
opinion is, however, by no means unanimous. 

In 1934, I published the results of my observation 
of 11 school boys with undescended testes (one with 
bilateral defect) encountered in the routine examina¬ 
tion of some 260 boys ranging in age from 9 to 19.’ In 
none of these boys was the testis concerned palpable 
in the scrotum or in the inguinal canal on repeated 
examinations. I reported that 10 of the undescended 
testes descended spontaneously during the period of 
observation: one in the 10th year, turn each in die 11th, 
12th, 13th, and 14th years, and one in the 16th year. 
After the time of publication of the article, one more 
testis became palpable at the external inguinal ring 
when the boy was 14, and by his 17th year it had 
lodged in the midscrotal region and was normal in size 
and consistency. So the final result in my small series 
was 11 of the 12 undescended testes spontaneously 
descending and all normal in size, consistency, and 
low scrotal position except two that were definitely 
smaller than normal and the one mentioned that was 
lodged in the midscrotal region. 

In the case of bilateral cryptorchism the right testis 
descended during the boy’s 14th year and was normal 
in size, position, and consistency; the left descended in 
his 16th year and was one of the two testes in the 
series showing atrophy. This boy has since married 
and is the faSier of four children. One of the boys 
whose right testis did not descend until he was 11 
years old had an associated left-sided inguinal hernia 
(the only hernia present in the series), although the 
left testis had not been delayed in its descent. He was 
operated on for his left-sided hernia after the right 
testis had descended spontaneously, and on examina¬ 
tion after the operation the left testis could not be 
located. It had either been removed or been reposited 
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• Follow-up in cases of bilateral cryptorchism has 
shown that descent at least as late as the 14th year 
is consistent with fertility. There is little evidence that 
testes descending spontaneously by age 15 have 
undergone damage. The frequency of undescended 
testis is much greater in younger than in older boys. 
This confirms the conclusion, based on observation 
of descent of testis in many individual cases, that 
spontaneous descent occurs frequently in the 11 th, 
12th, 13th, and 14th years and that an appreciable 
number of testes descend in the 15th year. En¬ 
docrine therapy before puberty is of questionable 
value, and overdosage in a mechanically retained 
testis produces irreversible atrophy. Consideration 
of published surgical data shows that a boy with 
bilateral nandescent has a much better chance of 
ultimately having children if late spontaneous descent 
is allowed to take place and surgery is deferred 
until the 16th or 17th year. 


within the abdominal cavity. In either event it was 
fortunate that the right testis had spontaneously de¬ 
scended when it did. This boy has also become a 
father, which speaks well for the fertility of the spon¬ 
taneously descended right testis. 

The accuracy of the diagnosis of cryptorchism in 
my small series has been questioned in several arti¬ 
cles 2 that have appeared since 1934. If physiological 
retraction of the testis can make it retract so far that 
it can be felt neither in the scrotum nor at the external 
inguinal ring by the examining finger invaginating the 
scrotum, nor in the inguinal canal, then the criticism 
that such cases are included in my series may be justi¬ 
fied. All the boys received yearly examinations, how¬ 
ever, and, although hot packs were not used as recom¬ 
mended by Hamilton, I was, of course, cognizant of 
the condition described as physiological retraction or 
pseudo-cryptorchism and feel reasonably sure such 
cases were not included in my series. One author 20 
argues that the high incidence of undescended testis in 
my series (4.2%) compared to the finding of only two 
or three per thousand (0.2 to 0.3%) in army recruits 
proved that some of my cases were pseudo-cryptor¬ 
chism and that spontaneous descent could be expected 
in such cases. To me, the marked difference in the 
incidence is confirmatory evidence that most unde¬ 
scended testes descend spontaneously by the time 
adult age is reached. 

I am not alone in reporting the incidence of cryptor¬ 
chism as much higher in adolescence than in adult¬ 
hood. Coley, 3 in 1908, in regard to the recommendation 
advanced by some to operate on patients with un¬ 
descended testes at the age of 2, stated: 

Such practice ignores the fact that in a large proportion of 
cases of undescended testis in young children, the organ will 
reach the scrotum by the age of puberty without surgical inter¬ 
ference. Of 739 cases of undescended testis observed at the 
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hospital for Ruptured and Crippled since 1890, 561 occurred in 
18,410 children under the ago of 14, or 3 per cent; while only 
92 cases occurred in 3,848 between the ages of 14 and 21 years, 
or 2.2 per cent; and only 75 cases in 37,370 over 20 years of 
age, or 0.2 per cent. That is, under the age of 14 years unde- 
seended testis is 15 times more frequent than after the age of 
21 years. Inasmuch as only comparatively few cases have been 
cured by operation during this period, the only conclusion is that 
the majority of undescended testes seen in infancy and early 
childhood eventually reach the scrotum through natural causes 
before the age of 14 years. 

Prompted by the report of my small series, Johnson * 
took advantage of his opportunity to observe the in¬ 
cidence and course of undescended testes encountered 
in the routine examination in New York of 31,609 
boys in adolescent years. He found 544 cases (1.7%), 
with spontaneous descent occurring in 313 instances 
and normal size, consistency, and position in 300 of 
the 313. Some 154 boys were lost to follow-up, and 
there was no follow-up in 63 cases. He also reported 
that spontaneous descent occurred most often in the 
11th, 12th, 13th, and 14th years and an appreciable 
number in the 15th year. It is unfortunate that so many 
of the boys were lost to follow-up before they reached 
adulthood. 

Apropos of the incidence of undescended testes and 
the ages at which they spontaneously descend, 
McCutcheon 5 reported, in 1938, the finding of 192 un¬ 
descended testes in 2,131 boys under the age of 15 (9%) 
and only 12 in 1,066 boys over 15 (1.1%). In 74% of the 
boys under the age of 15 with undescended testis, the 
testis descended spontaneously during the period of 
observation, and eight descended during the 15th and 
two in the 16th years. The remaining 49 that had failed 
to descend were in boys under 15 years of age, and 
the author believed the majority of these would also 
descend spontaneously. Hinman states that about 1 in 
every 25 or 30 boys under 14 years of age has an un¬ 
descended testis (3 or 4%) and that about 1 in every 
250 men over 21 (0.4%) has the condition. 

The above-mentioned authors may conceivably 
have included boys with pseudo-cryptorchism in then- 
series, but who can say that surgeons have not done 
the same and operated on them unnecessarily? 

Determination of Proper Treatment 

The determination of the proper treatment for boys 
with unilateral undescended testis is not so important 
as in the case of those with bilateral defect. I am 
considering, of course, the treatment of undescended 
testis in a boy without signs of other glandular dis¬ 
turbances. In the case of unilateral cryptorchism, one 
testis has descended normally and is presumably going 
to be able, if it is not already able, to supply sufficient 
hormonal secretion to produce secondary sex changes 
at puberty and a sufficient number of spermatozoa to 
assure fertility. Boys with unilateral cryptorchism are 
not different from those having a normal descent as 
far as physical or mental make-up is concerned. Cos¬ 
metic or psychological considerations, or the fact that 
malignancy is likely to occur more often in an unde¬ 
scended testis, are not compelling reasons for active 
treatment. 


When, however, both testes are undescended and 
are intra-abdominal in location, the question of the 
proper treatment is vital. If this condition persists, it 
is generally conceded that sterility will result, al¬ 
though a rare case of fertility has been reported. The 
all-important question is what course of treatment is 
most likely to result in at least one testis of normal 
size and consistency assuming its normal position low 
in the scrotal sac. In other words, will endocrine treat¬ 
ment and/or operation be more likely to accomplish 
the desired result than relying on nature for a spon¬ 
taneous descent? 

Hormone Therapy 

How effective are injections of hormones in bringing 
about late descent of the testes, and are there any un¬ 
desirable effects of such treatment? Lapin and co¬ 
workers 2h reported complete success in 15.3% of 39 
boys so treated and followed over a period of two to 
nine years. Only 39 of the 250 boys treated with hor¬ 
mones are included in the report. Hamm and Harlin 2 " 
state that descent occasionally occurs after the use of 
chorionic gonadotropin. Deming states that chorionic 
gonadotropin in doses of 250 I. U. three times weekly 
for 12 doses will cause full descent in 5% of 5-year-old 
boys. 

To refer to Lapin and co-workers 2b again, their tab¬ 
ulated results showed a poorer response in boys 8 
years of age and under and those 12 years of age and 
over than in the 9 to 11 age group. He also reported 
that in 4 of the 39 cases reported there were definite 
signs of hypogonadism after treatment, whereas the 4 
boys had had normal body configurations before treat¬ 
ment. This aroused the suspicion in his mind that the 
endocrine treatment had caused the change. One of 
the four had received chorionic gonadotropin alone 
and two had received chorionic gonadotropin and 
testosterone propionate. Only 2 of the 200 receiving 
hormones developed pubertas precox, a result that 
it is generally agreed should be avoided. 

Eisenstaedt states that an overdosage of hormones 
will produce atrophic changes that are irreversible in 
a mechanically retained testis. He agrees with Rieser 
that glandular therapy before puberty is of question¬ 
able value and after puberty is not necessary. Rea 6 
reported that 6 of 36 patients (16%) treated with gon¬ 
adotropic substance showed degrees of testicular des¬ 
cent. 

Lewis’ states that anterior-pituitary-like substance 
has very little effect on a child 8 years of age or under 
but in those 8 to 12 years of age brings an increase in 
the size of the external genitals, growth of pubic hair, 
changes in distribution of fat, changes in voice, and 
also psychological alterations. He cites data from 
Thompson and Heckel, who in 1939 found only 20% 
of 860 undescended testes benefited by hormone ther¬ 
apy, which was much less than the 61% reported in the 
literature. Lewis states that since 80 to 90% of unde¬ 
scended testes descend under the influence of sex hor¬ 
mones appearing at puberty, it does not seem logical 
to operate at an early age. He goes on to advocate, 
however, the use of chorionic gonadotropin in a dosage 
of 500 rat units three times weekly for a total of 30,000 
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units one to two years before puberty is expected. Such 
treatment would not allow for the spontaneous descent 
that he says will occur during puberty in 80 to 90% of 
cases; thus such recommendation seems illogical. 

Moore states: “We find that injections with gonadal 
hormones enlarges the testicle but does not bring it 
down in the true cryptorchid.” Chastain 8 found 27 of 
1,301 Indian boys (2.08%) with undescended testes, 
the defect being bilateral in 5. He reported excellent 
results from injections of chorionic gonadotropin in 9 
of the 27 boys. He remarks, however, that it is gener¬ 
ally agreed that testes that descend after hormonal 
therapy would have descended spontaneously at 
puberty. 

Surgery 

Howard 0 concludes that “unilateral cryptorchidism 
offers no significant chance of success from treatment 
other than surgery.” Let us consider what surgery has 
to offer in the treatment of cryptorchism. Success may 
be claimed for an operation if the eventual result is a 
testis of normal size and consistency lying low in the 
scrotum. In the case of bilateral defect, eventual fertil¬ 
ity as evidenced by the ability to beget children could 
be accepted as proof of success, whereas the lack of 
children could not be taken as absolute proof of sur¬ 
gical failure. The demonstration of spermatozoa in 
sufficient number in the semen should likewise be 
evidence of success. 

MacCollum, 10 in 1935, reported that in 11 of 18 
cases of bilateral cryptorchism fertility resulted after 
operation. In 5 of 53 cases of unilateral defect the 
blood supply was interfered with and the testis be¬ 
came atrophied. In the remaining 48 cases of unilateral 
defect, 35 testes remained in the scrotum after opera¬ 
tion while 13 retracted into the inguinal canal and 
showed some atrophy. In 17 of the 35 that remained 
in the scrotum there was partial atrophy. 

Koop 11 states, “In general the results of the surgical 
treatment of non-palpable testes is poor.” He feels that 
the suture fixation of a testis is most likely to result in 
an atrophic testis. Browne 12 states that the results of 
surgery for undescended testes are far from satis¬ 
factory. 

Wangensteen 13 states that biopsy of the testis done 
after the Torek operation, at the time that the cuta¬ 
neous union between scrotum and thigh was severed, 
showed some improvement in the state of the germinal 
epithelium; however, it never showed that the normal 
adult state had been attained. He also states that the 
reason the testis after orchiopexy does not produce 
spermatozoa with the same profusion as a normal one 
is not apparent. He reports the result of the Torek 
operation performed on 14 males with undescended 
testes, the defects in 9 being bilateral. Only four of 
tire nine boys with bilateral cryptorchism were 16 
years of age or younger. The remaining five were 18 
to 29 years of age. After bilateral orchiopexy on an 11- 
vear-old, only 3 to 4 sperm were found in the semen 
per lrigh-power field six years later and the testes were 
two-thirds normal size. In the 14-year-old, the testes 
were half the normal size and sperm cells were scarce 
five years later. In the 15-year-old, only the right side 
was operated on, and the position was excellent, the 
size was about adult, and sufficient number of sperm 
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cells were present. In the 16-year-old, the position of 
the testes was excellent, the size was about two-thirds 
adult size, and the presence of sperm cells was not 
demonstrated. Of the group of five over the age of 18, 
in two the operation had not been completed, in the 
third and fourth the testes were two-thirds adult size 
and no sperm were found, and in the fifth the testes 
were two-thirds adult size and sperm were present 
(number not stated). Wangensteen nevertheless feels 
that a good scrotal anchorage performed just before 
puberty and without damage to the blood supply 
affords the best promise of normal development. 

Hansen, 14 in reporting the results of 30 bilateral 
operations, found on checking 25 of tire 30 patients 
that 14 were sterile and 9 more showed more or less 
impairment of fertility. Summing up his experience, 
he found that aspermia, that is, sterility, was demon¬ 
strated in most cases of operatively treated bilateral 
cryptorchism. He further states: “Thus the examination 
of patients treated with unilateral orchiopexy points 
in the same direction as the investigations of patients 
with bilateral cryptorchism, namely that by means of 
the operation we do not succeed in making the oper¬ 
ated testis produce any significant amount of sperma¬ 
tozoa.” And further in speaking of bilateral cryptor¬ 
chism, Hansen says: “I have no doubt that the only 
chance of fertility for these patients depends on the 
possibility that the testis will make a spontaneous de¬ 
scent to the scrotum before puberty is reached.” 

The report of Hamm and Harlin 2 " is rather difficult 
to evaluate. In the period from 1942 to 1952 at the 
Brooklyn Hospital, operation was done in 42 patients, 
including 9 with bilateral defect. They report that in 
28 of 34 cases in which the testis was brought down 
the result was entirely satisfactory. In five instances 
orchiectomy was performed. 

Rea 0 states that the undescended testis after orchio¬ 
pexy probably never attains the full functional capac¬ 
ity of the normally descended organ so far as the 
production of spermatozoa is concerned. When Rea 
reports that at the University of Minnesota Hospitals 
no complete spontaneous descent has been noted in a 
series of 100 imperfectly descended testes in patients 
2 to 79 years of age, one can only conclude that most 
of the patients were over the age of 17 and that those 
under 17 could not have been observed very long but 
must have received prompt operation. To state as Rea 
does that the true undescended testis never sponta¬ 
neously descends and that those that do are cases of 
pseudo-cryptorchism is not in keeping with the differ¬ 
ence between cryptorchism and pseudo-cryptorchism 
as understood by authors in general. Nor is it possible 
for any examiner to designate in which cases spon¬ 
taneous descent will or will not occur. 

Gross and Jewett’ 5 have recently reported the re¬ 
sults of their experiences from 1,222 operations for 
undescended testis performed at the Children’s Hos¬ 
pital in Boston, indicating that these operations are 
still being performed. They believe the best time for 
operation is when the patient is between the ages of 9 
and 11, before the onset of puberty. They believe the 
Torek operation results too often in a damage to the 
blood supply to the testis, with resulting atrophy and 
failure of spermatogenesis. The operation they have 
adopted consists of freeing the vas deferens to the 
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base of the bladder and the spermatic vessels to 
the lower pole of the kidney. The testis is placed in the 
scrotum and traction exerted on it by means of an 
elastic band attached to a suture leading through the 
scrotum to the testis. This mild traction is maintained 
for a few days. This type of operation has been used 
by them for several decades, and in 38 men with bi¬ 
lateral nondescent they report an acceptable fertility of 
79% 10 years or more after operation. 

This report by Gross and Jewett of “acceptable 
fertility” of 79% after operations for bilateral nonde¬ 
scent is the best result encountered in the literature. 
It is doubtful whether other surgeons with less experi¬ 
ence in this field could anywhere near match this fig¬ 
ure of 79% fertility. A physician might well hesitate to 
recommend such an extensive operation even in the 
hands of experts if he knew that his young patient 
would have at least as good and perhaps a better 
chance of a spontaneous descent and fertility if nature 
were allowed to follow its course. 

A coexisting inguinal hernia may well be an indica¬ 
tion for operation, although in a considerable per¬ 
centage of cases of hernia the wearing of a truss is 
curative. In spite of statements that undescended 
testes are commonly associated with hernia, McCutch- 
eon 5 states that in only 4 of 204 cases of cryptorchism 
observed by him was hernia present. He states further 
that the sequential relationship between delayed de¬ 
scent of testes and inguinal hernia is not proved and 
the weight of evidence is against such a relationship. 

In determining the proper course to pursue in the 
case of bilateral cryptorchism, the statement by Mc- 
Cutcheon 5 that he had not encountered a single case 
of bilateral defect in tbe examination of 5,000 boys 
over the age of 15 is suggestive. 

Spontaneous Descent 

The surgeon who hesitates to operate on these boys 
before they reach puberty can derive considerable 
reassurance for his deotVon to wait until after the boy 
reaches the age of 15 from Wilkin’s statement that 
“certainly there is little evidence that testes which have 
remained intraabdominal until late childhood or ado¬ 
lescence and then have descended spontaneously have 
undergone damage.” 

The recording and analysis of spontaneous late de¬ 
scent of testes in a large series of cases of unilateral 
and particularly bilateral cryptorchism by Johnson 4 
indicates that a boy with bilateral undescended testes 
has in all probability a better than 79% chance of fer¬ 
tile descended testes if he is left absolutely alone. In 
his series, late spontaneous descent occurred, and all 
the testes were normal in size, consistency, and posi¬ 
tion, in 162 of 236 cases of bilateral defect (68.6%). It 
is logical to conclude that these testes were normal 
from the standpoint of fertility. Most of the 74 cases of 
bilateral defect in which descent was not found at the 
time of the last examination were in boys in the age 
group 7-13 inclusive, the period when late descent is 
most likely to occur. It therefore can be safely assumed 
that the great majority of these 74, who were lost to 
follow-up before they reached manhood, would have 
shown a late descent also and that this would have 
raised the percentage of normal descended testes much 
above 68.6%. Johnson made a contribution to the sub- 
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ject of the treatment of undescended testes that has 
not received the attention it deserves. He stated as 
follows: 

So far as surgical intervention is concerned, it is time to re¬ 
construct all the old ideas. If operations "before 11” had been 
carried out in this [his] group of cases, 232 useless and detri¬ 
mental procedures would have been pcrfonned. These figures 
show that operation before the sixteenth year would have been 
a definite mistake in most instances. Tables 3 and 4 show that 
after the fifteenth year there were still sixteen cases of nonde¬ 
scent, and in seven of these descent occurred spontaneously. I 
would suggest a new tenet. “Do not operate for undescended 
testis before the sixteenth year unless operation is indicated by 
some associated condition.” 

Conclusions 

The boy with unilateral cryptorchism has a much 
better chance of having two testes normal in size, 
consistency, and position if nature is allowed to take 
its course and surgical treatment is avoided until his 
16th year. The question of the best treatment for bi¬ 
lateral nondescent is vital. The boy with this condition 
also has a much better chance of eventually having 
normally functioning testes if late spontaneous descent 
is allowed to take place and surgical interference is 
deferred until die 16th or 17di year. There is no ques¬ 
tion in my mind but that the results of most operations 
that have been performed to correct bilateral nonde¬ 
scent of the testes actually have unintentionally pro¬ 
duced what they have been performed to prevent— 
that is, sterility. 

1235 Lowry Medical Arts Bldg. (2). 
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ANTIFOAM AGENTS IN PULMONARY EDEMA 

Reuben C. Balagot, M.D., Rosauro M. Reyes, M.D. 

and 

Max S. Sadove, M.D., Chicago 


Three factors influence the dynamics of the migra¬ 
tion of fluids from the vascular tree across tire alveolo- 
capillarv barrier into the alveolar spaces. These are 
(1) pulmonary capillary pressure, (2) osmotic pressure 
of plasma proteins, and (3) permeability of the capil¬ 
lary wall. Under normal conditions, pulmonary capil¬ 
lary pressure has been stated to be approximately 10 
mm. Hg. This force would tend to push fluid across the 
capillary wall into the alveolar area. In opposition to 
it is the osmotic pressure of the plasma proteins, stated 
to be approximately 25 to 30 mm. Hg, which prevents 
fluids from crossing the capillary barrier. Abnormal 
conditions may supervene and interfere with this state 
t of balance between these two forces. For instance, 
ibulmonary capillary pressure may increase consider¬ 
ably in cardiovascular conditions, even to a point 
/ where it exceeds osmotic pressure, and yet edema 
may not occur. Actual measurements of 25 to 50 mm. 
Hg have been made before edema developed, espe¬ 
cially in persons with mitral valvular diseases. On the 
other hand, with normal pulmonary capillary pressures, 
the osmotic pressure may diminish so that its ability 
to maintain an effective opposing force to the pul¬ 
monary' capillary pressure decreases. Examples of this 
condition may be observed when there has been star¬ 
vation with a concomitant hypoproteinemia, pro¬ 
longed and excessive infusions of saline solution, or 
extensive liver diseases where the serum protein level 
may again diminish. 

The third important factor is the permeability of 
tire pulmonary capillary' wall. Under normal condi¬ 
tions, the capillary wall is relatively impermeable to 
the passage of fluid from the blood stream into the 
alveolar spaces. The permeability, however, may be 
increased; anoxia, for instance, is one of the greatest 
causes of increased permeability. It is known that the 
pulmonary capillary wall obtains its oxygen directly 
from the alveolar oxygen. Any condition in the respir¬ 
atory tree that will interfere with or diminish the 
amount of oxygen passing into the alveolar area will, 
of necessity, cause anoxia of the capillary wall and 
thus eventually increase its permeability to the pas¬ 
sage of edema fluid. Agents that may cause severe 
bronchial or bronchiolar constriction can also give 
rise to severe anoxia. Examples of these are the cholin¬ 
esterase inhibitors such as muscarine and neostigmine 
(Prostigmin). The capillary-alveolar barrier may also 
be damaged by irritant or toxic gases, such as phos¬ 
gene or chlorine, or by poisons such as ANTU (alpha- 
naplithylthiourea). 


From the Deportment of Surgery (Anesthesia), University of 
Illinois College of Medicine. 

Read before the Section on Anesthesiology at the 105th An¬ 
nual Meeting of the American Medical Association, Chicago, 
June 14, 1956. 


• The presence of frothy edema fluid in the alveoli 
of the lung hinders the diffusion of oxygen upon 
which the cells of the respiratory epithelium normally 
depend for their own oxygenation. This sets up a 
vicious circle, because the anoxic epithelium be¬ 
comes more permeable and so permits further pas¬ 
sage of fluid. The possibility of breaking this vicious 
circle by using antifoam agents was studied in rab¬ 
bits after inducing pulmonary edema by intravenous¬ 
ly injected epinephrine. Various antifoam agents 
were administered in a special chamber containing 
the experimental animals. Of the six agents tried, 
the most effective was a mixture containing a silicone 
and a polyhydric alcohol; it compared favorably 
witht 95 % ethyl alcohol in animals. It was therefore 
administered to eight patients with pulmonary 
edema by inhalation, with the aid of a respiratory 
apparatus affording intermittent positive pressure. 


How do the cardiovascular tree and the nervous 
system influence the formation of pulmonary edema? 
To take the cardiovascular system first, particularly 
the heart, left ventricular failure may lead to pul¬ 
monary edema. Not all patients with left ventricular 
failure will develop pulmonary edema; and the con¬ 
verse is also true. However, it may be stated that, 
should there be increased peripheral resistance and 
increased venous return on top of the left ventricular 
failure, then in all probability pulmonary edema may 
develop. The vascular system contributes to some ex¬ 
tent to tbe formation of pulmonary edema. Under 
certain circumstances, the greater systemic circulation 
may constrict, especially the peripheral bed, and shift 
huge quantities of blood to the lesser pulmonary cir¬ 
culation. Such an occurrence by itself may not neces¬ 
sarily cause pulmonary edema, but in association with 
left ventricular failure it can do so quickly. 

The role of the nervous system in pulmonary edema 
has not been appreciated too well. Although morphine 
and other sedatives, e.g., barbiturates, have been em¬ 
ployed to alleviate pulmonary edema, one might sus¬ 
pect that these drugs have been employed on an 
empirical basis. It has been known, of course, that 
individuals who are prone to develop pulmonary 
edema may do so as a result of emotional stress. Judg¬ 
ing from the preceding statements, one might suspect 
that the autonomic nervous system may be implicated. 
It is possible that emotional and other factors can 
influence die efferent sympathetic arm of the auto¬ 
nomic nervous system and (1) provoke an intense pe¬ 
ripheral vasoconstriction, thus shifting blood from die 
greater systemic circulation to the lesser pulmonary 
circulation, and (2) cause a relaxation of the con¬ 
strictors to the pulmonary capillary bed, thus increas¬ 
ing pulmonary capillary pressure and edema. 
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Therapy 

Treatment has been directed at the nervous system 
by the use of sedatives such as morphine and barbitu¬ 
rates, which incidentally may indirectly diminish the 
activity of the sympathetic nervous system. Drugs 
that affect the heart and the vascular system have been 
employed. For instance, atropine has been given to 
block the vagi and increase the heart rate if it is felt 
that bradycardia may be contributing to the formation 
of pulmonary edema. Sympatholytics such as trimetha- 
phan (Arfonad) camphorsulfonate. Dibenamine, and 
direct-acting vasodilators such as aminophylline have 
been used to cause a vasodilation of the peripheral 
bed, and it is reasoned that blood may be shifted 
from the lesser pulmonary bed to the greater sys¬ 
temic circulation. The use of spinal anesthetics is 
based on the same principle. Attempts to diminish cir¬ 
culating blood volume with drugs and physical meth¬ 
ods have been employed. For exam¬ 
ple, mercurial diuretics, by virtue of 
their ability to cause great loss of 
fluids by way of the kidneys, may 
diminish blood volume and venous 
return. Physical methods, such as the 
use of hot baths, venesections, and 
tourniquets applied to the extremities, 
also diminish venous return and pre¬ 
vent overloading of the pulmonary 
circulation. Antihistamines are em¬ 
ployed to antagonize or block the 
vasodilating effect of histamine on the 
capillary wall. 

The hypoxia that develops, how¬ 
ever, must be well appreciated. Oxy¬ 
gen inhalations, often under pressure, 
have been administered to patients 
with definite pulmonary edema. Al¬ 
though this has helped, it has not 
always been too successful. One 
might blame the presence of fluid in 
the alveolar spaces as a barrier to the 
diffusion of oxygen across the alveolo- 
capillary area. Though such may be 
probable, it is an established fact that 
fluids may be absorbed very rapidly 
from the alveolar area. Drinker 1 has 
emphasized the importance of the extensive lymphatic 
network in the pulmonary bed and especially its ability 
to absorb any amount of fluid introduced into the area; 
however, this system fails when a huge quantity sud¬ 
denly becomes present. The more important barrier to 
oygenation is the froth 2 formed out of the edema fluid 
by the labored'respirations of the patient. The frothy 
material acts as a formidable opposition to the passage 
of oxygen to the alveolar epithelium. Recognition of 
this physical phenomenon has prompted an intensive 
search for agents that might cause dissolution of this 
foam. In the figure, an attempt is made to present the 
interplay of the central nervous system, the respira¬ 
tory system, and the cardiovascular system in the 
causation of pulmonary edema. The accepted methods 
of therapy and their sites of action are included. 


Antifoam Agents 

In order for any foam-dissolving agent to be evalu¬ 
ated, it must be tried on an experimental basis in 
animals before it may be applied clinically. There are 
thus two problems that confront the investigator: (1) 
the development of a convenient and easy method of 
producing pulmonary edema experimentally, and (2) 
after the therapeutic value of the agent has been dem¬ 
onstrated experimentally, the finding of clinical ma¬ 
terial for therapeutic evaluation. 

The methods for producing pulmonary edema in 
experimental animals have been reviewed extensively 
by Luisada and Cardi, 3 several of the methods having 
been devised by Luisada himself, e.g., intracarotid in¬ 
fusion in dogs of an amount of isotonic sodium chlor¬ 
ide solution equal to twice the estimated blood 
volume, and intravenous injection of epinephrine into 
rabbits. Inhalation of toxic gases may be employed, 


but this method is rather inconvenient and hazardous. 
Certain chemicals may be administered, e.g., methyl 
salicylate, muscarine, and ANTU, to mention a few. 
ANTU has been employed by Drinker 1 and probably 
causes increased permeability of the alveolar epithe¬ 
lium by its toxic action. Brain trauma or irritation has 
also been utilized, e.g., intracisternal injection of vera- 
trine or fibrinogen and thrombin. The method utilized 
in this study was tire intravenous injection of epine¬ 
phrine into rabbits. 

Materials and Methods .—Female albino rabbits 
were used. The materials tested, as enumerated in 
table 1, were (1) ethyl alcohol, 10%; (2) ethyl alcohol, 
20%; (3) octyl alcohol or 2-ethylhexanol (compound 
no. 5526); and (4) compound no. 5507, which consisted 
of silicone, 0.01%; Superinone (a polyhvdric alcohol), 
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0.75%; glycerin, 1%; and potassium bicarbonate, 1%. 
A 95% alcohol solution was not tested in view of the 
marked tracheobronchial irritation it caused when the 
aerosol was inhaled by the investigators. The animal 
was exposed in a specially constructed plastic cham¬ 
ber to an aerosol of the material formed from inhala¬ 
tion therapy standard nebulizers (Hi-Flo) with oxygen. 
The animal was exposed to the aerosol for 30 minutes, 
and then 2 mg. of epinephrine was injected into an 
ear vein over a period of one minute. This procedure 
is performed simply by pulling one of the rabbit’s ears 

Tahle 1 .— Effects of Several Antifoam Agents on Epinephrinc- 
Indnccd Pulmonary Edema in Rabbits 


Av. No. Surviv- 

Animals, Lung/Body Survival ing More % 


A iron t 

No. 

Weight* 

Time, Min. 

Than 1 

Hr. Snrvivn 

Epinephrine 

(control) 

20 

i.4m 

2.00 

0 

0 

Ethyl alcohol lo% 

i;> 

3.223 

8.33 

1 

6.0 

Ethyl alcohol 20% 

17 

3.315 

24.20 

3 

17.6 

Compound no. 5520 
(i-ethylhexnno!) 

25 

3.0300 

29.08 

8 

32.0 

compound no. 5507 
(silicone, 0.01%; 
Superinone, 0.75%; 
glycerine, 1%: 
potassium 
bicarbonate, 3%) 

34 

0.8393 

44.04 

18 

53.0 

Kthyl alcohol 05% ♦ 

10 

1.030 

41.00 

30 

62.0 


* 0.455 normal (Luisada 4 ). 
f Based on no. surviving after 1 hr. 
J After Luisada and Card!/* 


through an opening in the chamber. Consequently, 
the animal is continually exposed to the vapor. Con¬ 
trols were obtained by injecting rabbits with epine¬ 
phrine without exposing them to any vaporized agent. 
The method is a modification of a technique described 
and utilized by Luisada 4 to test the effect of various 
antifoam agents on pulmonary edema. Exposure to the 
vapor was continued for as long as the animal lived— 
maximally up to three hours. 

Results.—The results obtained are summarized in 
table 1. For purposes of comparison, both the average 
survival time and the ratio of lung to body weight was 
determined, the latter being equal to the lung weight 
in grams divided by the body weight in grams, multi¬ 
plied by 100. Pulmonary edema was indicated by the 
outpouring of foam from the mouth and nostrils or by 
cyanosis and tachypnea, which was later proved on 
autopsy to be due to pulmonary edema and hemor¬ 
rhage in the lungs. 

Of the four agents tested, compound 5507 gave the 
most impressive results. The survival rate was more 
than 50%, and, although it seemed to be less than that 
observed by Luisada and Cardi with 95% alcohol, 5 the 
ratio of lung to body weight is much smaller, which 
might be interpreted as indicating an outstanding 
ability on the part of compound 5507 to interfere with 
the formation of foam. This inhibitory effect on foam 
formation was demonstrated at autopsy. Edema was 
minimal, although pulmonary hemorrhage was pres¬ 
ent and often quite extensive, probably contributing 
to the death of the animal. The average survival time 
of 44.04 minutes was longer than that with all the 
other agents tested and compared quite favorable 


a 

with the 41 minutes obtained by Luisada and Cardi 5 
with 95% alcohol, another testimonial to its protective 
ability. Compound 5526 was also tried as an antifoam 
agent. It, too, had a marked antifoam action. In fact, 
the average ratio of lung weight to body weight 
seemed to be smaller than that given for 95% alcohol. 
However, the average survival rime did not seem to 
be as long as with compound 5507 and 95% alcohol. 
If average survival time is to be taken as an index of 
protection against pulmonary edema, then the results 
obtained with 20% alcohol compared favorably with 
those obtained with octyl alcohol. However, the lung 
weight to body weight ratio indicated more edema 
formation in the rabbits treated with 20% ethyl alco¬ 
hol than in those treated with octyl alcohol. 

Comment 

The value of antifoam agents in breaking down the 
froth, or foam, formed in pulmonary edema has been 
known for’some time. They probably act by diminish¬ 
ing surface tension, thereby affecting the stability of 
the thin film of edema fluid over air. Ethyl alcohol was 
the most useful of the large group of agents originally 
tested. 4 Its effectiveness was demonstrated both ex¬ 
perimentally and clinically. Interestingly enough, it 
was found that an intravenously given subanesthetic 
dose was not as effective as that given by inhalation. 
Yet, when an anesthetic dose was administered orally 
or rectally, it diminished pulmonary edema consider¬ 
ably. It was further observed that morphine alone 
compared favorably with inhaled ethyl alcohol in di¬ 
minishing the formation or morbidity of pulmonary 
edema. Such findings pointed to the possibility that 
the favorable effects of ethyl alcohol may in part be 
due to its depressant action on the central nervous 
system and further emphasized the role of this system 
in the causation of pulmonary edema. In this same 
study ether worked well, but the same could not be 
said of some of the heavy alcohols, e.g., Span (Sorbitan 
fatty acid esters) and octyl alcohol. 

The effectiveness of silicones (methylpolysiloxane) 
as an antifoam agent has been pointed out in several 
studies. 8 The in vitro studies of Rosenbluth showed 


Table 2.—Conical Results Compared with Results 
in Other Studies 

Result? 


Authors 

A itnil 

f" 111 

Patients, Excel* 

No. lent flood Fair Poor 

Luisada, A A., and others: 
Circulation 5:363, Hi j-J 

Ethyl 

alcohol 

37 

10 

* 2 

Reich. N. E., and Rosenberg, 

B. A.: Am. Pract. & Digest. 
Treat. 4:610,1953 

2-Ethyl* 

hexanoi 

12 

a 

3 1 2 

Present study 

Compound 
no. 5507* 

8 

(i 

o . 


* Compound no. 5307 consists of silicone, 0.01%; Superinone, 0.73%; glye* 
erin, 1%; potassium bicarbonate, 1%. 


that concentrations of from 1 to 25 ppm of methylpoly¬ 
siloxane suppressed foam formation. Compound 5507, 
which contains 0.01% silicone, thus has a sufficient 
amount to affect foam formation. It further contains 
Superinone, which has been demonstrated to be an 
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excellent wetting agent or detergent. This agent lias 
also been shown to have a thinning effect on mucus, 
which probably contributes to the action of this com¬ 
pound on surface tension. The other two ingredients, 
glycerin and potassium bicarbonate, maintain the 
vapor pressure of the aerosol and the stability of the 
aerosol particle. This compound, therefore, may be 
nebulized into a stable aerosol capable of breaking 
down or suppressing foam by virtue of its ability to 
lower surface tension. 

The next question that developed has to do with 
the toxicity of the compound. Silicone per se is not 
toxic, especially in the small doses employed. Superi- 
none has been proved to be nontoxic, and the same is 
true for glycerin and potassium bicarbonate, which is 
a very stable salt. When these agents are mixed to¬ 
gether, however, there is a possibility that the result¬ 
ing compound may be toxic. Therefore, 30 guinea pigs 
were exposed to compound 5507 and four other com¬ 
pounds in groups of 6 continuously for eight hours 
daily. One from each group was killed at weekly inter¬ 
vals for autopsy and tissue sections of vital organs. 
This study definitely showed the innocuousness of the 
compound. It has no depressant action on die central 
nervous system. 

Clinical Application 

The compound was next employed clinically (table 
2). Eight patients in all have been treated. The paucity 
of such clinical material is apparent and need not be 
decried, as this syndrome is not too common and oc¬ 
curs rather unpredictably. The compound was nebu¬ 
lized and administered by means of a Benhett or a 
Halliburton intermittent-positive-pressure unit. Three 
of the cases are cited as outstanding examples. 

Case I.—A 4-year-old child, who had just undergone an in- 
fundibulectomy of a congenital infundibulum in the pulmonary 
artery, suddenly developed pulmonary edema at the termination 
of surgery, most probably due to overtransfusion. Frothy secre¬ 
tions were observed to come out of the endotracheal tube, with 
accompanying cyanosis and rales all over the chest. Compound 
5507 was administered by means of a Bennett intermittent- 
positive-pressure unit, with almost immediate suppression of 
foam and improvement of the cyanotic condition. 

Case 2.—A 59-year-old man, during the course of a gastric 
resection, developed a cerebrovascular accident. An endotracheal 
tube was left in place due to the patient’s failure to awaken from 
the anesthetic and his lack of reflexes. Pulmonary edema de¬ 
veloped six hours after the operation, as evidenced by frothy 
secretions, cyanosis, labored breathing, and rales all over the 
chest. Compound 5507 was administered by means of a Bennett 
intermittent-positive-pressure unit, with immediate improvement 
of the condition. 

Case 3.—A 20-year-old male was to be operated on for an 
infected pulmonary cyst on the left side. As he was being placed 
in the lateral position after induction of anesthesia in order to 
gain easier access to the cyst, the cyst ruptured and flooded the 
dependent right side. The patient became cyanotic, with labored 
respirations, and remained cyanotic in spite of continuous oxygen 
administration. After seven to eight hours with the patient in 
this condition, a pulmonary edema developed, with frothy secre¬ 
tions and coarse rales all over the chest. The administration of 
nebulized compound 5507 with an intermittent-positive-pressure 
unit cleared up the edema quickly and improved the cyanotic 
hue of the patient. 


True enough, the administration of oxygen under 
intermittent positive pressure may have contributed 
greatly to the alleviation of the pulmonary edema. 
However, the rapid response to the therapy cannot be 
explained readily by the administration of oxygen 
under pressure alone. Pressure by itself may not easily 
break the foam that is interfering with the diffusion of 
oxygen into the alveolar areas. Four other patients with 
pulmonary edema showed the same rapid response, 
except that two developed other complications and 
eventually died. 

Summary 

A new compound, no. 5507, which contains silicone 
and Superinone (a polyhydric alcohol) as its main 
components, was tested for its ability to suppress foam 
in epinephrine-induced pulmonary edema in rabbits. 
It was compared with octyl alcohol, 10% ethyl alcohol, 
and 20% ethyl alcohol. It was found to be quite effec¬ 
tive in this respect, and compares favorably with 95% 
ethyl alcohol, as studied by Luisada and Cardi. It has 
no depressant effects on the central nervous system. 
Octyl alcohol was found to be effective also in the 
treatment or suppression of epinephrine-induced pul¬ 
monary edema, although not to the same extent as 
compound 5507. If average survival time alone is taken 
as a criterion, the beneficial action of octyl alcohol is 
nearly equivalent to that of 20% ethyl alcohol, al¬ 
though it is far inferior to compound 5507. Compound 
5507 was employed in the treatment of eight patients 
with pulmonary edema, with excellent results. Further 
clinical application is indicated. 

1819 W. Polk St. (12) (Dr. Balagot). 

All materials used in this study were supplied by the Winthrop 
Laboratories, New York. 
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TREATMENT OF FRACTURES OF THE FEMORAL SHAFT IN CHILDREN 

Charles S. Neer II, M.D. 
and 

Edward F. Cadman, M.D., New York 


A study has been made of the late results of treat¬ 
ment of 1.3S fractures of the femoral shaft in children 
between the ages of 6 months and 12 years who were 
treated consecutively at the New York Orthopaedio- 
Columbia-Presbyterian Medical Center. In addition, 
a literature based upon 1,534 similar fractures has been 
renewed. 1 We have concluded that fractures of the 
femoral shaft in children differ from those in adults in 
that (1) union occurs provided there is bone contact 
and nonunion is practically unknown, (2) union occurs 
rapidly, (3) joint stiffness and muscle fixation are not 
problems, (4) moderate discrepancies in axis and in 
length correct spontaneously, and (5) the possibility 
of excessive growth stimulation demands consideration. 
Few fractures respond so readily to simple measures 
and yet are so intractable to immoderate care. Most of 
the complications are due to overtreatment. 

Selection of Cases 

Fractures of the cervical, trochanteric, and condylar 
levels were excluded, as were fractures occurring at 
birth. No patient over 12 years of age was considered, 
because fractures in adolescents behave in much the 
same way as those in adults. There were 11 pathologi¬ 
cal fractures, and these were eliminated from the 
series. Clinical and roentgenographic follow-up exam¬ 
inations over a period of two years were required for 
inclusion of cases in the study. 

In the 100 fractures suitable for our study, the most 
frequent level of injury was the middle third. There 
were 89 middle-third fractures, 8 proximal-third frac¬ 
tures, and 3 lower-third fractures. There were 16 non- 
displaced and 84 displaced fractures. The injuries 
were usually caused by falling from a height or by 
being hit by an automobile. Follow-up varied from 
2 to 48 years. The average period of follow-up was 
5.5 years. 

Treatment 

Plaster immobilization was used as the primary 
method of treatment in 34 patients. Closed reduction 
preceded application of a spica cast in 18 of these. 
Traction was used initially in 50 cases (table 1). Skele¬ 
tal traction was employed in 3 instances, and skin 
traction was used in the other 47. Open reduction and 
internal fixation was carried out in 16 cases. All of the 
16 nondisplaced fractures were treated by closed 
means. 

Early Complications 

The 84 fractures treated by plaster or traction healed 
within 8 to 12 weeks without immediate complications 
other tlian minor skin blemishes. It was believed that, 
by the early recognition of the presence of ischemia 3 
and by the immediate modification of the apparatus, 
the development of Volkmann’s contracture was 


From the Department of Orthopaedic Surgery, Columbia Uni¬ 
versity College of Physicians and Surgeons, and the Fracture 
Service, Presbyterian-New York Orthopaedic Hospitals. Dr. 
Cadman is now in Wenatchee, Wash. 


• The healing of traumatic fractures of the shaft 
of the femur was studied in 100 children, who were 
followed up for an average of 5.5 years. Traction 
was applied initially in 50. Closed reduction, with 
application of plaster casts but without initial trac¬ 
tion, was used in 34. The fracture healed with from 
J to 6 cm. shortening in 45 of the 84 patients with 
fractures treated by closed means. Growth stimula¬ 
tion produced compensation in 42 of these so that 
equalization of lengths resulted. There were 9 in¬ 
stances of overgrowth in the 23 displaced fractures 
that united with normal length after closed treatment. 
Length remained normal after 16 nondisplaced frac¬ 
tures. Stimulation of growth was proportional la the 
degree of soft-tissue injury. Overgrowth deformity 
was a permanent condition. Open reduction was 
done in ? 6, and there were 1J instances of over¬ 
growth, 2 of infection, and one refracture in this 
group. There is virtually no indication for the use of 
accurate open reduction in this type of fracture. 
Sixty-five of the 7 00 fractures were followed by ac¬ 
celeration of growth, so that, when the fracture had 
united with shortening, the eventual result was the 
practical equalization of leg lengths. The deviations 
in rotation about the longitudinal axis and the devia¬ 
tions in alignment corrected spontaneously, so that 
subsequent correction was not warranted. There 
were no cases of nonunion. Criteria for satisfactory 
reduction are suggested. Direct immobilization by 
plaster spica had several advantages over traction. 
If traction is used, the danger of Volkmann's ischemic 
contracture must be kept in mind. Pain was the mast 
reliable warning of ischemia, and a child who is sob¬ 
bing with pain during the first night must be seen at 
once and not left without examination until morning. 
The results of the two closed methods were other¬ 
wise comparable. 


averted in two patients who were treated with traction. 
Pain was the most reliable warning of the presence of 
ischemia. It is important to emphasize that a child in 

Taiile 1.—Method of Treatment in 100 Cases of Femnral 
Fractures in Children 


Fluster ..... 34 

No reduction.... 

Closed reduction . ^8 

Traction ....... ;>0 

Bryant’s . 31 

Russell’s . 3 

Balanced suspension ....... « 

Inclined bed . & 

Open reduction with internal fixation... 1C 


traction who is sobbing with pain during the first night 
must be seen at once and must not be left without 
examination until morning. Two of 16 fractures treated 
by open reduction became infected postoperatively. 
Three others lost fixation but united with shortening in 
a spica cast. 
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In one pat : ' ’ ’ ‘ “ of mctured 12 weeks after 

operation w " from the bone 

and its remc • 2). 

There was lie 
"Trening in 45 of th 
closed means. L; 
duced compensat. 

Table 2 .-Complications Following Treatment of 100 Femoral 
Fractures in Children 

Total Xo. 


Treatment of (.'uses Infection Kcfraeturc Overgrowth 

Plaster . 34 ... ... 3 

Traction . »0 ... ... G 

Open Reduction . 1C 2 1 11 


to that of the uninjured side and occurred in 42 of 
these 45 patients within 18 months (fig. 1). One of the 
remaining three patients in whom compensation was 
incomplete had multiple injuries and was allowed to 
remain in a Thomas splint until union had progressed 
sufficiently so that more efficiently adjusted traction 
failed to restore normal length; the resultant shortening 
was in excess of 4 cm. In only two patients with dis¬ 
crepancies of under 4 cm. did compensation fail to 
occur. 


„m. initial short- 
.ractures treated by 
emulation usually pro- 
.. restoration of length equal 



Fig. 1.—Compensation in length due to growth acceleration. 
A, lateral roentgenogram showing union with 2.5 cm. of short¬ 
ening. B, full restoration of length when compared to the unin¬ 
sured side two years later. 


Displaced fractures were accurately reduced by 
closed means, and they united with normal length in 
23 patients. Examination 18 months later revealed an 
overgrowth deformity in 9 of these 23 patients (fig. 2). 
In contrast, there were only two detectable deformities 
of shortening in the group of 45 patients whose frac¬ 
tures had united with shortening. Eleven (70%) of the 


16 fractures treated by open reduction were followed 
by overgrowth deformities (fig. 3). Three other frac¬ 
tures treated by open reduction lost fixation and short¬ 
ened so that, although growth acceleration occurred, 
it merely effected an equalization of length. In con¬ 
trast to this, overgrowth deformities developed in only 
9 (13%) of the 68 patients with displaced fractures 
treated by closed methods. The 20 cases of overgrowth 
averaged 1.7 cm., and none exceeded 2.5 cm. Excess 
growth occurred during the first 18 months after frac¬ 
ture, and after that time growth proceeded normally. 
There was little tendency for overgrowth deformities 
to correct spontaneously with time. The 20 patients 
with deformities of overgrowth were followed up for 
from 4 to 19 years, and equalization of length failed 
to occur. 


Fig. "2.—Overgrowth after the use of accurate reduction. A, 
union occurred with the fragments “end on end.” B, scanogram 
taken two years later indicating a 2-cm. lengthening deformity. 


Growth stimulation was proportional to the amount 
of injury to local tissue. Although growth stimulation 
has been reported in the literature after the occurrence 
of nondisplaced fractures and undoubtedly occurs, it 
was not seen in any of the 16 cases of nondisplaced 
fractures in this series. 

Thirty-six fractures united with deviation in align¬ 
ment and rotary axis of from 10 to 20 degrees. These 
tended to correct spontaneously. In no instance was 
the residual alteration in anatomy great enough to be 
permanently noticeable to the patient or to warrant 
correction. Two patients developed cysts at the site of 
fracture. No evidence of these lesions could be seen in 
the initial roentgenographic studies. They were thought 
to have formed during the repair of the fracture. 
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Comment 

Significance of Overgrowth.—Ollier 3 first noted that 
irritation of the shaft of a bone could cause an accel¬ 
eration in the rate of growth that produced an increase 
in the length of the bone. Ferguson 4 introduced the 
theory that the interruption of the medullary blood 
supply to the metaphysis, without injury to the blood 
supply to the epiphysis, resulted in overgrowth. He 
described an operation in which the medullary canal 
was damaged to increase the lengthening of bones. 
Kishikawa 5 demonstrated that tire presence of hypere¬ 
mia accelerated the rate of growth. He produced hy¬ 
peremia by administering injections of turpentine and 
by venous ligation. Compere 0 has emphasized that all 
longitudinal growth of bone occurs by multiplication 
of cells at the shaft side of the epiphysis and at the 
epiphyseal side of the articular cartilage. Any cause of 



Fig. 3.—Scanogram indicating the presence of a persistent 
lengthening deformity four years after the use of open reduction 
and internal fixation with a plate. This treatment is consistently 
followed by a period of accelerated growth. 

hyperemia in the bone and soft parts, e. g., chronic in¬ 
flammation, arteriovenous aneurysm, sympathetic de¬ 
nervation, and trauma, causes an increased growth 
rate. The acceleration affects the involved bone to a 
greater degree than tire other bones in the extremity, 
but the other bones may be similarly affected. It seems 
probable that hyperemia as a factor is more important 
than is the interruption of the nutrient artery. Heman¬ 
gioma, osteoid osteoma, and many other conditions 
have been observed to cause growth acceleration. This 
evidence supports the theory of the effect of hypere¬ 
mia. 

Growth acceleration ceases when the cause of hy¬ 
peremia is removed. In the case of fractures, the period 
of accelerated growth lasts approximately a year to 18 
months during the healing and rehabilitation period. 


After that time the epiphyses resume their regular rate 
of growth. The extent of the growth is proportional to 
the degree of injury to the soft tissue. Rough, repeated 
manipulations and open reductions increase growth ■ 
stimulation. 

Sixty-five of 100 fractures were followed by ac¬ 
celerated growth. If the fracture had united with 
shortening, the eventual result was essentially one of 
equalizing the length of the bones in the legs. If a 
meticulous end-to-end reduction had been performed, 
the usual consequence was the development of a per¬ 
manent length discrepancy due to overgrowth. The 
results in this study indicate that an overgrowth de¬ 
formity is a permanent condition. There is little or no 
tendency for equalization of length to occur with time. 

Question of Surgical Equalization .—None of the dis¬ 
crepancies produced by growth acceleration in this 
group of fractures and few in the literature exceeded' 
2.5 cm., and, therefore, although the deformity is per¬ 
manent and undesirable, it is unlikely that the in¬ 
equality would be great enough to warrant epiphyseal 
arrest by surgery to equalize leg lengths. 

Question of Open Reduction .—Some surgeons say 
that open reduction is occasionally necessary for the 
removal of interposed muscle that would otherwise 
interfere with union. Yet neither in this series nor in 
an abundant literature was there a single instance of 
nonunion. On the contrary, refracturing and delayed 
union were confined to those cases in which fractures 
had been treated by open means. It has been said that 
open reduction is necessary for the correction of angu¬ 
lar deformities. However, traction and plaster have 
proved effective means of controlling alignment. Devi¬ 
ations of 15 to 20 degrees are seen to correct spontane¬ 
ously within two or three years. Speed >d said that open 
reduction should be reserved for late and neglected 
cases. However, the performance of an accurate open 
reduction in such a case invariably results in inequality 
of leg lengths. On the other hand, compensation of 
shortening of up to 4 cm. has been observed in the.—_ 
vast majority of patients within 18 months. Even open 
fractures permitted to unite with moderate shortening 
heal with better anatomic results than those that are 
reduced accurately. There is no indication for the 
performance of accurate open reduction, with the 
possible exception of the presence of a short limb be¬ 
fore fracturing. 

It should be emphasized that the above statement 
applies only to fractures of the femoral shaft in chil¬ 
dren. Patients over 13 years of age require the same 
type of treatment as adults. Open reduction with intra¬ 
medullary fixation is frequently the method of choice 
in the teen-age group. 

Standard for Acceptable Reduction— So long as the 
fragments are within 15 degrees of being parallel, are 
in contact, and are not overriding more than 3 cm., an 
anatomic and functional result that is essentially nor-_—,, 
mal can be expected. Rotary defects should be judged 
by roentgenographic appraisal of the fracture surfaces. 
These criteria can be met by the use of traction or 
plaster as desired; however, this study suggests that 
direct plaster immobilization offers the advantages 
over traction of a shorter hospital stay, less risk of 
circulatory complications, and less need for constant 
adjustment. The results following initial treatment 
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with a spica cast have equaled those following the use 
of traction methods. Also, the use of a spica results 
in the development of fewer difficulties. Inasmuch as 
the use of powerful force for restoring length is un¬ 
desirable, the use of skeletal traction is justified only 
in those rare situations in which circulatory embarrass¬ 
ment and ischemia are present. 

Conclusions 

Fractures of the femoral shaft in children 12 years 
of age and under differ from those in adults in that 
rapid union occurs, provided there is bone contact; 
nonunion is virtually unknown; discrepancies of axis 
and of length tend to correct spontaneously; and late 
deformity due to growth acceleration may occur. Most 
of the complications that arise following these injuries 
result from use of open reduction, and it is empha¬ 
sized that virtually no indication for the use of accu¬ 
rate open reduction exists. 

Fractures uniting with up to 3 cm. of shortening or 
15 degrees of angular deformity can be expected to 
compensate so that the eventual result is anatomically 
normal. This standard for the acceptability of the re¬ 
sults of reduction is suggested. These criteria can be 
met by the use of closed means. Direct immobilization 
in a spica cast offers the advantages over traction of a 
shorter hospital stay, fewer circulatory complications, 
and less need for close supervision. Tiie results after 
the use of the two methods are, however, otherwise 
comparable. 

180 Fort Washington Ave. (32) (Dr. Neer). 
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GAS ABSCESS OF PANCREAS 


Benjamin Felson, M.D., Cincinnati 


Although there are numerous reports in the literature 
dealing with the roentgen findings in acute pancrea¬ 
titis, the presence of gas within such lesions has seldom 
been mentioned. Yet gas-containing abscess of the 
pancreas is not a truly rare entity, and its diagnosis 
can readily be made roentgenologically. Only seven 
individual case reports were found in a review of the 
literature. 1 The subject is briefly touched upon in some 
of the roentgenology textbooks and in inclusive articles 
on pancreatic disease. 2 Sands, 3 in a report of 10 cases 
of gas-containing abdominal abscesses, and Weens," in 
a study of 6 similar cases, did not record a single case 
in the region of the pancreas. The present report is 
based upon six cases of gas abscess of the pancreas 
seen in the Cincinnati area since October, 1948. 

Clinical, Laboratory, and Pathological Findings 

There is little in the clinical or laboratory manifesta¬ 
tions that might serve to distinguish gas abscess from 
other forms of acute pancreatitis. The present series 

From the Department of Radiology, University of Cincinnati 
College of Medicine and the Cincinnati General Hospital. 

Read before the eighth International Congress of Radiology 
Mexico City, July 24, 1956. 


• Six cases of gas-containing abscess of the pan¬ 
creas have been observed in the Cincinnati area 
since 1948. It is impossible to distinguish this condi¬ 
tion clinically from other forms of acute pancreatitis. 
Five of the patients evidenced glycosuria and/or 
hyperglycemia during the course of their disease, 
though none was known to have had diabetes before 
the acute episode. The diagnosis was first suspected 
on the basis of radiologic examination, which 
showed extraluminal gas in the region of the pan¬ 
creas. Though the number of cases is small, the con¬ 
dition is probably not rare. The prognosis seems 
unusually poor. 


consisted of two men and four women. Their average 
age was 66, the youngest being 49 and the oldest 80 
On admission, all were quite ill, with severe abdominal 
pain, distention, and prostration. Their temperature 

109 S F U (39C) M- d - y f eVat 4 d ’ Sdd ° m risiDg ab0V€ 
W4 b (39 C). Minimal jaundice was noted in three of 

the patients. Palpation of the abdomen revealed a 

questionable epigastric mass in four patients and a 

definite mass in one. mite blood cell counts at the 
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time of admission were recorded in five of tine cases 
and ranged between 16,000 and 23,000 per cubic milli¬ 
meter. The blood serum amylase level on admission 
was normal in three patients and elevated in two (62S 
and 800 Somogyi units); in one, the amylase test was 
not done. 


None of the patients was known to have diabetes 
mellitus prior to entering the hospital. One patient died 
shortly after arriving in the receiving ward, and no 
laboratory studies were performed. In the remaining 
five, glycosuria and hyperglycemia were found—on ad¬ 
mission in three and later during the hospital stay in 
two. Since it is well known that urinary and blood 
sugar levels may rise temporarily during an acute 
attack of pancreatitis, 5 the assumption that these pa¬ 
tients were diabetic is not necessarily valid. In the only 
two patients who survived the acute episode a diag¬ 
nosis of true diabetes was established later, but there 
was an intervening period of months 
during which several urine and blood 
examinations for sugar gave normal 
results. 

In five of the six patients severe 
pancreatitis was found at operation 
or autopsy. In the sixth, the head of 
the pancreas felt normal at operation 
(performed for cholelithiasis) five 
weeks after the acute episode. How¬ 
ever, by that time there was roentgen 
evidence that tire abscess had local¬ 
ized to tire region of the tail of the 
pancreas (fig. IB). Since the roentgen 
findings were typical, and since the 
serum amylase level rose above 800 
Somogyi units on a subsequent admis¬ 
sion six months later, the inclusion of 
this patient in tire series seems justifi¬ 
able. 

In four of the five pathologically 
proved cases the abscess was found to 
involve tire lesser peritoneal sac. In 
tire fifth case its exact location was not recorded. 
Specific mention of gas bubbles in tire pus was made 
in only one instance. In two cases pus from the abscess 
was cultured. Escherichia coli was found in one and a 
sterile culture in tire other. 


Roentgen Findings 

In all six cases a roentgen diagnosis of gas-contain¬ 
ing abdominal abscess was entertained prior to opera¬ 
tion or autopsy, and in three the possibility of 
pancreatic origin was suggested. However, in only 
two cases was the correct diagnosis suspected 
from the plain films taken on admission. In 
two others no gas was apparent in the abscess 
on the early films, even in retrospect. There¬ 
fore, in four cases there was a delay of from 
7 to 17 days before the abscess was demon¬ 
strable or recognized. The diagnosis was first' 
suspected on the basis of the plain films in 
three cases and of an upper gastrointestinal 
series in three. 

Unlike the previously reported cases, in 
which a single unilocular gas-containing cav¬ 
ity was encountered, in this series of cases the 
gas was invariably distributed in the form of 
myriads of small bubbles interspersed within 
a background of water density. The pattern, 
in roentgen appearance, was similar to that of 
fecal matter. 

The abscesses were located in the upper abdomen 
and were of rather large size. In frontal view, their 
position, as outlined by tire gas bubbles, varied from 
patient to patient but always included the pancreatic 
region. 

In four patients the entire length of the pancreas 
seemed to be involved (fig. 1 A, 2A, and 3A). In one 
patient the bubbles were seen only in the distal two- 
thirds of tire pancreas, and in one they were confined 
to the region of the tail (fig. 4). 


A lateral view was available in five cases. In each, 
the gas bubbles were clearly visible behind the body 
of the stomach (fig. 2B), but they extended anteriorly 
to overlap the gastric outline in three cases and down¬ 
ward into the duodenal loop in four (fig. 3B). 
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Fig. 1.—A, supine view of upper gastrointestinal tract nine days after ad¬ 
mission. Entire pancreatic area contains gas. Stomach is considerably dilated. 
Proximal jejunum is depressed. B, postoperative iodized oil (Lipiodol) cliol- 
angiogram seven weeks after admission. Abscess is still visible through and 
to left of the gas-filled stomach, in region of tail of the pancreas. 




Fig. 2.—A, admission flat film, showing gas bubbles distributed throughout region of 
pancreas but more prominent in body and tail. Fecal matter in transverse colon is 
closely simulated. Left psoas shadow is obliterated. B, lateral view of upper gastroin¬ 
testinal tract one week later, showing gas abscess behind stomach, impinging on its 
posterior wall and extending into duodenal loop. Acute gangrenous pancreatitis with 
lesser sac abscess was found at operation and autopsy. 
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A number of other roentgen signs of pancreatic count for the presence of gas in a pancreatic abscess, 

disease were also noted. Displacement of one or more such a communication was not demonstrated in the 

portions of the gastrointestinal tract was consistently present series, either radiologically or pathologically, 
found. Impingement upon and displacement of the The gas vesicles persisted roentgenographically for 

stomach was usually present, best seen in the lateral a prolonged period of time in the two cases in which 
view (fig- 2/3 and 3/3). Downward and medial dis- follow-up films were obtained. In one instance they 

remained unchanged to the time of 
death, one month after admission; in 
the other the bubbles regressed grad¬ 
ually but the abscess was still visible 
after seven weeks, even though the 
patient appeared clinically well (fig. 
IB). Coalescence of the vesicles did 
not occur in either case. 

In an effort to determine the fre¬ 
quency of gas abscess of the pancreas 
and to discover whether this lesion 
had been missed, the roentgenograms 
of 50 unselected patients with acute 
pancreatitis (62 acute episodes) were 
reviewed. One case of gas abscess was 
found and is included in the present 
series as the sixth case. A roentgeno- 
graphic diagnosis of abdominal ab¬ 
scess had been made in this patient, 
but pancreatic origin was not sus- 
Fig. 3.—A, recumbent film four clays after admission. Gas bubbles extend through pected until autopsy, 
entire pancreas. There is a “sentinel” loop of small intestine gas in left midabdomen. 

Psoas and kidney outlines appear normal. B, lateral view of upper gastrointestinal tract Differential Diagnosis 

nine days after admission. Gas abscess is compressing posterior gastric wall and lias . . . . . , 

extended into duodenal loop. Duodenal mucosal pattern is altered. At operation, en- Although the roentgen signs ot gas 
tire pancreas was found to be destroyed by abscess. abscess of the pancreas are not 

pathognomonic, the diagnosis can be 
placement of the jejunum in the vicinity of the ligament made with a reasonable degree of accuracy if one is 

of Treitz was apparent in four cases (fig. 4A). In all aware of the entity. The most important consideration 

cases the splenic flexure or some portion of the trans- in the diagnosis is the recognition of the extraneous gas. 



verse colon was depressed (fig. 4B ), often resulting in 
an increase in the space between the greater curvature 
of the stomach and the colon. An enlarged duodenal 
loop was seen in only one of the five patients who re¬ 
ceived barium orally. 

Evidence of generalized paralytic ileus was found 
in two patients, while in three others a single dilated 
gas-filled “sentinel” loop of small intestine was visible 
in the upper abdomen (fig. 3A). Dilatation of the 
stomach was noted in four cases (fig. 1A) and of the 
proximal duodenum in two. In one case the abdomen 
appeared almost entirely devoid of intestinal gas, a 
finding we have noted on occasion in other cases of 
acute pancreatitis. Signs of extension of the inflam¬ 
matory process to other structures were also frequent. 
Elevation of the left leaf of the diaphragm, pleural 
reaction, and disk atelectasis in the lung bases were 
usually present. The shadow of the left psoas was ill- 
defined or absent in two cases (fig. 2A). Alteration 
of the mucosal pattern of the proximal portion of the 
jejunum occurred in all four of the patients whose 
small intestine contained barium (fig. 4A). In one 
patient, subsequently shown to have a normal biliary 
tract, the gallbladder failed to visualize with both 
orally and intravenously given contrast mediums, a 

M r S f I o° rted in acute pancreatitis by Sylvani and 
lcGorkie. Although erosion into the gastrointestinal 
act does occur in acute pancreatitis and might ac- 



Fig. 4.—A, prone oblique view of upper gastrointestinal tract 
one week after admission. Gas abscess is confined to region of 
tail of pancreas. Gas bubbles do not extend throughout inflam¬ 
matory mass. Stomach is displaced to right, and proximal 
jejunum is depressed. Mucosal pattern in jejunum and along 
greater curvature of stomach appears edematous. B, film of left 
upper quadrant 24 hours later. Barium-filled splenic flexure is 
depressed. Subsequently, abscess eroded splenic artery, causing 
fatal hemorrhage (pathologically confirmed). 

In four of the patients in the present series, the 
clusters of vesicles were at first assumed to indicate 
stool in the colon or food in the stomach. This, of 
course, is not an uncommon error in the roentgen in¬ 
terpretation of the acute abdomen. Such shadows 



C40 


GAS ABSCESS-FELSON 


J.A.M.A., February 23, 1937 


should be carefully evaluated by following the out¬ 
lines of the gas in the adjacent parts of the colon and 
stomach. If doubt exists, further studies are indicated. 
These may include oblique, lateral, and decubitus 
views, stereoscopic coned films of the area in question, 
and repeated anteroposterior views after a short time 
interval. The margins of the abdominal abscess are ill- 
defined and patternless, in contradistinction to the 
margins of gas within the lumen of the intestine. The 
gas in the abscess shifts little with changes in position 
and is constant in location on all subsequent films. 7 If, 
after additional views, the problem is still unresolved, 
barium studies will usually prove conclusive. Once a 
gas-containing abscess is suspected roentgenologically, 
its presence or absence can usually be definitely de¬ 
termined by further study. This applies not only to die 
small vesicle type of gas abscess but also to the uni¬ 
locular variety', which even more closely resembles a 
loop of intestine. 

Since any abdominal abscess may contain gas, the 
differentiation of pancreatic gas abscess from an 
abscess arising in another organ is often difficult. 
Walled-off perforation of peptic ulcer, especially into 
the lesser sac, perforating carcinoma of the colon, 
stomach, or pancreas, and subphrenic, perinephric, 
retroperitoneal, peridiverticular, and pericholecystic 
abscesses must all be considered in the differential 
diagnosis. In addition, the rare conditions of emphy¬ 
sematous gastritis 8 and pneumatosis cystoides intest- 
inalis 0 may simulate pancreatic gas abscess. Most of 
these conditions can be excluded on the basis of the 
location of the extralumenal gas. However, when they 
involve the region of the pancreas, roentgen differ¬ 
entiation may be troublesome. 

I have found the lateral view of the abdomen par- 
ticul >rly helpful in the recognition of the pancreatic 
origin of a gas abscess. The presence of gas behind 
the stomach, in the region of the lesser sac, narrows 
down considerably the number of possible causes. 
Administration of contrast mediums to outline the 
urinary and gastrointestinal tracts will then serve to 
eliminate perinephric abscess and perforation of the 
intestine and to reveal additional signs of pancreatitis. 
The diagnosis is further supported, of course, by clin¬ 
ical and laboratory evidence of pancreatitis and by the 
presence of glycosuria and hyperglycemia. 

Comment 

The gas found in these abscesses of the pancreas 
must be bacteriogenic in origin, since no communica¬ 
tion with the gastrointestinal tract has been demon¬ 
strated in any of the cases. It is well known that the 
Clostridium organisms may produce gas in the tissues, 
but it is not so generally appreciated that other or¬ 
ganisms may do the same. 10 A variety of common or¬ 
ganisms, including Klebsiella, Proteus, and Esch. coli 
may form gas in vitro. Furthermore, gas production 
in vivo by Esch. coli has frequently been recorded. Gas 


infections are more common in diabetics, as a result of 
the action of Esch. coli on the excessive dextrose in 
the tissue fluids.” Since transient hyperglycemia and 
glycosuria, with or without preexisting diabetes, are 
common during attacks of acute pancreatitis, 12 and 
since Esch. coli is often present in pancreatic inflam¬ 
matory processes, 5 it is surprising that gas abscess of 
the pancreas does not occur more often. 

In the present series, three patients had glycosuria 
and/or hyperglycemia on admission and two did not. 
In each of the latter, a single blood sugar determina¬ 
tion on admission was normal, but about a week later 
hyperglycemia was discovered. Glycosuria did not oc¬ 
cur in either case. In only two instances was a culture 
of the pus obtained. Esch. coli was found in one; in 
the other the culture was sterile. In a series of 98 cases 
of acute pancreatitis reported from the Cincinnati Gen¬ 
eral Hospital by Siler and Wulsin, 12 glycosuria was 
found in 7.2% and hyperglycemia in 9.9%. Seventeen 
of these patients had bacteriological observations; 
Esch. coli was found in five and Clostridium perfrin- 
gens in one. The present series is too small for statistical 
comparison, but the relationship between the glucose 
metabolism and gas abscess of the pancreas cannot be 
ignored. 

Two features encountered in the present series of 
cases have not been previously recorded: I. In 
all cases reported here the gas appeared in the form 
of multiple small vesicles; in all seven cases reported 
in the literature a single large pocket of gas or a single 
large gas-fluid level was found. No adequate explana¬ 
tion for this discrepancy is offered. 2. Four of the 
six patients reported here died during the acute epi¬ 
sode. The mortality rate from acute pancreatitis at tire 
Cincinnati General Hospital has been reported as 
18%. 12 Although tire present series is too small for def¬ 
inite conclusions, the figures suggest that gas abscess 
of the pancreas has an unusually poor prognosis. 

The frequency with which my colleagues and I have 
encountered gas abscess of the pancreas would seem 
to indicate that it is not a rare entity and that the recog¬ 
nition and investigation of extraneous gas shadows 
will lead to the detection of many additional cases. 
Familiarity with this serious condition may facilitate 
its earlier diagnosis and treatment and may obviate 
confusion in an otherwise obscure acute abdominal 
catastrophe. 

Summary 

Gas-containing abscesses of the pancreas are not un¬ 
usually rare. Their diagnosis can be made roentgen¬ 
ologically by the demonstration of extralumenal gas in 
the region of the pancreas. In view of the high inci¬ 
dence of hyperglycemia and glycosuria in these pa¬ 
tients, the gas is probably formed by the action of 
bacteria on excessive glucose in the tissues. Familiarity 
with this condition may facilitate its earlier diagnosis 
and may obviate confusion in an otherwise obscure 
acute abdominal episode. 
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The cases in figures 1, 2, and 3 are reported with the permis¬ 
sion of Drs. W. S. Terwilliger; D. E. Early and W. R. Dickens; 
and J. J, Clear and R. J. Neubauer respectively. Another case is 
included through the courtesy of Dr. H. T. Plant. 
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CLINICAL NOTES 


REVERSIBLE SUPPRESSED FUNCTION IN UNILATERAL RENAL MALROTATION 

Alan L. Abrams, M.D. 
and 

Alex L. Finkle, M.D., San Francisco 


Anomalous or faulty rotation of the kidney, a term 
applied to congenital variation in position, is seldom 
the cause in itself of renal functional disturbance. 1 
However, in conjunction with intrinsic deformities of 
renal mass, such as horseshoe kidney, or with some of 
the common anatomic aberrations of vascular supply, 2 
acute or chronic interference with renal function may 
occur. 3 Similarly, renal torsion, an acquired malrota- 
tion, such as results from growth of a retroperitoneal 
tumor, may impair function of the kidney. These rota¬ 
tional anomalies are clinically distinct from abnormal 
renal mobility for which nephropexy is advocated to 
relieve Dietl’s crises 4 associated with mechanical ob¬ 
struction. 5 

The renal pelvis faces anteriorly at the end of the 
first month of embryonic life. In the sixth week, the 
kidney derives blood supply from the adjacent area 
of the aorta, which will eventually be the aortic bi¬ 
furcation. New arteries are acquired stepwise as renal 
- ascent continues and as former arterial supply is left 
behind. After slipping over and above the aortic 
bifurcation in the seventh week, the kidney rotates 
medially on its long axis during the rise to the final 
lumbar bed; such rotation is normally complete by the 
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eighth week, at which time the renal pelvis faces 
posteriorly. 6 Various types of renal fusion constitute 
the prime interference with normal renal rotation. 
Rarely, arterial malposition distorts normal renal 
ascent, resulting in such anomalies as, for example, 
retroiliac location of the ureter. 7 

The incidence of renal malrotation is doubtlessly 
far greater than suspected. Only a fraction of such 
cases come to pyelographic study, and in many of 
these, the radiologic indications of malrotation re¬ 
ceive scant attention. No characteristic symptoms are 
associated with the condition. Kidneys in such a posi¬ 
tion are susceptible to any of the diseases that affect 
normally located kidneys. In addition, however, any 
mechanical interference with pelviureteral drainage 
will cause urinary stasis, so that obstruction and/or 
infection may then produce renal damage, with or 
without symptoms. 

The following report describes an instance of renal 
malrotation of 180 degrees in which acute initial symp¬ 
toms developed when the patient was 39 years of age. 

Report of a Case 

A 39-year-old married woman was admitted to Mount Zion 
Hospital Feb. 22, 1955, for investigation of her complaint of 
sharp, intermittent, nonradiating pain of two days’ duration in 
the left flank. Mild dysuria without frequency or other urinary 
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should be carefully evaluated by following the out¬ 
lines of the gas in the adjacent parts of tire colon and 
stomach. If doubt exists, further studies are indicated. 
These may include oblique, lateral, and decubitus 
views, stereoscopic coned films of the area in question, 
and repeated anteroposterior views after a short time 
interval. The margins of the abdominal abscess are ill- 
defined and patternless, in contradistinction to the 
margins of gas within the lumen of the intestine. The 
gas in the abscess shifts little with changes in position 
and is constant in location on all subsequent films. 7 If, 
after additional views, the problem is still unresolved, 
barium studies will usually prove conclusive. Once a 
gas-containing abscess is suspected roentgenologically, 
its presence or absence can usually be definitely de¬ 
termined by further study. This applies not only to the 
small vesicle type of gas abscess but also to the uni¬ 
locular variety, which even more closely resembles a 
loop of intestine. 

Since any abdominal abscess may contain gas, the 
differentiation of pancreatic gas abscess from an 
abscess arising in another organ is often difficult. 
Walled-off perforation of peptic ulcer, especially into 
the lesser sac, perforating carcinoma of the colon, 
stomach, or pancreas, and subphrenic, perinephric, 
retroperitoneal, peridiverticular, and pericholecystic 
abscesses must all be considered in the differential 
diagnosis. In addition, the rare conditions of emphy¬ 
sematous gastritis 8 and pneumatosis cystoides intest- 
inalis a may simulate pancreatic gas abscess. Most of 
these conditions can be excluded on the basis of the 
location of the extralumenal gas. However, when they 
involve the region of the pancreas, roentgen differ¬ 
entiation may be troublesome. 

I have found the lateral view of the abdomen par- 
licul’rly helpful in the recognition of the pancreatic 
origin of a gas abscess. The presence of gas behind 
the stomach, in the region of the lesser sac, narrows 
down considerably the number of possible causes. 
Administration of contrast mediums to outline the 
urinary and gastrointestinal tracts will then serve to 
eliminate perinephric abscess and perforation of the 
intestine and to reveal additional signs of pancreatitis. 
The diagnosis is further supported, of course, by clin¬ 
ical and laboratory evidence of pancreatitis and by the 
presence of glycosuria and hyperglycemia. 

Comment 

The gas found in these abscesses of the pancreas 
must be bacteriogenic in origin, since no communica¬ 
tion with the gastrointestinal tract has been demon¬ 
strated in any of the cases. It is well known that the 
Clostridium organisms may produce gas in the tissues, 
but it is not so generally appreciated that other or¬ 
ganisms may do the same. 10 A variety of common or¬ 
ganisms, including Klebsiella, Proteus, and Esch. coli 
may form gas in vitro. Furthermore, gas production 
in vivo by Esch. coli has frequently been recorded. Gas 


infections are more common in diabetics, as a result of 
the action of Esch. coli on the excessive dextrose in 
tire tissue fluids.” Since transient hyperglycemia and 
glycosuria, with or without preexisting diabetes, are 
common during attacks of acute pancreatitis, 12 and 
since Esch. coli is often present in pancreatic inflam¬ 
matory processes, 5 it is surprising that gas abscess of 
the pancreas does not occur more often. 

In the present series, three patients had glycosuria 
and/or hyperglycemia on admission and two did not. 
In each of the latter, a single blood sugar determina¬ 
tion on admission was normal, but about a week later 
hyperglycemia was discovered. Glycosuria did not oc¬ 
cur in either case. In only two instances was a culture 
of the pus obtained. Escb. coli was found in one; in 
the other the culture was sterile. In a series of 98 cases 
of acute pancreatitis reported from the Cincinnati Gen¬ 
eral Hospital by' Siler and Wulsin, 12 glycosuria was 
found in 7.2% and hyperglycemia in 9.9%. Seventeen 
of these patients had bacteriological observations; 
Esch. coli was found in five and Clostridium perfrin- 
gens in one. The present series is too small for statistical 
comparison, but the relationship between the glucose 
metabolism and gas abscess of the pancreas cannot be 
ignored. 

Two features encountered in the present series of 
cases have not been previously recorded: 1. In 
all cases reported here the gas appeared in the form 
of multiple small vesicles; in all seven cases reported 
in the literature a single large pocket of gas or a single 
large gas-fluid level was found. No adequate explana¬ 
tion for this discrepancy is offered. 2. Four of the 
six patients reported here died during the acute epi¬ 
sode. The mortality rate from acute pancreatitis at the 
Cincinnati General Hospital has been reported as 
18%.” Although the present series is too small for def¬ 
inite conclusions, the figures suggest that gas abscess 
of the pancreas has an unusually poor prognosis. 

The frequency with which my colleagues and I have 
encountered gas abscess of the pancreas would seem 
to indicate that it is not a rare entity and that the recog¬ 
nition and investigation of extraneous gas shadows 
will lead to the detection of many additional cases. 
Familiarity with this serious condition may facilitate 
its earlier diagnosis and treatment and may obviate 
confusion in an otherwise obscure acute abdominal 
catastrophe. 

Summary 

Gas-containing abscesses of the pancreas are not un¬ 
usually rare. Their diagnosis can be made roentgen¬ 
ologically by the demonstration of extralumenal gas in 
the region of the pancreas. In view of the high inci¬ 
dence of hyperglycemia and glycosuria in these pa¬ 
tients, the gas is probably formed by the action of 
bacteria on excessive glucose in the tissues. Familiarity' 
with this condition may facilitate its earlier diagnosis 
and may obviate confusion in an otherwise obscure 
acute abdominal episode. 
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The cases in figures 1, 2, and 3 arc reported with the permis¬ 
sion of Drs. W. S. Terwilliger; D. E. Early and W. R. Dickens; 
and J. J. Clear and R. J. Neubauer respectively. Another case is 
included through the courtesy of Dr. H. T. Plaut. 
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CLINICAL NOTES 


REVERSIBLE SUPPRESSED FUNCTION IN UNILATERAL RENAL MALROTATION 


Alan L. Abrams, M.D. 
and 

Alex L. Finkle, M.D., San Francisco 


Anomalous or faulty rotation of the kidney, a term 
applied to congenital variation in position, is seldom 
the cause in itself of renal functional disturbance. 1 
However, in conjunction with intrinsic deformities of 
renal mass, such as horseshoe kidney, or with some of 
the common anatomic aberrations of vascular supply, 2 
acute or chronic interference with renal function may 
occur. 3 Similarly, renal torsion, an acquired malrota- 
tion, such as results from growth of a retroperitoneal 
tumor, may impair function of the kidney. These rota¬ 
tional anomalies are clinically distinct from abnormal 
renal mobility for which nephropexy is advocated to 
relieve Dietl’s crises 4 associated with mechanical ob¬ 
struction. 5 

The renal pelvis faces anteriorly at the end of the 
first month of embryonic life. In the sixth week, the 
kidney derives blood supply from the adjacent area 
of the aorta, which will eventually be the aortic bi¬ 
furcation. New arteries are acquired stepwise as renal 
- ascent continues and as former arterial supply is left 
behind. After slipping over and above the aortic 
bifurcation in the seventh week, the kidney rotates 
medially on its long axis during tire rise to the final 
lumbar bed; such rotation is normally complete by the 
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eighth week, at which time the renal pelvis faces 
posteriorly. 6 Various types of renal fusion constitute 
the prime interference with normal renal rotation. 
Rarely, arterial malposition distorts normal renal 
ascent, resulting in such anomalies as, for example, 
retroiliac location of the ureter. 7 

The incidence of renal malrotation is doubtlessly 
far greater than suspected. Only a fraction of such 
cases come to pyelographic study, and in many of 
these, the radiologic indications of malrotation re¬ 
ceive scant attention. No characteristic symptoms are 
associated with the condition. Kidneys in such a posi¬ 
tion are susceptible to any of the diseases that affect 
normally located kidneys. In addition, however, any 
mechanical interference with pelviureteral drainage 
will cause urinary stasis, so that obstruction and/or 
infection may then produce renal damage, with or 
without symptoms. 

The following report describes an instance of renal 
malrotation of 180 degrees in which acute initial symp¬ 
toms developed when the patient was 39 years of age. 

Report of a Case 


A 39-year-old married woman was admitted to Mount Zion 
Hospital Feb. 22, 1955, for investigation of her coSnt of 

theTe’ftflaT'Mild Pain ° f t "° dayS ’ duration in 

left flank. Mild dysuna without frequency or other urinary 
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symptoms had begun a few hours after the onset of the pain. 
Admission to the hospital was prompted by several episodes of 
nausea and vomiting, followed by radiation of the pain to the 
left lower abdominal quadrant. 

The family history was noncontributor)'. The patient had had 
left salpingo-oophorectomy, right salpingectomy, and appendec¬ 
tomy performed on March 10, 1954, because of 20 years of 



Fig. 1.—Preoperative simultaneous excretory and retrograde 
pyelogram showing mild hydronephrosis on the left. There is no 
evidence of calculus. Left renal malrotation of 180 degrees was 
present but not recognized. 

polymenorrhea with dysmenorrhea, acute for six months prior 
to the operation. The surgeon had found uterine fibroids and 
heavy formation of intrapelvic scar tissue attributed to chronic 
inflammatory disease of the pelvis. Recovery from the operation 
had been uneventful, and the patient’s health had been good 
until the present illness developed. 

Findings on physical examination were negative except for 
moderate abdominal tenderness in the left upper quadrant. 
Results of hemogram and serologic tests were normal. Urinalysis 
revealed only an occasional leukocyte per high-power field. 
X-ray examination of the chest was normal. An intravenous uro¬ 
gram, performed Feb. 24, 1955, demonstrated that the right 
urinary tract was nonnal, but no dye was excreted by the left 
kidney. One hour later, only a poor nephrogram on the left was 
obtained. No ureteral calculus was seen. 

Severe pain in the left upper quadrant developed late in the 
evening of Feb. 24, 1955. After urologic consultation, an in¬ 
dwelling 6 F. ureteral catheter was immediately inserted up to 
the left renal pelvis. A constant, rapid drip of clear urine oc¬ 
curred, suggesting hydronephrosis; cultures of the urine were 
negative. No calculus was demonstrable by studies made on the 
kidneys, ureter, and bladder. Four days later, as the catheter was 
withdrawn, a retrograde pyelogram was made. This demonstrated 
that the left renal pelvis and calyceal system were moderately 
hydronephrotic; again there was no evidence of calculus (fig. 1). 


Choice of a lumbar or lower abdominal surgical approach 
depended upon tire differential diagnosis. It was conceivable 
that distal ureteral obstruction'on the left had developed on a; 
inflammatory basis over many years; it might have been second 
ary to trauma during the pelvic surgery eleven months before 
or it might have occurred as a complication of postoperativi 
scarring. However, no distal ureteral lesion was demonstrate; 
by x-ray examination. The most likely diagnosis was that thi 
condition was congenital, extrinsic ureteroplevic obstruction 
although renal infarction and impacted nonopaque calculus wen 
possibilities. 

Exploration through a left lumbar incision was done March 4 
1955. The renal hilum was found to be posterolateral in position 
this represented a full 180 degrees of “excessive rotation.” 0 Th 
renal pelvis faced the psoas musculature, and the renal vessel 
and ureter coursed to tire hilum posterior to the kidney (fig. 2) 
Aside from a few, small, superficial cortical cysts, the kidne; 
appeared and felt normal. The renal pedicle was carefully dis 
sected, a procedure hampered by the location of the adrenal 
This gland lay superior to the pedicle, adjacent and posterior ti 
the tipper pole of the kidney, with its base upon the posterio 
spinal musculature. After the kidney was derotated, a nephropexj 
was performed by placing, in a subcapsular position, no. ] 
chromic absorbable surgical sutures under and around the lit! 
rib in order to anchor the kidney in the fossa prepared for it b) 
blunt dissection under the dome and lateral leaf of the diaphragm 
It was ascertained that the renal pelvis and ureter were fret 
and well clear of the pedicle in the kidney’s new position. 

The postoperative course was uneventful. An intravenous uro¬ 
gram performed on the fourth day after the operation revealed 
prompt function bilaterally with minimal caliectasis on the left 



Fig. 2.—Sketch showing, at surgical exploration, overrotation 
of 180 degrees of left kidney with posterior course of renal vessels 
and ureter. 


The patient was dismissed on the ninth postoperative day. She 
has remained asymptomatic to date. Four months postoperative- 
ly, an intravenous urogram could not be obtained, despite re¬ 
peated attempts to find a vein. A left retrograde pyelogram, 
however, delineated a freely draining, delicate calyceal system. 
A final intravenous pyelogram was successfully performed April 
3, 1956, 13 months postoperatively. At that time, the left kidney 
appeared essentially normal and functioned well (fig. 3). 
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Renal Pain 

Faulty rotation of the kidney is usually classified as 
“failure of,” “reversed,” “complete,” and “excessive.” 
In general, an anomalously rotated kidney is more 
susceptible to pathological complications than a nor¬ 
mal kidney. 0 Hydronephrosis, infection, and stone for¬ 
mation are the most common lesions. Nephralgia may 
occur. Pyelography is usually hut not invariably suf¬ 
ficient to establish the diagnosis. Aortography, pre- 
sacral pneumography, or surgical exploration may be 
utilized in order to demonstrate the exact disorder. 
Nephrectomy is sometimes necessary for advanced 
renal damage. 

The exact physiological mechanisms involved in the 
production of renal pain are not known. It is gen- 



Fig. 3.—Excretory urogram 13 months after resection of left 
12.th rib, renal derotation, and nephropexy. There are delicate 
calices and satisfactory location of the ureter. Only slight mal- 
rotation persists. 


erally accepted that smooth muscle spasm from th 
renal pelvis along the course of the ureter is perceive* 
as colicky pain. Gibson 8 challenged the concept tha 
stretching of the renal capsule produces pain and he 
lieves that sympathetic denervation of the rena 
pedicle incidental to surgical mobilization account 
tor the postoperative relief of nephralgia. Kaminsk 
and co-workers 5 support this view to the extent ths 
y le Y re gulaily perform sympathetic denervation of th 
lenal pedicle in association with nephropexy for nenl 
roptosis. Ockerblady" on the other hand, stated tin 
aberrant renal arteries may themselves produce paii 
e also suggested that in nephroptosis stretching an 
inking of the redundant proximal ureter against th 
posterior parietal peritoneum produce the pains ( 

fiurHn Crl f e !l namely > 4 nephralgia due to acute ol 
struchon of the ureter. 4 Both Maluf 2 ” and Foley 0 di 


scribed anterior bulging of the distended renal pelvis 
(across an aberrant vessel that acts as a fulcrum) as 
productive of “renal pain.” Braasch 0 inferred from 
findings at surgical exploration in several of his cases 
of malrotation that the renal pedicle had been under 
intermittent tension; symptoms were relieved by free¬ 
ing the kidney completely and placing it in proper 
rotation. 

Embryology and Clinicoradiologic Diagnosis 

In the case we are reporting, several features are 
worthy of comment. The posterior course and terminal 
looping of the vascular pedicle indicated that the po¬ 
sition of the kidney resulted from excessive rotation 
during embryologic development. We should like to 
suggest a mechanism to account for this develop¬ 
mental anomaly. Consideration must be given to the 
temporal and anatomic relationship of kidney, adrenal, 
vertebral column, and body walls as somatic growth 
proceeds. Active development of the adrenal at the 
S-to-10-mm. stage results in a sizable formation in the 
upper lumbar retroperitoneum by the time the kidney 
begins to expand into this area. 10 The expansion and 
ascent of the metanephric bud at the 12-to-15-mm. 
stage into the “accommodation space” between the 
Wolffian body and the vertebral column is actually a 
relative migration: the rapid growth of the vertebral 
column and its attachments, the adrenal, and the body 
walls determine the final “rise” and ultimate location 
of the kidney in relation to contiguous structures. 

One might postulate, then, that the overrotation of 
the kidney and the position of the adrenal between 
pedicle and kidney resulted from premature develop¬ 
ment of the ureteral bud. In such a case, ascent and 
rotation of the expanding renal mass would lack the 
directive influences of vertebral column, abdominal 
walls, and, especially, the adrenal. Overrotation of the 
spatially unopposed kidney would then occur. The 
synchronization of these events is so critical that a 
relative lag of only a few hours in adrenal develop¬ 
ment could result in malposition of the adrenal, as 
observed in our patient. 

One might speculate as to why renal symptoms first 
appeared when the patient was 39 years of age. An 
analogous situation may exist in Dietl’s crisis, in which 
pain arises from vertical hypermobility of kidney and 
upper part of the ureter and which usually occurs for 
the first time in women of middle age. Possibly be¬ 
ginning weakenings of fascial supports in the fourth 
decade contribute to increased renal mobility at 
this time. We suggest that rotational and/or horizontal 
hypermobility could cause ureteral obstruction in our 
patient. If twisting of the kidney and upper part of 
the ureter suddenly occurred, failure to uncoil prompt¬ 
ly would account for both colic and suppression of 
renal function. 

Ordinarily one does not think of horizontal and ro¬ 
tational renal hypermobility in radiographic diag¬ 
nosis. It may be useful in some cases to test renal 
mobility in other planes in addition to the traditional 
vertical one. It might be proper in cases such as ours 
to employ oblique and lateral decubitus views, in ad- 
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dition to stereoscopic films, during excretory urography 
in order to include further aspects of kidney move¬ 
ment. Such further visualizations might have revealed 
the malrotation perhaps noticeable in retrospect in 
our preoperative films (fig. 1). 

Although it has been stated that no corrective treat¬ 
ment of renal malrotation is indicated, 1 we believe that 
in the present case suppressed renal function was re¬ 
lieved by derotation and nephropexy. It is also pos¬ 
sible that, in addition to alleviating obstruction, the 
later dangers of infection, stone formation, and diminu¬ 
tion of renal reserve and even hypertension 11 may 
have been averted by surgical intervention. 

Summary 

Sudden pain in the left flank and dysuria in a 39- 
vear-old woman led to pyelographic identification of a 
nonfunctioning left kidney. Surgical exploration dem¬ 
onstrated (congenital) malrotation. Derotation and 
nephropexy effected prompt restoration of renal func¬ 
tion. Renal dysfunction attributable wholly to faulty 
rotation of the kidney is uncommon. Oblique and 
lateral decubitus views, in addition to stereoscopic 
films, during excretory urography are useful in mak¬ 
ing the clinicoradiologic diagnosis. Corrective surgical 
treatment as a definitive measure for obstructive renal 
malrotation perhaps warrants greater attention. 

2340 Sutter St. (15) (Dr. Abrams). 

Dr. J. B. deC. M. Saunders, Professor of Anatomy, University 
of California School of Medicine, elucidated for us the hypothesis 
as to the sequence of events in excessive renal rotation during 
embryologic development. 


J.A.M.A., February 23, 1957 
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Gallbladder Disease.—The gall-bladder, like the appendix, has by no means a constant posi¬ 
tion in the abdomen, although it is less capable of wandering than is the latter. When it is in 
its customary position, inflammation or stone will as a rule produce the typical symptoms and 
signs. At other times, however, it lies a long way lateral to its usual point and may give rise to 
pain, not across the epigastrium, but well to the right side. Although visceral pain is usually 
felt fairly symmetrically across the middle line, at times the inflammatory process causes it to 
coincide with the actual position of the organ by involvement of the parietal peritoneum. Thus 
a gall-bladder placed laterally, the fundus lying approximately in the continuation of the an¬ 
terior axillary line, is especially prone to cause acute pain in the right side of the chest aggra¬ 
vated by breathing and suggestive of pleurisy. As there is associated inhibition of the dia¬ 
phragm, it is only a matter of an hour or two before impairment of resonance over the right 
lower lobe can be detected, as the result of the air’s being rapidly absorbed from the partially 
immobilized lung. The physician may therefore be faced with a patient breathing rapidly and 
shallowly, clearly in pain, with diminished movement of the right side of the chest and impair¬ 
ment of resonance, and tenderness over the tip of the eleventh rib. It is not unknown for him 
to make a diagnosis of pneumonia with diaphragmatic pleurisy, when in fact the basic lesion 
lies in the abdomen. For the first 24 hours it may be extremely difficult to make a diagnosis 
on clinical grounds, and an x-ray film of the lungs will also be of no help in distinguishing this 
manifestation of cholecystitis from pneumonia. Acute pneumonia does not necessarily show in 
an x-ray picture in the first 24 hours. From then on the diagnosis becomes easier because there 
is an absence of the normal adventitious sounds one would expect in a right basal pneumonia, the 
respiration rate tends to fall rather than to rise after the initial acceleration, there is no flush¬ 
ing of the face, and indeed jaundice may appear. Gall-bladder disease may simulate so closely 
that of coronary thrombosis as to present an obstacle to diagnosis. This is especially so if the 
organ be medially directed. The pain may be constricting in nature and felt across the lower 
third of the chest and not in the abdomen at all. . . . On paper the differential diagnosis is 
easy; in practice it has felled more than one expert physician and surgeon.—A. H. Southwaite, 
M.D., F.R.C.P., Pitfalls in Medicine, British Medical Journal Oct. 27, 1956. 
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Formerly the Council on Phnrmncy and Chemistry 

NAME OF COUNCIL AND TITLE OF ITS ANNUAL PUBLICATION CHANGED 


Bv authorization of the Board of Trustees of the 
American Medical Association, the Council has 
changed its name from the Council on Pharmacy and 
Chemistry to the Council on Drugs, in order that its 
proper sphere of interest and activity may be more 
accurately identified. The new name will serve to 
emphasize the basic function of the Council: to evalu¬ 
ate available evidence for the clinical application of 
all new drugs as redefined under its new program of 
operation instituted in 1955. 

The Council also has adopted the revised title New 
and Nonofficial Drugs to supersede the title New and 
Nonofficial Remedies for its well-known publication 
describing currently evaluated drugs. The revised title 


for the publication was selected to reflect more clearly 
the inclusion of monograph descriptions for evaluated 
prophylactic and diagnostic agents, as well as for 
therapeutic agents, including descriptions for drugs of 
questionable or unestablished clinical usefulness. 

The change in name of the Council and in the title 
of its publication is instituted in the Council’s column 
with this issue of The Journal to anticipate its imple¬ 
mentation in the 1958 edition of the book. Because of 
previously scheduled early release, the currently re¬ 
vised 1957 edition bears the original publication title 
and name of the Council, but it maintains the ex¬ 
panded scope of the book initially implemented in the 
1956 edition. 


NEW AND NONOFFICIAL DRUGS 


Formerly New and Nonofficial Remedies 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 
reports of investigations. Applicable commercial names for preparations of evaluated drugs are 
listed at the end of monographs and parenthet ically in the text of supplemental statements; ad¬ 
ditional commercial names of which the Council is informed will be included with subsequently 
published supplemental statements and annual editions of New and Nonofficial Drugs. 

H. D. Kautz, M.D., Secretary. 


Cycloserine.—D-4-Amino-3-isoxazolidinone.—The 
structural formula of cycloserine may he represented 
as follows: 

H*N n ,0 

Hi r 
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Actions and Uses.—Cycloserine, an antibiotic sub¬ 
stance elaborated by strains of Streptomyces orebi- 
daceus or S. garyphalus, possesses a wide spectrum 
of antibacterial activity in vitro, inhibiting the growth 
of both gram-positive and gram-negative organisms. 
This antimicrobial activity is, however, less than 
that of most other antibiotics in general use. The drug 
inhibits the growth of Mycobacterium tuberculosis in 
vitro in concentrations of 5 to 10 meg. per cubic centi¬ 
meter, but its in vivo effect in experimental tuberculosis 
in animals other than monkeys is negligible due to 
rapid excretion or metabolic destruction. In human in¬ 
fections, cycloserine exerts a definite antituberculosis 
effect; however, this is not so pronounced as that 
produced by streptomycin, isoniazid, and probably 
aminosalicylic acid. Since the drag is readily absorbed 
from tire gastrointestinal tract, therapeutically effective 
blood levels may be attained within 4 to 8 hours after 
administration, depending on dosage. The drug also 


reaches the cerebrospinal fluid in significant concen¬ 
trations. The metabolic fate of cycloserine is imper¬ 
fectly known, hut its in vivo degradation is indicated 
by the failure of the drug to appear in the urine in 
concentrations of more than 20% of the administered 
dose. 

Cycloserine is indicated in the treatment of severe 
pulmonary tuberculosis in patients who fail to respond 
to other tuberculostatic agents or whose organisms 
are resistant to these drugs. In carefully selected pa¬ 
tients in this category, the drug may produce prompt 
symptomatic improvement as evidenced by subsidence 
of fever, improvement of appetite, diminution of cough 
and expectoration, and, in some cases, weight gain. 
The drug is considered to be less effective than 
streptomycin and isoniazid in producing long-term 
improvement. Thus sputum conversions and favorable 
x-ray changes have been reported, but the incidence 
of these is variable. Because of this relatively weak 
tubei culostatic effect and also because of its potential 
toxicity, cycloserine should not be used for the 
initial chemotherapy of tuberculosis. Chemotherapy 
for untreated patients should be initiated with other 
agents adjudged to be more effective and less toxic, 
including streptomycin, isoniazid, and aminosalicylic 
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acid, or combinations of these drugs. If and when re¬ 
sistance to the foregoing agents develops, substantia] 
benefit may follow the judicious use of cycloserine. 
The ability of cycloserine to penetrate the cerebro¬ 
spinal fluid suggests its possible value in tubercular 
meningitis, but its efficacy in the few cases reported 
to date has not been impressive. 

On the basis of past experience, indicating that com¬ 
bined chemotherapy for the treatment of tuberculosis 
is generally more satisfactory' than therapy with a 
single agent, cycloserine has been administered in 
combination with isoniazid. Preliminary reports indi¬ 
cate that such a combination may be more effective in 
controlling tuberculosis than is cycloserine given alone. 
Such combined therapy offers the possible additional 
advantage of allowing cycloserine to be administered 
in smaller total dosages, thereby decreasing the inci¬ 
dence and severity of its toxic effects. Sufficient experi¬ 
ence is not available at the present time, however, to 
adjudge the efficacy of such a regimen; likewise, little 
or no evidence is available on the usefulness of cy¬ 
closerine combined with tuberculostatic agents other 
than isoniazid. 

Contrary to original expectations, bacterial resistance 
to cycloserine does develop, but the speed with which 
this occurs is not yet certain. Some reports indicate a 
very slow emergence of resistant strains; others indi¬ 
cate that resistance develops rapidly and is associated 
with a failure of the drug to improve the pathological 
process. Whether the emergence of resistance to 
cycloserine can be delayed by combining the drug 
noth other antituberculosis drugs can be determined 
only in the light of subsequent experience. 

Selected cases of stubborn upper and lower urinary 
tract infections produced by a variety of bacteria 
have been successfully treated with cycloserine. Or¬ 
ganisms against which it is useful include streptococci, 
micrococci (staphylococci), Escherichia coli, and 
Aerobacter aerogenes. It is not effective against Pseu¬ 
domonas and Proteus vulgaris and is of no value in 
the treatment of gonorrhea. Since cycloserine has a 
relatively weak antibacterial effect and appreciable 
toxicity, its use for therapy in urinary tract infections 
should be reserved for those patients in whom other 
antimicrobial therapy is contraindicated because of 
bacterial resistance or drug sensitivity. 

In terms of frequency and severity, but not neces¬ 
sarily long-term damaging effects, the toxic effects of 
cycloserine exceed those of all other agents commonly 
used in the chemotherapy of tuberculosis. Depending 
on dosage, toxic effects referable to the central nervous 
system occur in a large percentage of patients to whom 
it is administered. Such effects include headache, 
vertigo, lethargy, behavioral changes, psychotic epi¬ 
sodes, and convulsions. The convulsive seizures vary 
in bTpe from petit mal to grand mal and have been 
observed in a sizable percentage of patients receiving 
1 gm. or more of the drug per day. When dosage is 
reduced to 0.5 gm. per day or less, the incidence of 
convulsions is greatly reduced. The effects on the 
central nervous system generally appear within the 
first week or two of treatment and are reversible 
upon discontinuance of therapy; however, the drug 


is contraindicated in patients with a history of epilepsy 
and mental disturbances and should be administered 
with caution and in reduced dosage to patients with 
renal insufficiency. 

Dosage .—Cycloserine is administered orally. Because 
of its potential toxic effects, the drug should be admin¬ 
istered initially only to patients who are hospitalized 
and who can be closely observed for serious reactions, 
such as convulsions and psychotic disturbances. Expe¬ 
rience has shown that toxic effects may be minimized 
if blood levels of the drug do not exceed 25 to 30 
meg. per cubic centimeter. It is, therefore, imperative 
that determinations of blood concentration be made as 
a guide to dosage. These should be performed fre¬ 
quently during initiation of therapy and then repeated 
periodically during the subsequent two months of 
therapy. 

For treatment of tuberculosis, blood levels should, 
if possible, be maintained around 25 to 30 meg. per 
cubic centimeter. Initial dosage should be low and 
then increased gradually if no signs of toxic reaction 
supervene. As a general guide, 0.25 gm. per day may 
be administered for the initiation of therapy. If no 
convulsions or other serious side-effects occur after 
two weeks,.dosage is increased to 0.25 gm. twice daily. 
This may be continued for ah additional 10 days, at 
which time the dosage is increased to 0.25 gm. three 
times daily. Although maximum daily dosages of 1 
gm. have been administered, it is not yet known 
whether the therapeutic effect of such a regimen 
exceeds that of 0.5 gm. per day. In view of the in¬ 
creased toxic effects of the higher dosages, the total 
amount administered should probably not exceed 0.5 
gm. per day. Even in the absence of toxic effects, 
dosage should be reduced if blood levels exceed 30 
meg. per cubic centimeter. In experimental studies 
with combination therapy, dosages of not more than 
0.25 gm, of cycloserine and 0.15 gm. of isoniazid have 
been employed every 12 hours. For the treatment of 
urinary tract infections, the dosage of cycloserine 
should not exceed 0.25 gm. every 12 hours. 

Applicable commercial name: Seromycin. 

Eli Lilly & Company cooperated by furnishing scientific data 
to aid in the evaluation of cycloserine. T 

Novobiocin Sodium.—The sodium salt of an anti¬ 
biotic substance produced by fermentation from cul¬ 
tures of Streptomyces niveus and S. spheroides. The 
structural formula of novobiocin sodium may be rep¬ 
resented as follows: 
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Actions and Uses.—Novobiocin sodium, an antibiotic 
with a moderate antimicrobial spectrum whose scope 
of clinical application has not yet been completely 
determined, inhibits the growth of many gram-positive 
organisms in vitro, being particularly active against 
Micrococcus (Staphylococcus) pyogenes var. aureus. 
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Except for some strains of Proteus vulgaris and coli- 
form bacteria, it has little or no activity against most 
grain-negative bacilli of the enteric group. Gram¬ 
negative cocci are only moderately sensitive to the 
drug, and its effect on enterococci is variable. 

After oral administration to man or experimental 
animals, novobiocin is rapidly absorbed from the 
gastrointestinal tract, producing peak concentrations 
in the blood within 2 to 3 hours. High levels are found 
at 8 hours, and detectable amounts may be found in 
the serum for as long as 24 hours. The antibiotic dif¬ 
fuses in appreciable concentration into pleural and 
ascitic fluid but not into the cerebrospinal fluid in the 
presence of noninflamed meninges. Novobiocin is con¬ 
centrated in the liver and bile and is excreted in the 
feces and urine. 

Novobiocin sodium is indicated for the treatment of 
micrococcic (staphylococcic) infections. Because of its 
side-effects and the ease with which resistant strains 
may develop, it is best reserved for the more serious 
type of infection in which the patient is allergic to 
other drugs or in which the micrococci are resistant 
to the commonly employed antimicrobial agents. Such 
agents include penicillin, the tetracyclines, erythro¬ 
mycin, streptomycin, chloramphenicol, neomycin, baci¬ 
tracin, and the sulfonamides. The drug has been 
successful in arresting serious infections, some of which 
might have caused death because of uninhibited 
growth of organisms resistant to all other available 
antibiotics. To date, it has produced good results in 
the treatment of cellulitis, various abscesses and«ulcers, 
postoperative wound infections, and micrococcic enter¬ 
itis and septicemia. Novobiocin sodium also has been 
used for the treatment of Proteus infections, partic¬ 
ularly those of the urinary tract that are resistant to 
other agents. Although preliminary results are gratify¬ 
ing, further study is necessary to establish its ultimate 
usefulness for this purpose. 

In vitro and clinical evidence indicates that micro¬ 
coccic resistance to novobiocin develops in a manner 
similar to that to other antibiotics. To date, no cross 
resistance to other antibiotics has been observed. In 
view of its demonstrated effectiveness against sensitive 
strains of micrococci resistant to other antibiotics, the 
clinical use of novobiocin should be sharply circum¬ 
scribed. In general, it should not be used for minor 
infections, should be withheld until resistance or 
allergy precludes the use of other antibiotics, and 
should not be administered until accurate bacteriolog¬ 
ical identification of micrococci has been made. When 
indicated, therapy should be sufficiently intense to 
overwhelm the offending bacteria before resistant 
strains can develop. Only by preventing the indis¬ 
criminate use of novobiocin can its valuable anti- 
micrococcic properties be preserved. 

Novobiocin sodium is an antibiotic with a relatively 
high index of sensitization. Thus, skin rashes, urticaria, 
and fever have been observed in a significant per¬ 
centage of patients to whom it was administered. 
Transient leukopenia, possibly due to the drug, has 
been reported in about 2% of patients undergoing 
novobiocin therapy. This has not as yet been observed 
to progress into true agranulocytosis, but physicians 


should be alert for this possibility and should make 
frequent examinations of the peripheral blood during 
therapy, In some patients the drug also produces a 
yellow pigment that interferes with the determination 
of serum bilirubin and may cause false positive reac¬ 
tions. This is, however, a metabolite of the drug rather 
than a bile pigment. Novobiocin may, therefore, be 
administered cautiously to patients with liver damage. 

Dosage.—Novobiocin sodium is administered orally. 
Since the ability of blood serum to bind the drug may 
vaty from individual to individual, dosage cannot be 
easily standardized. Hence, physicians should admin¬ 
ister the drug in sufficiently large dosages to produce 
a clinical effect. As a general guide, the usual dose for 
adults is 0.25 gm. every 6 hours or 0.5 gm. every 12 
hours. In unusually severe or resistant infections, ad¬ 
ministration of 2 gm. or more per day in divided doses 
may be necessary. For children, total daily dosages 
ranging from 15 to 45 mg. per kilogram of body 
weight may be administered, the higher amounts being 
indicated for the more severe infections. Medication 
should be continued for at least 48 hours after tem¬ 
perature has returned to normal and all evidence of 
infection has subsided. 

Applicable commercial names: Albamycin Sodium; Cathomy- 
cin Sodium. 

Merck Sharp & Dohme Research Laboratories, Division of 
Merck & Co., Inc., and The Upjohn Company cooperated by 
furnishing scientific data to aid in the evaluation of novobiocin 
sodium. 


Povidone-Iodine.—A complex produced by reacting 
iodine with the polymer polyvinylpyrrolidone. 

Actions and Uses.—Povidone-iodine is a water-sol¬ 
uble complex of polyvinylpyrrolidone and iodine. On 
contact with the skin or mucous membranes, the com¬ 
plex breaks down and inorganic iodine is slowly 
released. Thus, the drug has been used topically as a 
mild anti-infective agent for the prevention and con¬ 
trol of cutaneous infections susceptible to iodine. 
These include contaminated wounds, streptococcic 
and micrococcic (staphylococcic) infections of the 
skin, and certain infections of the mouth and oral 
mucosa. The complex has also been employed for 
preoperative preparation of the skin. It has been tried 
for the treatment of eczematoid ringworm and oral 
and vaginal moniliasis. 

Because of slow release from the organic complex, 
povidone-iodine does not produce the stinging or ir¬ 
ritation usually experienced after topical application of 
elemental iodine. Sufficient evidence is not yet avail¬ 
able to determine its possible sensitizing properties. 
The complex may be expected to produce the anti¬ 
microbial effects of iodine in general. 

Dosage.~F or topical application to the skin, an 
aqueous solution containing 1 to 1.5% available iodine 
is applied as needed. Solutions containing 0.05 to 
0.15% available iodine have been used at hourly 
intervals for the treatment of infections of tire mouth 
and oral mucosa. 


commercial names: iietadme; Isodine. 

International Latex Corporation cooperated by furnishing sci¬ 
entific data to aid m the evaluation of povidone-iodine. 
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acid, or combinations of these drugs. If and when re¬ 
sistance to the foregoing agents develops, substantial 
benefit may follow the judicious use of cycloserine. 
The ability of cycloserine to penetrate the cerebro¬ 
spinal fluid suggests its possible value in tubercular 
meningitis, but its efficacy in the few cases reported 
to date has not been impressive. 

On the basis of past experience, indicating that com¬ 
bined chemotherapy for the treatment of tuberculosis 
is generally more satisfactory than therapy with a 
single agent, cycloserine has been administered in 
combination with isoniazid. Preliminary reports indi¬ 
cate that such a combination may be more effective in 
controlling tuberculosis than is cycloserine given alone. 
Such combined therapy offers the possible additional 
advantage of allowing cycloserine to be administered 
in smaller total dosages, thereby decreasing the inci¬ 
dence and severity of its toxic effects. Sufficient experi¬ 
ence is not available at the present time, however, to 
adjudge the efficacy of such a regimen; likewise, little 
or no evidence is available on the usefulness of cy¬ 
closerine combined with tuberculostatic agents other 
than isoniazid. 

Contrary to original expectations, bacterial resistance 
to cycloserine does develop, but the speed with which 
this occurs is not yet certain. Some reports indicate a 
very slow emergence of resistant strains; others indi¬ 
cate that resistance develops rapidly and is associated 
with a failure of the drug to improve the pathological 
process. Whether the emergence of resistance to 
cycloserine can be delayed by combining the drug 
with other antituberculosis drugs can be determined 
only in the light of subsequent experience. 

Selected cases of stubborn upper and lower urinary 
tract infections produced by a variety of bacteria 
have been successfully treated with cycloserine. Or¬ 
ganisms against which it is useful include streptococci, 
micrococci (staphylococci), Escherichia coli, and 
Aerobacter aerogenes. It is not effective against Pseu¬ 
domonas and Proteus vulgaris and is of no value in 
the treatment of gonorrhea. Since cycloserine has a 
relatively weak antibacterial effect and appreciable 
toxicity, its use for therapy in urinary tract infections 
should be reserved for those patients in whom other 
antimicrobial therapy is contraindicated because of 
bacterial resistance or drug sensitivity. 

In terms of frequency and severity, but not neces¬ 
sarily long-term damaging effects, the toxic effects of 
cycloserine exceed those of all other agents commonly 
used in the chemotherapy of tuberculosis. Depending 
on dosage, toxic effects referable to the central nervous 
system occur in a large percentage of patients to whom 
it is administered. Such effects include headache, 
vertigo, lethargy, behavioral changes, psychotic epi¬ 
sodes, and convulsions. The convulsive seizures vary 
in ripe from petit mal to grand mal and have been 
observed in a sizable percentage of patients receiving 
1 gm. or more of the drug per day. When dosage is 
reduced to 0.5 gm. per day or less, the incidence of 
convulsions is greatly reduced. The effects on the 
central nervous system generally appear within the 
first week or two of treatment and are reversible 
upon discontinuance of therapy; however, the drug 


is contraindicated in patients with a history of epilepsy 
and mental disturbances and should be administered 
with caution and in reduced dosage to patients with 
renal insufficiency. 

Dosage— Cycloserine is administered orally. Because 
of its potential toxic effects, the drug should be admin¬ 
istered initially only to patients who are hospitalized 
and who can be closely observed for serious reactions, 
such as convulsions and psychotic disturbances. Expe¬ 
rience has shown that toxic effects may be minimized 
if blood levels of the drug do not exceed 25 to 30 
meg. per cubic centimeter. It is, therefore, imperative 
that determinations of blood concentration be made as 
a guide to dosage. These should be performed fre¬ 
quently during initiation of therapy and then repeated 
periodically during the subsequent two months of 
therapy. 

For treatment of tuberculosis, blood levels should, 
if possible, be maintained around 25 to 30 meg. per 
cubic centimeter. Initial dosage should be low and 
then increased gradually if no signs of toxic reaction 
supervene. As a general guide, 0.25 gm. per day may 
be administered for the initiation of therapy. If no 
convulsions or other serious side-effects occur after 
two weeks,.dosage is increased to 0.25 gm. twice daily. 
This may be continued for an additional 10 days, at 
which time the dosage is increased to 0.25 gm. three 
times daily. Although maximum daily dosages of 1 
gm. have been administered, it is not yet known 
whether the therapeutic effect of such a regimen 
exceeds that of 0.5 gm. per day. In view of the in¬ 
creased toxic effects of the higher dosages, the total 
amount administered should probably not exceed 0.5 
gm. per day. Even in the absence of toxic effects, 
dosage should be reduced if blood levels exceed 30 
meg. per cubic centimeter. In experimental studies 
with combination therapy, dosages of not more than 
0.25 gm. of cycloserine and 0.15 gm. of isoniazid have 
been employed every 12 hours. For the treatment of 
urinary tract infections, the dosage of cycloserine 
should not exceed 0.25 gm. every 12 hours. 

Applicable commercial name: Seromycin. 

Eli Lilly & Company cooperated by furnishing scientific data 
to aid in tile evaluation of cycloserine. 

Novobiocin Sodium.—The sodium salt of an anti¬ 
biotic substance produced by fermentation from cul¬ 
tures of Streptomyces niveus and S. spheroides. The 
structural formula of novobiocin sodium may be rep¬ 
resented as follows: 


ONo 



tl 
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Actions and Uses.—Novobiocin sodium, an antibiotic 
with a moderate antimicrobial spectrum whose scope 
of clinical application has not yet been completely 
determined, inhibits the growth of many gram-positive 
organisms in vitro, being particularly active against 
Micrococcus (Staphylococcus) pyogenes var, aureus. 
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Except for some strains of Proteus vulgaris and coli- 
form bacteria, it has little or no activity against most 
gram-negative bacilli of the enteric group. Gram- 
negative cocci are only moderately sensitive to the 
drug, and its effect on enterococci is variable. 

After oral administration to man or experimental 
animals, novobiocin is rapidly absorbed from the 
gastrointestinal tract, producing peak concentrations 
in the blood within 2 to 3 hours. High levels are found 
at S hours, and detectable amounts may be found in 
the serum for as long as 24 hours. The antibiotic dif¬ 
fuses in appreciable concentration into pleural and 
ascitic fluid but not into the cerebrospinal fluid in the 
presence of noninflamed meninges. Novobiocin is con¬ 
centrated in the liver and bile and is excreted in the 
feces and urine. 

Novobiocin sodium is indicated for the treatment of 
micrococcic (staphylococcic) infections. Because of its 
side-effects and the ease with which resistant strains 
may develop, it is best reserved for the more serious 
type of infection in which the patient is allergic to 
other drugs or in which the micrococci are resistant 
to tire commonly employed antimicrobial agents. Such 
agents include penicillin, the tetracyclines, erythro¬ 
mycin, streptomycin, chloramphenicol, neomycin, baci¬ 
tracin, and the sulfonamides. The drug has been 
successful in arresting serious infections, some of which 
might have caused death because of uninhibited 
growth of organisms resistant to all other available 
antibiotics. To date, it has produced good results in 
the treatment of cellulitis, various abscesses arid-ulcers, 
postoperative wound infections, and micrococcic enter¬ 
itis and septicemia. Novobiocin sodium also has been 
used for the treatment of Proteus infections, partic¬ 
ularly those of die urinary tract that are resistant to 
other agents. Although preliminary results are gratify¬ 
ing, further study is necessary to establish its ultimate 
usefulness for this purpose. 

In vitro and clinical evidence indicates that micro¬ 
coccic resistance to novobiocin develops in a manner 
similar to that to other antibiotics. To date, no cross 
resistance to other antibiotics has been observed. In 
view of its demonstrated effectiveness against sensitive 
strains of micrococci resistant to other antibiotics, the 
clinical use of novobiocin should be sharply circum¬ 
scribed. In general, it should not be used for minor 
infections, should be withheld until resistance or 
allergy precludes the use of other antibiotics, and 
should not be administered until accurate bacteriolog¬ 
ical identification of micrococci has been made. Wien 
indicated, therapy should be sufficiently intense to 
overwhelm the offending bacteria before resistant 
strains can develop. Only by preventing the indis¬ 
criminate use of novobiocin can its valuable anti- 
micrococcic properties be preserved. 

Novobiocin sodium is an antibiotic with a relatively 
high index of sensitization. Thus, skin rashes, urticaria, 
and fever have been observed in a significant per¬ 
centage of patients to whom it was administered. 
Transient leukopenia, possibly due to the drug, has 
been reported in about 2% of patients undergoing 
novobiocin therapy. This has not as yet been observed 
to progress into true agranulocytosis, but physicians 


should be alert for this possibility and should make 
frequent examinations of the peripheral blood during 
therapy. In some patients the drug also produces a 
yellow pigment that interferes with the determination 
of serum bilirubin and may cause false positive reac¬ 
tions. This is, however, a metabolite of the drug rather 
than a bile pigment. Novobiocin may, therefore, be 
administered cautiously to patients with liver damage. 

Dosage.—Novobiocin sodium is administered orally. 
Since the ability of blood serum to bind the drug may 
vary from individual to individual, dosage cannot be 
easily standardized. Hence, physicians should admin¬ 
ister the drug in sufficiently large dosages to produce 
a clinical effect. As a general guide, the usual dose for 
adults is 0.25 gm. every 6 hours or 0.5 gm. every 12 
hours. In unusually severe or resistant infections, ad¬ 
ministration of 2 gm. or more per day in divided doses 
may be necessary. For children, total daily dosages 
ranging from 15 to 45 mg. per kilogram of body 
weight may be administered, the higher amounts being 
indicated for the more severe infections. Medication 
should be continued for at least 48 hours after tem¬ 
perature has returned to normal and all evidence of 
infection has subsided. 

Applicable commercial names: Albamycin Sodium; Cathomy- 
cin Sodium. 

Merck Sharp & Dohme Research Laboratories, Division of 
Merck & Co., Inc., and The Upjohn Company cooperated by 
furnishing scientific data to aid in the evaluation of novobiocin 
sodium. 


Povidone-Iodine.—A complex produced by reacting 
iodine with the polymer polyvinylpyrrolidone. 

Actions ami Uses.—Povidone-iodine is a water-sol¬ 
uble complex of polyvinylpyrrolidone and iodine. On 
contact with the skin or mucous membranes, the com¬ 
plex breaks down and inorganic iodine is slowly 
released. Thus, the drug has been used topically as a 
mild anti-infective agent for the prevention and con¬ 
trol of cutaneous infections susceptible to iodine. 
These include contaminated wounds, streptococcic 
and micrococcic (staphylococcic) infections of the 
skin, and certain infections of the mouth and oral 
mucosa. The complex has also been employed for 
preoperative preparation of the skin. It has been tried 
for the treatment of eczematoid ringworm and oral 
and vaginal moniliasis. 

Because of slow release from the organic complex, 
povidone-iodine does not produce the stinging or ir¬ 
ritation usually experienced after topical application of 
elemental iodine. Sufficient evidence is not yet avail¬ 
able to determine its possible sensitizing properties. 
The complex may be expected to produce the anti¬ 
microbial effects of iodine in general. 

Dosage .—For topical application to the skin, an 
aqueous solution containing 1 to 1.5% available iodine 
is applied as needed. Solutions containing 0.05 to 
0,15% available iodine have been used at hourly 
intervals for the treatment of infections of the mouth 
and oral mucosa. 


commercial names: Uetadjne; Isodine. 

International Latex Corporation cooperated by fumishina sci¬ 
entific data to aid in the evaluation of povidone-iodine. 
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FITNESS OF AMERICAN YOUTH 

The President’s Council on Youth Fitness has just 
issued a report “Fitness of American Youth.” 1 This re¬ 
port arises out of the Conference on the Fitness of 
American Youth, originally scheduled to be held in 
Denver in the fall of 1955 and postponed because of 
the President’s heart attack, held at Annapolis on June 
18 and 19,1956. The conference was composed of 150 
invited delegates, representative of various groups 
including physicians, dentists, educators, physical edu¬ 
cators, athletic coaches, athletes, physiologists, and 
civic, service, and youth-serving agencies. The con¬ 
ference was said to have been stimulated by concern 
aroused in the President’s mind relative to the fitness 
of American youth. Whether today’s youngsters are as 
fit as those of former generations and their Euro¬ 
pean counterparts has been a subject of much specu¬ 
lation in the press and in professional periodicals. 
Claims and counterclaims concerning the "softness” 
of our boys and girls have been the order of the 
day. The public interest that this controversy has 
stimulated has served a useful purpose in bringing 
about the President’s conference and thus attracting 
attention to the importance of fitness in the youth of 
the nation. 

Physicians and educators have long been aware of 
the importance of fitness in the broad total sense. Both 
have a concept of fitness considerably broader than 
physical performance or limited muscular function. 
A true concept of fitness includes the mental, the 
moral, the social, and the emotional as well as the 
physical. It is not dependent on physical perfection, 
although good physical equipment helps. It is not in¬ 
consistent with handicaps, providing the individual can 
successfully readjust to or overcome handicaps. One 
of the best and briefest definitions of physical fitness 
is that which defines it as a state of being in which one 
can live best and serve most. 

Such a concept of fitness is implemented best 
through a school-community program designed to 
reach all of our youth. Physicians who have young 

X. Fitness of American Youth: A Report to the President of 
of the United States on the President’s Conference on Fitness of 
American Youth, Annapolis, Md., June 18-19, 19o6, Washington, 
D. C., Government Printing Office, Division of Public Documents. 


patients and those who serve the schools and other 
agencies dealing with youth have a particularly im¬ 
portant role in this broad program. The first physician 
to serve in the nation’s schools was appointed in New 
York City in 1892. In 1911, shortly after the great 
awakening of health consciousness in the United 
States, the National Education Association and the 
American Medical Association established a Joint 
Committee on Health Problems in Education. This 
committee will bold its annual meeting in March of 
1957 at the headquarters of the American Medical 
Association and will consider the current problems 
in health and fitness that concern both physicians 
and educators. The activity of this committee has 
never lapsed during the more than 45 years of its 
existence. 

Also, in 1911 the American Medical Association 
established a Council on Health and Public Instruc¬ 
tion, which became in 1922 the Bureau of Health and 
Public Instruction and was renamed in 1938 the Bu¬ 
reau of Health Education, under which title it still 
functions. Since the beginning, this division of the 
American Medical Association has taken a keen inter¬ 
est in the health of the school child. It has cooperated 
closely with the Joint Committee, with the National 
Congress of Parents and Teachers, with the State and 
Territorial Health Officers, with the Chief State School 
Officers, and with other agencies concerned with the 
public health and the fitness of youth. 

During World War II, the American Medical Asso¬ 
ciation participated with the United States government 
in a Joint Committee on Fitness, which initiated a 
number of important research projects, all of which 
were dropped when the war ended. Not only were the 
projects discontinued but the government withdrew 
its membership on the committee, leaving only the 
American Medical Association representatives. The 
President of the American Medical Association at that 
time, who was one of the remaining members of the 
committee, then requested the Bureau of Health Edu¬ 
cation to prepare a plan by which the American Medi¬ 
cal Association could contribute to the fitness of Amer¬ 
ican youth. 

Pursuant to recommendations from the Bureau, the 
Trustees added to the Bureau staff two professional 
members, a physician experienced in public health and 
an educator experienced in health and physical edu¬ 
cation. No specific "A. M. A. plan” for health in 
schools was evolved. The professional workers busied 
themselves with studying successful projects and es¬ 
tablishing a center for exchange of information and 
experience and for cooperative endeavor toward the 
common goal. Close liaison was established with the 
U. S. Office of Education and the educational associa¬ 
tions, particularly the American Association for Health, 
Physical Education, and Recreation, the American 
Association of School Administrators, and the Ameri¬ 
can School Health Association. After several years of 
study, observation, and cooperative planning, the 
American Medical Association sponsored a tentative 
National Conference on Physicians and Schools at 
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Highland Park, Ill., in 1947. To this conference were 
invited representatives of state medical societies, state 
education associations, state health departments, and 
state education departments. This first conference 
was followed at biennial intervals by four other con¬ 
ferences, each of which resulted in a report of 
agreement on suggested policies and practices for im¬ 
plementing health and fitness for school-age children. 
In 1957 there is to be a sixth such meeting, mark¬ 
ing a decade of these conferences and planned around 
the theme of “a decade of progress toward health and 
fitness.” 

Following the creation of the National Conferences 
on Physicians and Schools, state medical societies and 
in some instances state health or education depart¬ 
ments initiated state conferences on physicians and 
schools. There have also been numerous grass roots 
conferences within the states, where regional repre¬ 
sentatives have gathered to discuss, adapt, and imple¬ 
ment the recommendations of the national confer¬ 
ences at Highland Park. The result in 10 years has 
been a rapid acceleration of interest in school health 
services, healthful school living, and health educa¬ 
tion. This cooperative effort has brought to bear the 
combined thinking and experience of representatives 
of many agencies. The fact that no special formula 
has been offered has left local groups free to exchange 
ideas and to evolve plans to fit their own particular 
needs better than any preconceived pattern could 
possibly do. 

It was, therefore, with great interest that the Ameri¬ 
can Medical Association regarded the President’s Con¬ 
ference on Fitness of American Youth. The Associa¬ 
tion’s President Dr. Elmer Hess and the Director of 
its Bureau of Health Education, Dr. W. W. Bauer, 
were invited to attend by President Eisenhower. Both 
participated in the group discussions of the con¬ 
ference. 

The conference report offers the sound and con¬ 
structive recommendation that no new agencies be 
created to function as project operating entities. In¬ 
stead, it recommends that the considerable good work 
already being done be recognized and that studies 
be made to ascertain deficiencies, gaps, overlappings, 
duplications, and weaknesses. To this end the confer¬ 
ence suggested to the President the establishment of a 
commission on fitness, to consist of those secretaries 
in the Cabinet whose departmental responsibilities 
relate to fitness of American youth in the broadest 
sense. Also, the conference recommended a citizen’s 
advisory committee to assist with the work of the com¬ 
mission. To both of these recommendations the Presi¬ 
dent graciously acceded. The Cabinet commission has 
been appointed, an office has been established, and a 
director has been employed. The personnel of the 
Citizens Advisory Committee has not yet been an¬ 
nounced. 

Physicians in general and especially those interested 
in pediatrics, public health, or school health services 
will be vitally interested in the proceedings and the 
recommendations of the President’s commission. Since 
t re commission, under the President’s mandate grow- 
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ing out of the Annapolis Conference, is to be con¬ 
cerned largely with coordination of existing programs 
and since most of these programs are already carried 
out with medical concurrence and guidance, it is 
hoped that the commission will avail itself of the re¬ 
sources of the medical profession at the national, state, 
and local levels in the implementation of its important 
responsibilities. There is no profession more keenly 
interested in the health and fitness of American youth 
than is the medical profession. 


A. M. A. COUNCIL AND PUBLICATION 
RENAMED 

The Council on Pharmacy and Chemistry of the 
American Medical Association, known by this name 
since its organization in 1905, has been renamed the 
Council on Drugs. At the same time, the Council’s 
well-known publication for describing drugs, New and 
Nonofficial Remedies, which has appeared in annual 
book form since 1907 and for many years as a regular 
cumulative feature of the Council’s column in The 
Journal, is being retitled New and Nonofficial Drugs. 
Both changes, announced and initiated by the Council 
with this issue of The Journal (page 645), are in¬ 
tended to emphasize the primary concern of the 
Council with the clinical application of drugs and the 
expanded scope of its new program for evaluation 
of drugs, instituted in The Journal during 1955 and 
in the 1956 edition of the book.’ The publication of 
monograph statements on many more new drugs, 
which became feasible with the inauguration of the 
Council’s new program, is further reflected in the re¬ 
vised and enlarged 1957 edition of the book, currently 
available under the original title and name of the 
Council. The Council’s new name and revised title of 
its publication are scheduled to appear in the 1958 
and subsequent editions of the book. 

With use of the name Council on Drugs and pub¬ 
lication title New and Nonofficial Drugs, it is hoped 
that physicians especially will be encouraged to make 
more use of the Council’s column of The Journal and 
the current and succeeding editions of its annual pub¬ 
lication as an increasingly informative source of un¬ 
biased information concerning the actions, clinical 
uses, hazards, and dosage of commercially available 
new drugs. The Council now undertakes to provide 
such information on all new drugs, whether or not 
their usefulness and limitations have been conclusively 
established by currently available scientific data and 
reports of investigations. In addition, the Council lists 
all known domestic trade (commercial) names with 


1. New Program of Operation for Evaluation of Drugs, state¬ 
ment of the Council on Pharmacy and Chemistry JAMA 
150:1170-1171 (July 30) 1955. The New N. N.’r.' editorial' 
ibid. 101:460 (June 2) 1956. 

2. Notice of Change in Operation: Listing of Trade Names, 

statement of the Council on Pharmacy and Chemistry J. A. M A 
1 r 6 ™ jS ? 7 ' > 1956 ‘ Notice of Change in Operation: Listing 

of Trade Names Extended, statement of the Council on Phar¬ 
macy and Chemistry, ibid. 102:974 (Nov. 3) 1956 
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each new monograph and supplemental statement 
appearing in its column of The Journal and also on a 
cumulative basis, with all monographs and the general 
index in its annual publication.' All applicable com¬ 
mercial names of which the Council is informed are 
listed as a matter of information without respect to 
the quality of preparations to which they are applied, 
in order to supplement tire nonproprietary terminology 
under which the Council describes all drugs. Such 
information is designed to enhance the value of the 
Council’s publication as a general reference to current 
clinical information on variously named preparations 
of identical drags. 

Physicians not already familiar with the modem 
features of the Council’s column in The Journal and 
its annual book publication are urged to consult them 
more extensively as a guide to current therapy. Physi¬ 
cians desiring to purchase the book, on either an annual 
or a subscription basis, can place orders directly with 
the publisher, J. B. Lippincott Company, Philadelphia. 


MEDICAL MISSIONARIES 

On March 5 at 9:30 p. m. EST over the NBC tele¬ 
vision network, the March of Medicine television 
series (produced and sponsored by Smith, Kline & 
French Laboratories in cooperation with the A. M. A.) 
will present, in response to public acclaim, the second 
nationwide showing of “Monganga,” an hour-long 
documentary in color on the work of the missionary 
doctor. The program shows in detail the work in the 
Belgian Congo of one missionary physician. Dr. John 
Ross, and gives an excellent picture of the services 
these dedicated men perform. 

The activities of the missionary doctor are not well 
known in the United States. Few realize, for example, 
that many foreign missions were started by doctors or 
that it was the missionary physician who first brought 
Western medicine to many parts of the world. The 
number of people who are serving in church-sponsored 
medical missions throughout the world is not known. 
The Christian Medical Council for Overseas Work is 
now compiling a directory of medical missions, which 
wall not include the missions of all faiths or from all 
parts of the world, but tire data collected so far reveal 
that the United States alone has many missions in this 
listing. While those maintained by all faiths are not 
known in detail at this time, the groups supporting 
the Christian Medical Council for Overseas Work are 
represented in 30 countries or areas by more than 50 
religious groups. In these hospitals there are probably 
500 American doctors and 800 nationals. This group 
supports about 800 hospitals, 150 schools of nursing, 
15 tuberculosis sanatoriums, 2,000 independent dis¬ 
pensaries, and 5 medical schools. Of course this is only 
part of the picture for missionary work. Best known 
among those not included in the figures cited are 
Albert Schweitzer and his hospital at Lambarene. 
Such data reveal the spread of medical missionary 
work. 
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The missionary physicians first problems are tire 
result of his encounter with an animistic, communal 
society in which the native believes that pain, disease, 
deformity, accident, and death—indeed, all physical 
and mental conditions—are the work of “spirits.” To 
the unschooled native, it seems merely at first that the 
white doctor has control over different, more powerful 
fetishes and spirits than the witch doctor. 

There is, for example, no intellectual background 
to accept the microbe theory of disease. As for anes¬ 
thesia, the primitive native believes that the doctor 
‘Tails” the patient, then operates on him, and finally 
and magically “restores” him to fife. Pills and capsules 
are thought to be amulets, something to be worn 
against the spirits of disease. This last belief prompts 
the wise missionary doctor among some tribes to make 
certain that the patient swallows the medicament; 
otherwise the pill will be tied to the neck or the elbow 
as a charm. 

The medical man’s initial contacts with the native 
aim to establish a simple, personal relationship. That 
the missionary also is concerned with spiritual matters, 
so deeply important to all primitive peoples, further 
builds rapport. At first, only the venturesome or des¬ 
perate native will seek the help of the new “spirits,” 
but with time the scope and depth of tire relationship 
grow. In fact, it is fair to say that the missionary doc¬ 
tor provides in many parts of the world the kind of 
person-to-person confidence that this nation is attempt¬ 
ing to create through its Point Four programs. 

As Western medicine becomes accepted, it is possi¬ 
ble to train the native. Historically, there was little 
success at first among Africans in this direction; the 
native felt that the white man’s “magic” was beyond 
his ken. But now thousands have been trained, the 
majority as assistants and nurses but more and more 
as doctors. The French are now building a medical 
school in Dakar. The British have medical schools at 
Ibadan in Nigeria and at Kampala in the Uganda. Tlie 
Belgians have excellent training institutions in the 
Congo. 

Missionary medicine has provided and still provides 
research workers with important clinical data in over¬ 
coming such diseases as yaws, elephantiasis, sleeping 
sickness, malaria, and leprosy. But the great challenge 
of missionary medicine comes in the need to improve 
living and sanitary conditions, to overcome widespread 
nutritional deficiencies, and to train ever-increasing 
numbers of natives in the “magic” of modem medicine. 

CRYPTORCHISM 

The fact that two articles published in this issue 
(pages 621 and 626) present widely divergent views 
on the management of cryptorchism points up the 
need for more careful observation of the course of 
testicular descent in those persons in whom this course 
is atypical. Generally speaking the atypical may repre¬ 
sent one extreme of a normal distribution curve rather 
than an abnormality. It is important at the outset to 
be sure that we are all talking about the same thing, 
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as it has been suggested on both sides of the contro¬ 
versy that sufficient care is not always taken to differ¬ 
entiate true cryptorchism, in which the testis may be 
in the abdomen or somewhere in the inguinal canal, 
and pseudo-cryptorchism, in which it is retracted to a 
position high in the scrotum. The latter is normal (but 
not typical) before puberty, and whether the former 
should be considered normal or abnormal depends on 
whether by the end of puberty the testis has descended 
into the scrotum and can produce active sperms. 

Many reasons are given for actively treating this 
condition either medically or surgically. If, because of 
its position in the inguinal canal, the testis is subjected 
to greater danger of trauma, treatment is justified. 
Every undescended testis would not be classed in this 
group. The consensus is that undescended testes are 
more likely to undergo malignant degeneration, al¬ 
though the evidence for this is not incontrovertible. 
Orchiopexy does not reduce the incidence of carci¬ 
noma in these testes, but some 1 advocate this operation 
as a means of facilitating palpation of the testis so that 
malignant changes may be recognized and treated 
early. Cliamy and Wolgin 2 do not consider this a valid 
reason for operation and advocate orchiectomy if the 
likelihood of malignant degeneration seems to be great. 
Because cryptorchism is associated with signs of 
androgen deficiency in a few patients, some advo¬ 
cate medical or surgical treatment to promote normal 
development, but Gross and Jewett 0 state that in 
cryptorchids the secondary sex characteristics develop 
normally despite the fact that androgen production 
is only about half the normal quantity. They state 
further that orchiopexy in these persons does not 
increase endocrine function. The loose attachment of 
the undescended testis to the epididymis is believed 
by some to increase the chance of torsion, but others 
are inclined to discount this as a reason for treatment. 
When an undescended testis is associated with strangu¬ 
lation of a hernia, the hernia should be repaired and 
an orchiopexy can be performed at the same time. 
Because the person with bilateral cryptorchism appears 
to be different from other boys, he may become a 
target for ridicule and treatment may be desirable. 

The most important reason given for treatment, 
however, is preservation of fertility, and it is concern¬ 
ing this point that much of the controversy exists. The 
testis that is not exposed to the cooler temperature in 
the scrotum fails to produce viable sperms, but at what 
age active spermatogenesis is permanently lost is open 
to question. Some writers believe that, if spermato¬ 
genesis is to be preserved, the testis must be brought 
into the scrotum not later than when the patient is 
11 years of age. Others, including Kimbrough and 
Reed, would seek to achieve this goal at the age of 
3 or 4. On the other hand, Drake refers to patients 
whose testes descended spontaneously as late as 14 
years of age and who were found on follow-up to 
have had children. The prevention of sterility is a 
reason for treatment only in persons with bilateral 
cryptorchism. There is some evidence that too vigor¬ 
ous treatment, either medical or surgical, may fail to 


prevent sterility or may even cause it. Gross and Jewett 
believe that the failure of orchiopexy to prevent steril¬ 
ity is not due to the concept of orchiopexy per se but 
to the use of the Torek operation. They believe this 
procedure should be abandoned and propose a care¬ 
ful dissection of the cord structures that will permit 
descent of the testis without retraction. 

Treatment has been classified as medical, surgical, 
and watchful expectancy. Medical treatment consists 
of giving chorionic gonadotropins or testosterone. 
Since all agree that the undescended testis produces 
an adequate amount of androgen, these measures 
should not be used unless definite signs of androgen 
deficiency are present. In such cases use of these agents 
may be tried, but only for a short time and in carefully 
controlled doses. The results so far as promoting 
descent is concerned have been disappointing, and, 
when descent does occur during such treatment, it is 
hard to say whether it was the result of the treatment. 
If medical treatment fails, which it does more often 
than not; if the cryptorchism is bilateral; and if the 
patient has reached the optimum age for orchiopexy, 
this operation may be performed, but according to 
Lich 1 and Clarke J there should be an interval of 
months or even one year between operations on the 
two sides. When operation is justified, avoidance of 
disturbance of the blood supply by tension, strangula¬ 
tion, or subsequent scar tissue is essential. Lich lists 
as positive indications for operation herniorrhaphy of 
an associated inguinal hernia, testicular pain, and 
missing testis in a patient more than 20 years of age 
and as elective indications failure of hormones to 
bring about descent, attempts to preserve fertility (he 
is not very hopeful about the results in such cases), 
and prevention of psychic trauma. 

One of the chief exponents of watchful waiting is 
Drake, who observed spontaneous descent by age 17 
(the latest) in 11 of 12 patients. If the testis of a 
person with bilateral cryptorchism descends on only 
one side, he believes there is little reason to worry 
about the other. Kimbrough and Reed also advocate 
watchful waiting, but not past the third year in persons 
with bilateral cryptorchism. Such disparity of opinion 
among well-qualified observers suggests serious gaps 
in available basic information. It is difficult at times to 
evaluate the results of treatment, whether medical or 
surgical, and be sure that these results would not have 
been as good, or in some cases better, if nature had 
been allowed to take its course. In some cryptorchids 
spontaneous descent takes place late in puberty with¬ 
out the condition having produced sterility, and yet, in 
those in whom this does not occur, the results of treat¬ 
ment are often far from satisfactory. 

1. Lich, R., Jr.: Cryptorchidism, Am. Surgeon 22:198-203 
(Feb.) 1956. 

2. Chamy, C. W., and Wolgin, W.: Management of Cryptor- 
chism, Surg. Gynec. & Obst. 102:177-186 (Feb.) 1956. 

3. Gross, R. E., and Jewett, T. C., Jr.: Surgical Experiences 
from 1,222 Operations for Undescended Testis, JAMA 
100:634-641 (Feb. 25) 1956. 

4 . Clarke, A, M.: Undescended Testis: When and Why to 
Operate, M. J. Australia 1:222-224 (Feb. 11) 1956. 
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“The children now love luxury; they have bad man¬ 
ners, contempt for authority; they show disrespect 
for elders, and love to chatter in place of exercise.” 

No, this is not one of the current criticisms about 
the fitness of our youth. It was written by Socrates 
some 2,400 years ago. But it is similar to the indict¬ 
ments leveled against the present generation of young¬ 
sters. Personally, I am a little tired of those who 
bemoan and bewail the lack of fitness in our youth. 
I believe our youth is healthier than ever before. 

I say this for many reasons. Statistics show that our 
youth today is taller and heavier on the average than 
any previous generation. They show that longer years 
of life are in store for today’s youth, that chances of 
living to start school are better than 96 in 100, and 
that chances of living through the school years (5-18) 
have reached an all-time high of better than 99 in 
100. Of course, youth can be completely healthy but 
not necessarily fit. Physical, mental, and social tests, 
however, prove that youth is fit. 

1. In every war in which the American people as a 
whole have been committed, our youngsters have 
shown themselves superior in motivation, in will 
power, in dedication. When the going was rough, the 
response and devotion of youth was superlative. 

2. In the Olympic games the United States has been 
superior in men’s track and field, basketball, and other 
activities that are part of our sports culture. 

*3. Scarcely a record now endures from the time 
when the youngest of us took part in swimming, track 
and field, and other events for which objective records 
are kept. This record-breaking is not confined to 
Olympic champions or varsity athletes. It reaches into 
intramural sports in colleges and into high schools, 
clubs, and youth activities. 

4. From a mental health standpoint our youth is 
not cracking up. Any real increase there may be in 
mental illness is found among older persons and is 
due primarily to aging of the population. 

5. Rejection rates in military' sendee are not a valid 
index of health or fitness, since standards were arbi¬ 
trary' and varied. They' were based on the number of 
examinations, with many rejectees examined several 
times and individuals rejected more than once. Fre¬ 
quently rejection rate'' reports did not include con¬ 


sideration of volunteers. Social and education defects, 
which have no bearing on health or fitness, also dis¬ 
torted the picture. 

I do not mean that the health of youth is perfect, or 
that our youth is as fit as it could be. There is always 
room for improvement. And there is a need for a 
broader application of programs of health and fitness 
for all American youth. 

Recently' I had the opportunity to present these 
ideas to a California meeting of school health and 
physical education personnel. I was proud to explain 
how the American Medical Association and the Na¬ 
tional Education Association for 45 years have co¬ 
operated through their Joint Committee on Health 
Problems in Education to develop health and fitness 
programs in the schools. 

In addition to the Joint Committee’s work, the 
A. M. A. has sponsored five national conferences on 
physicians and schools. A sixth conference is sched¬ 
uled for this fall. At these conferences, representatives 
of education, public health, and medicine from the 
various states work together to decide on mutually 
acceptable policies and practices. Equally important, 
they try to suggest ways in which educators, public 
health personnel, and physicians in private practice can 
work together at the state and local level to advance 
the health and fitness of children and y'outh. 

Many states also are sponsoring statewide and 
regional conferences on physicians and schools. The 
objectives are similar to those of the national con¬ 
ferences. The national conferences as well as those 
held in the states are an attempt by the medical pro¬ 
fession to make an effective contribution to health 
and fitness objectives. 

I am happy to say that the A. M. A.’s Conferences 
on Physicians and Schools, along with a variety of 
other activities, have resulted in the delineation of a 
program of health and fitness for American y'outh. This 
program has been agreed upon by education, med¬ 
icine, and public health and set forth in publications 
at the state and national level. While it is being car¬ 
ried out effectively in some places, it needs broader 
application if it is to serve all children. It can use your 
help and mine. 

Dwight H. Murray, M.D., Napa, Calif. 
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ORGANIZATION SECTION 


POLIOMYELITIS 

The Problem.—Some 150 medical society representa¬ 
tives from all *18 stales, the District of Colombia, 
Alaska, and Hawaii braved Chicago's near-zero cold 
one day last month to face the challenge of polio¬ 
myelitis before it erupts during next summer’s heat. 
Reports from trustees and officers of the American 
Medical Association, public health officials, executives 
of various branches of medicine, communities on the 
offensive against poliomyelitis. Dr. Salk—all these re¬ 
ports painted the danger, suggested the action, and 
looked to the future. First was heard the danger. 

Dwight H. Murray, A. M. A. President, said, "Only 
one out of every six adults between 20 and 35 years 
of age has even started on their inoculation pro¬ 
gram. . , . None of the other diseases for which we 
have vaccine lias such devastating economic conse¬ 
quences as polio, particularly when it strikes the bread¬ 
winner. ... The older the person is when stricken by 
polio, the more devastating the effects. . . . Roosevelt 
was paralyzed at 39.” 

Gunnar Gundersen, Chairman of the A. M. A. Board 
of Trustees, said: "Parents feel tire polio season is far 
away, there is no need for alarm and there is plenty 
of time to get the required shots. Just the opposite is 
true. Inoculation time for 1957 is right now.” David B. 
Allman, A. M. A. President-elect, said, "We face a 
situation today where we have sacrificed thousands 
of lives, years of research and millions of dollars in 
search of something that, after we have found what 
we were looking for, we refuse to use.” Jack C. Halde- 
man, U. S. Public Health Service, said, "Only four 
states have so far ordered sufficient vaccine to meet 
55% to 65% of their needs.” 

The Program.—Well before a special A. M. A. commit¬ 
tee called the Jan. 26 meeting in Chicago, at least a 
half-dozen antipoliomyelitis campaigns were under 
w «y in various parts of the nation. Medical society 
officials from these areas told how other organizations, 
medical and nonmedical, helped them. 

In Chicago, the health department and the medical 
society conducted an all-out campaign for a vaccina¬ 
tion program. Foreign-language newspapers spread 
the word, and radio and television stations made fre¬ 
quent announcements. The metropolitan dailies listed 
dozens of hospitals where time and supplies were 
donated in free clinics so that physicians could serve 
with inoculations in the face of last summer’s epi¬ 
demic. And at the health department clinics thou¬ 
sands lined up for their injections. Disc jockeys in 
North Carolina last July repeatedly used the state 
medical society’s slogan: “Walk with Salk, so you can 
rock n’ roll.” Letters asked every high school and col¬ 
lege athletic director in the state to have his athletes 
immunized. The Summit County Medical Society 
credited the Akron Beacon Journal with financing 
vaccine at an adult free clinic, and with helping per¬ 
suade 30,000 persons to be inoculated in doctors’ 
offices last October. _ 


In the two months just ended, 14,000 physicians of 
New York County donated their time for on-the-spot 
mass inoculation programs in which housing projects, 
college students, industrial groups, labor unions, hos¬ 
pitals, nursing organizations, P. T. A.’s, service clubs, 
and women’s clubs also contributed. Many businesses 
bought vaccine for their employees. Vaccinations in 
doctors’ offices were hilled almost universally at the 
society’s suggested fee of $3. (Two days before the 
A. M. A. meeting. New York’s Governor Harriman 
announced the start of a statewide antipoliomyelitis 
drive.) The Michigan State Medical Society, working 
with school authorities, chose last Christmas vacation 
to immunize children against both poliomyelitis and 
diphtheria, which then recently had struck in Detroit. 
The Dade County Medical Association in Miami 
launched its campaign last month with "saturation” 
messages on radio and television. To point out the 
adult need for serum, the association’s slogan is "All 
Out—All Ages.” Three weeks ago, 14,000 women con¬ 
ducted a “Mothers March on Polio.” 

Speakers at the Chicago conference added to the 
blueprint of ideas and action. U. S. Surgeon General 
Leroy Burney said, “Never before has such a large 
federal sum ($50,000,000 for vaccine) been invested, 
over so short a period, in an effort to control a single 
disease.” S. F. Ravenel, North Carolina State Medical 
Society, said, “It doesn’t matter whether Salk vaccine 
is endorsed by President Eisenhower, the surgeon 
general, Mr. Basil O’Connor, the president of the 
A. M. A., the president of the state society, or anyone 
else; the patient wants to be assured of its safety, 
efficacy and necessity by his own physician." 

The Prognosis.—There has appeared unanimous agree¬ 
ment about the rewards of effective effort against the 
currently described “public apathy” toward inocula¬ 
tion if all 1,191 component medical societies in the 
nation enlist the aid of their communities in immuni¬ 
zation programs. Salk said, "There need be little if 
any paralytic polio in the United States in 1957 if 
all who are potentially susceptible are treated with 
vaccine that is now available. [A two-week to six-week 
interval between first two doses, and a final dose 
recommended seven months after the second—al¬ 
though even three months affords much third-dose 
protection.] A single dose of vaccine before pregnancy 
will markedly enhance antibody levels and confer 
upon the newborn a high level of passive immunity.” 

Samuel Z. Freedman, president of the Medical 
Society of the County of New York, wrote in the so¬ 
ciety s journal, "Once we get Salk vaccine into the 
general population, the oncoming crops of babies 
can be handled by the GP’s and pediatricians in the 
ordinary and customary procedures of office practice 
along with shots for diphtheria, whooping cough and 
the other vaccines.” Dwight Murray saiff^This public 
service project promoted by the . ' /^fession 
is aimed at the key target of j 
once and for all.” s’ / 
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THE AKRON, OHIO, DOCTOR’S ORCHESTRA 

The Doctor’s Orchestra of Akron, Ohio, was or¬ 
ganized in November, 1926. When the present season 
is over it will have given 201 concerts for S3 hospitals 
and other institutions and organizations in 11 cities 
of Ohio. Of the concerts, eight have been benefits for 
the City Hospital of Akron, St. Thomas Hospital, 
Barberton Citizens Hospital, and Wadsworth Mu¬ 
nicipal Hospital. The concerts this season will be for 
the Children’s Hospital, St. Thomas Hospital, Sumner 
Home for the Aged, Summit County Society for the 
Blind, University Club, Our Lady of the Elms Con¬ 
vent, Fairlawn Country Club, and the Summit County 
Historical Society. 

The director, Dr. A. S, McCormick, has conducted 
2S American and Canadian bands and orchestras and 
has composed 22 marches. He, Dr. R. E. Pinkerton, 
and Dr. G. R. McRitchie have been with the orchestra 
since it was founded. Dr. Arthur Dobkin, the concert- 
master, has been with it 29 years. He is president-elect 
of the Summit County Medical Society. Dr. McRitchie 
has played with the Cleveland and Toronto symphony 
orchestras and with Sousa. Dr. Pinkerton, first cellist, 
has played with chamber music groups. Dr. H. O. 
Musser, pianist, was also a church organist. Other 
members have played with important organizations, a 
few of which are the Akron Symphony, the Indian¬ 
apolis Symphony, the Akron Masonic Band, the Ohio 
State University Band, the 31st Division Band, and 
the Band of the Victoria Rifles of Canada. 

The orchestra never plays on any occasion if by so 
doing it will deprive musicians of work. It has there¬ 
fore had the friendship and support of the Akron 
Federation of Musicians. Eight members of the or¬ 
chestra have reciprocated by joining the federation. 
It also has the support of the American Society of 
Composers and Publishers, which expressed itself as 
follows: "The Society is happy to contribute its share 
in so worthy a cause by making available gratuitously 
to the Orchestra the repertoire within its control so 
long as it continues its charitable and commendable 
performances.” 


Of the members, 31 have served in the U. S. Army 
or Navy or in the Canadian and British armies. In 
World War II, three were killed and two wounded. 

When Mr. F. J. Farinacci, conductor of the Akron 
Symphony Orchestra, appeared as guest conductor of 
the Doctor’s Orchestra, he addressed the audience 
and expressed his pleasure at the excellence of the 
organization and the splendid manner in which they 
played the Overture to “Martha” under his direction. 
The orchestra is composed of doctors of medicine, 
members of allied professions, and a few laymen who 
play instruments for which doctor-players are not 
available. During its 31 years, 156 doctors have been 
members. Tire orchestra’s only revenue is that ob¬ 
tained by contributions from local physicians. 


NEW GUIDEBOOK ON 
MATERNAL DEATH STUDIES 

A new “Guide for Maternal Death Studies” will be 
made available through the A. M. A. Council on Medi¬ 
cal Service for distribution to state and county medical 
societies interested in developing similar studies. In 
addition to the guides, the publication will include a 
description of seven maternal death study committees 
now in operation, sample forms, materia] showing how 
these studies are being used in postgraduate education, 
and a list of direct and indirect causes of obstetric 
death. 


SURVEY OF COUNTY MEDICAL SOCIETIES 

Questionnaires to determine the scope of activity in 
various areas—including public education, community 
service, society projects, meetings, personnel, and fi¬ 
nances—will be distributed early this year by the 
A. M. A. to all county medical societies. This fifth bien¬ 
nial survey of county medical society' activities is being 
undertaken by the Council on Medical Service and the 
Department of Public Relations with the assistance 
of other A. M. A. departments.' 
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ANDERSON VERSUS THE U. S. DEPARTMENT OF COMMERCE 

Frank G. Dickinson, Ph.D., Chicago 


In the acknowledgements of this small volume,' 
Odin W. Anderson describes the contribution of 
Feldman in the following words: “In addition to 
Jacob J. Feldman, who was the staff member of the 
National Opinion Research Center, University of Chi¬ 
cago, most intimately concerned with the over-all 
technical aspects of the survey, other staff members 
of the Center who deserve mention are. . . .” This 
would seem to establish Anderson as the responsible 
author of this publication. 

Through a national survey sample of 2,809 fam¬ 
ilies, Anderson, from the Health Information Founda¬ 
tion, has gathered a formidable amount of data on 
family medical costs, insurance coverage, and benefits, 
The chief aims of the study were to examine the dis¬ 
tribution of medical expenses, the extent of health 
insurance, and the effect of such insurance on the cost 
and utilization of medical services. Several concise 
chapters describe the history and current enrollment of 
voluntary health insurance. The greatest portion of the 
book, which contains 132 tables and 54 charts, con¬ 
sists of the analysis of the data accumulated through 
personal interviews with the surveyed families regard¬ 
ing their experiences with illness and its costs to them 
between July 1,1952, and June 30,1953. 

Obstetrics and Age of Family 

Although the selection of the small sample of fam¬ 
ilies and tire survey appear to have been conducted 
in accordance with standard procedures, the analysis 
of the data can be criticized on several points. A basic 
defect in this analysis of family medical costs is An¬ 
derson s failure to take into account the age and sex of 
the family members as well as their income. The sur¬ 
vey s findings that obstetrics alone accounted for 11% of 
all fees paid to physicians (exceeded only by the 21% 
paid to surgeons [page 23]) and 18% of all hospital 
admissions should have indicated the necessity of 
differentiating between “younger” and “older” fam¬ 
ilies. Certainly few families with no females between 
ages 15 and 45 could be expected to incur obstetric 
expenses. Young parents during the childbearing years 
ex P ec t greater medical expenses than 
mic e-aged couples whose children are grown; also, 
a arge proportion of young couples are in the lower- 
income brackets. Unless income is correlated with the 

Dircctoi-, Bureau of Medical Economic Research, American 
Medical Association. 


ages and the number of persons comprising the family 
unit, an analysis of family medical costs is virtually 
meaningless. The failure to consider these factors is a 
serious deficiency in a study purporting to examine 
“family medical costs.” 

The basic failure to remember that health is pri¬ 
marily a function of age and sex—what we know as 
men we must not forget as judges—has lead the author 
of the report directly into a trap. He assumes, as 
did the Committee on the Costs of Medical Care a 
quarter-century ago, that higher-income families spend 
a lower percentage of their income on medical care 
because they have higher incomes. He missed an 
opportunity to check this traditional assumption; his 
defense could be that his sample was too small to per¬ 
mit standardization of the age and sex distribution of 
families before classifying them into income groups. 
The finding that one-ninth of the payments for physi¬ 
cians’ services was for obstetrics should induce a 
research economist to reexamine the data for non¬ 
homogeneity. It is worth noting again that pregnancy 
is not a disease, allhough it usually involves physicians’ 
services. 

Insurance and Surgery 

One purpose of the study was to determine the effect 
of health insurance on utilization of medical services, 
and in this sphere the author is on tenuous ground be¬ 
cause of his assignment of faulty causal relationships 
between income and utilization and between insurance 
and utilization. It is doubtful that measures of these 
factors can be inferred from the survey data. Consider 
such statements as “Thus, it is apparent that the pri¬ 
mary factor accounting for the greater amount of 
surgery is the existence of insurance” (page 69 and 
table A-94). Although many observers might agree 
with the finding, the author should have first divided 
his insured persons into those covered by individual 
policies and those covered by group insurance con¬ 
tracts. Nevertheless, the most useful parts of the study 
deal with insurance coverage-chapters 2, 3, and 6. 

More for Physicians, Less for Hospitals? 

On the basis of the survey findings, estimates of total 
personal consumption expenditures for medical care in 
the United States are developed. Estimates are also 
given for the five components of medical care- 
physicians’ services, hospitals; drugs, other medical 
goods and services, and dentists’ services. The author 
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has redefined the five subcategories, however, so that 
his estimates are not comparable to those published 
since 1929 by the U. S. Department of Commerce, the 
recognized source for these data. The reasons for these 
shifts are not clearly stated. The Department of Com¬ 
merce assigned 28% of the medical-care dollar to 
physicians' services and 26% to hospitals in 1952, 
whereas the author, on the basis of this small sample 
survey (for only one year), assigned 37% to physicians 
and 20% to hospitals. Only in a footnote (page 23) 
does he speculate on the possibility that since 1929 the 
hospitals’ and the physicians’ shares of the medical-care 
dollar—using his definitions—have been converging, as 
has also been indicated by the Department of Com¬ 
merce data since 1929. Such long-time trends are 
extremely valuable to medical economists. 

If one desires to change the Department of Com¬ 
merce classifications, it is incumbent on him to develop 
an entirely new system and apply it correctly to the 
data. For example, the author classified under physi¬ 
cians’ services all payments for the services of salaried 
physicians in hospitals, including payments to hospital 
outpatient departments. He did not estimate the excess 
of such payments to hospitals above the actual amounts 
paid to salaried physicians. 

Incomplete Reallocations 

If the author wants to reduce the hospital charges 
to component parts, he must be consistent and reduce, 
also, the other medical care expenditures into com¬ 
ponent parts. For example, the physician’s average 
operating costs of 40% of gross income should be de¬ 
ducted from physicians’ charges and allocated to such 
costs as supplies, nursing, automobile, telephone, 
rent, office help, and taxes. For consistency, hospital 
charges for drugs would be so classified, but in this 
study these charges are included as hospital charges. 
Similar reclassifications could be made for other hos¬ 
pital operating costs. This method of allocating charges 
results in sharp modification of the concept of the hos¬ 
pital used in personal consumption expenditure data 
from that of an institutional consumer to a group of 
subdivided categories of receivers of income. More¬ 
over, hospital rates might be higher if hospitals were 
not exempt from some kinds of taxes. 

The author classifies osteopaths’ services along with 
physicians’ services and incorrectly states that the De¬ 
partment of Commerce so classifies osteopaths; the fact 
is that osteopaths are grouped in the “all other medical 
goods and services” by the Department of Commerce. 
Curiously, the author classifies the services of ophthal¬ 
mologists under, “all other,” along with chiropractors, 
faith healers, etc. Also included under physicians’ serv¬ 
ices are bad debts, which are excluded by the Depart¬ 
ment of Commerce. It should further be noted that 
these survey data were obtained from the reported 
expenditures of 2,809 families, while the Department of 
Commerce data are derived primarily from reported 
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incomas and expenditures; had both estimates been 
otherwise comparable, it would have been interesting 
to compare results of the two estimating methods, be¬ 
cause both approaches are subject to substantial over¬ 
reporting or underreporting biases. The Department 
of Commerce estimates have the great advantage of 
comparability over a period of years and are customar¬ 
ily preferred to any estimates developed through a 
small sample for a single year. 

Other minor inconsistencies in the work ax-e annoy¬ 
ing to the careful reader. For example, on page 142, 
charges for cesarean delivery are allocated to obstetrics 
and, on page 177, to surgery. 

Some Questionable Generalizations 

In the last chapter, entitled Implications, the author 
outlines in what measure the findings bear on the field 
of health insurance and generalizes regarding the fi¬ 
nancing of the cost of medical care. He advocates 
increasing the benefits for those now insured and in¬ 
creasing the number of people covered in order “to 
spread costs according to income” (page 83). To this 
end, he suggests a subsidy “from one source or another” 
to provide insurance coverage for the low-income 
group. It seems rather strange that this report of a 
research group supported by private corporations 
whose existence depends on their ability to show profits 
should contain such comments as follow: “. . . the 
problem is one of spreading this cost [the $10.2 billion 
personal consumption expenditures for medical care] 
over all families through insurance premiums.” And, 
“It would seem to be a generally accepted principle 
that costs should be spread in accordance with ability 
to pay, and it is obvious that they are not so spread to¬ 
day.” Surely he recognizes that physicians and dentists 
do make some attempt to adjust fees to the income of 
the patients. However, is this “principle” generally ac¬ 
cepted by all who supply services and commodities in 
the health field? If so, it would be interesting to try it 
out in the purchase of drugs and other pharmaceutical 
products—higher prices to higher income families. 
This idea—from each according to his means, to each 
according to his needs—is scarcely new, but historically 
this philosophy has encountered considerable resist¬ 
ance in the market place. 

The author had a fine opportunity to make a major 
contribution to our knowledge of medical care costs, 
but the book is disappointing. The complex economic 
and sociological questions raised remain to be 
answered by a more perceptive treatment of data. On 
the other hand, some of the detailed information on 
health insurance coverage should be helpful to insur¬ 
ance men. 

References 
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MEDICINE AND THE LAW 


PUT IT IN WRITING, DOCTOR! 

J. W. Holloway Jr., LL.B., Smithficld, Va. 


The written record that a physician maintains of his 
treatment of a patient frequently mirrors the quality of 
the care given the patient. It also may reflect the pro¬ 
fessional competence of the physician himself. The 
fact that written records should be maintained need 
not here be belabored. Their general importance to 
the physician in his continuing study of the patient’s 
condition and in evaluating and reevaluating the cor¬ 
rectness of the initial diagnosis and the treatment be¬ 
ing applied is obvious. It is to the patient’s benefit 
also that the written record be a complete one to serve 
as a constant reminder to the attending physician of 
the progress of his case so that danger signals can be 
- promptly detected and changes made, if indicated, in 
methods of treatment. Leaving from consideration 
these aspects of the written record, however, let us 
relate the record and its contents specifically to the 
matter of professional liability or malpractice. 

Total Absence of Written Record 


It puts a bit of strain on one’s credulity to believe 
that a physician would undertake to treat a patient 
without making an)' notation whatsoever of at least 
the fact of treatment. One such instance is reported 
in tire medical literature (and there may be others), 
an instance that involved a professional liability' suit. 1 
A claim was made against a physician, alleging injury 
due to negligent treatment. During a pretrial con¬ 
sideration of the claim, the physician declared that he 
_ had never seen or treated the plaintiff, basing the 
declaration on his memory' and on the absence of 
mention of the alleged patient in his files. The patient 
was able to establish, however, by two witnesses who 
accompanied him to the physician’s office, diat he had 
been under the defendant’s care and had received 
treatment. The inability of the physician to recall the 
patient and the absence of any written record of the 
visit made the defense practically hopeless. Moral? 

ut it in writing, doctor. Do not trust to what may be 
a tickle memory. 


Instances of Adequate and Inadequate Records 

The late Dr. Louis Regan in his book “Doctor ar 
a ent and the Law - refers to several instances : 
"r 1C . 1 e conte nts of records, or omissions, have bee 
or significance in malpractice cases. A reference 1 
'' ® ot them ma y serve as a caution to physicians 

w £ SE t ^ iS Case tumed u P° n question of how long, ai 

S Und£ ' r t fi eataent ' The P atient ’ s and t 

“records” tt nt , s ' vere totally contradictory. The docto 

The jury cave S1Ste i-° f * Single entry ’ under an illegible da 1 
J r> gave a verdict against the doctor. 

MedSfAko^S ttee d°xr M l diCOlegal Prob]ems ' Americ 
cat Association, and Member, Virginia State Bar. 


Case 2.—A physician wrote two prescriptions for a patient. 
The claim was made that he transposed the directions for taking 
so that the patient was poisoned. The claim was completely dis¬ 
proved by retained copies of the prescriptions. . . . 

Case 3.—Dr. A. treated Mr. B. for a fracture of a finger. He 
reduced the fracture and immobilized the part. He recommended 
an x-ray, which was refused by the patient because of the ex¬ 
pense. Dr. A. then wrote Mr. B. a letter, advising an x-ray 
examination and emphasizing the need for such a procedure. A 
carbon copy of the letter was filed with the medical record. Mr. 
B. thereafter returned only once to Dr. A.’s office. Dr. A. later 
wrote, urging Mr. B. to return for further treatment or to seek 
such treatment elsewhere, and again kept a copy. Several months 
later Mr. B. sued Dr. A. for malpractice, alleging: that his stiff 
finger was due to Dr. A.’s negligence; that Dr. A. should have 
taken an x-ray after reducing the fracture; that he should have 
instituted active and passive motion, etc. Dr. A.’s records con¬ 
stituted the margin of victory in the case. 

These three cases are examples of a large group of 
instances in which the adequacy of written records 
has been the deciding factor in the outcome of suits 
for malpractice. Two additional situations will serve 
to emphasize the importance of this aspect of the 
written record. 

A young boy received a puncture wound in his 
thigh caused by a pitchfork and was taken to Dr. A.’s 
office for treatment. Tetanus antitoxin was recom¬ 
mended but the mother refused to permit its ad¬ 
ministration and would not sign a statement as evi¬ 
dence of her refusal. Later, Dr. A. wrote her a letter 
again stressing the need for the recommended pro¬ 
cedure and urged her to have it done, if not by him. 
Dr. A., then by someone else. This letter was sent by 
registered mail and a return receipt requested, which 
■was placed in the doctor’s file along with a complete re¬ 
port of the case. The boy died of lockjaw and suit was 
instituted against Dr. A. alleging that the boy’s death 
was due to the doctor’s negligence in not administer¬ 
ing tetanus antitoxin. The doctor’s records disproved 
the allegation and a verdict of not guilty resulted. 

The other case involved an orthopedic surgeon who 
assisted in the treatment of a complicated fracture. 
The results were not all the patient expected and he 
brought suit alleging a failure to perform a number of 
acts, which, he contended, a competent doctor special¬ 
izing in orthopedics would have performed. The in¬ 
surance carrier insisted that the suit be settled on 
discovery that the only records of the case maintained 
by the doctor consisted of the name of the patient, 
the dates of visits, and the amount of the fee for which 
the patient was billed. 

Record as Index to Quality of Medical Care 

The fact that incomplete records may reflect in¬ 
competency is graphically illustrated by the following 
case involving a hospital patient. 3 A 17-year-old girl 
was admitted to a hospital with a diagnosis of ulcera- 
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tive colitis apparently' made at another institution. 
After a 15-day stay in the hospital she died, and the 
primary’ cause of death given on the death certificate 
yvas circulatory' collapse. A study of tire hospital record 
of the patient revealed no evidence of an admission 
physical examination. There xvere no progress notes, 
there yvas no adequate explanation of the determina¬ 
tion as to the primary cause of death, and the treat¬ 
ment given the patient yvas found to be unusual, to 
put the matter mildly. It consisted essentially of large 
amounts of fruit juices and colonic irrigations. An 
investigation of the records of other hospital patients 
brought to light similar inadequacies. The responsi¬ 
bility' for this condition yy'as pinned on the chief of 
staff. Although he had a license to practice medicine in 
the state, a bit of probing disclosed that he obtained 
the license on tire basis of forged credentials. 

One yvriter has discussed the clinical record in its 
relation to the problem of professional liability, or 
malpractice, as folloyr'S h 

I should now like to mention the forensic medical problem 
which underscores the importance of the clinical record as an 
indicator of the quality of medical care. 

The layv requires that the physician have the learning and 
skill of other physicians in good standing in the same locality 
and that he use ordinary care and diligence in the application 
of such learning and skill. As malpractice prophylaxis, the doctor 
must not only exercise a high quality of medical care, but he 
should also be able to prove that be has done so. His greatest 
aid, in this respect, is the clinical record. This should show what 
yvas done, yvhen it was done, and it should include a complete 
recording of all instructions given the patient together rvith the 
written history, the record of the results of physical examinations 
and reports of laboratory examinations, and the progress notes. 
The physician cannot possibly recall all of these facts after a year 
or more, but the disgruntled patient is likely to remember (not 
always accurately) every detail and every word spoken. It is a 
common human characteristic to remember only that which we 
wish to remember and to remember what we have heard, not in 
the context in which it was stated, but in the context of how we 
interpreted it. Moreover, the patient’s vivid recall of the circum¬ 
stances as he remembers them is liable to sway the average judge 
or jury yvhen there is a conflict between his and the physician s 
statements. Juries are also apt to conclude, and perhaps justi¬ 
fiably, that the poor record reflects laxity on the part of the 
physician and his management of the case. 

Speculations and Alterations 

Statements of a speculatix'e or conjectural nature 
should be incorporated in the xvritten record of a 
patient only xvith the complete realization of the pos¬ 
sibility that they may make of the record a two-edged 
sxvord capable of being used, medicolegally, both 
against as xvell as for the physician. Too, if it becomes 
necessary' to alter or change an entry, care should 
be taken that suspicion is not raised that the record 
has been “doctored” for ulterior purposes. The orig¬ 
inal entry' had better not be obliterated completely 
and an explanation for the change, dated and initialed, 
may serve as ey'idenee of good faith. 

Consent to Operations 

The layv does not demand, at least in the absence of 
statute, that a consent to surgery or other form of 
treatment .be in yvriting to be valid and binding. An 
oral or implied consent may be just as valid as a 
xvritten consent. A patient xvho applies to a physician 
for the treatment of a sliver in his finger impliedly 


consents to the removal of the slix'er by acquiescing in 
that procedure. A xx'ritten authorization or even an 
express consent in . such minor procedures is not cus¬ 
tomarily obtained, nor is it required by law. 

Even with respect to major surgical procedures, 
oral or implied consent will legally suffice, if the pro¬ 
cedure contemplated is a laxvful one and if the one 
giving the authorization is legally qualified to consent. 
But, as a practical matter, a physician is inviting 
difficulties if he relies on oral consent where major 
surgery is contemplated. It is therefore customary to 
require the patient, or someone on his behalf quali¬ 
fied to do so, to sign a xvritten permit to be retained as 
a part of the treatment record. Such a permit should 
clearly describe the procedure to be done and should 
name the surgeon or surgeons xvho xvill do the surgery. 
A specific, direct, written consent will do much to 
minimize the possibility of later misunderstandings 
that might breed a malpractice suit. The physician 
should be certain, too, that the patient understands 
fully the contents of the xvritten consent he is signing. 

I should like to relate a personal experience of a rela¬ 
tively minor surgical operation. I xvas admitted to the 
hospital as a patient of Dr. W., xvho was to do the 
surgery. The consent form I xvas asked to sign did not 
mention Dr. W., nor did it describe the type of surgery 
to be done. In broad language, it undertook to author¬ 
ize any physician to operate xvho xvas assigned by the 
hospital, and furthermore xvould have authorized that 
physician to do xvhatever he decided to be necessary 
or desirable xvithout the slightest reference to the 
condition that necessitated the trip to the hospital. It 
is not an overstatement to say that such a consent 
form leaves much to be desired, and it may be ques¬ 
tioned hoxx' much actual protection it affords the 
surgeon xvho performed the surgery. 

It is obvious that, for a consent to afford protection, 
the procedure contemplated must be a laxvful one. A 
patient cannot, for example, give a x'alid consent to a 
criminal abortion. Serious doubts have also been 
raised as to the validity of a consent, xvritten or oral, 
xx’hich contemplates a non therapeutic operation, de¬ 
sired solely for economic reasons, to produce sterility. 
And again, xvhat is the status of a consent purporting to 
authorize surgery to change the sex characteristics of 
the patient? These and similar questions invite fuller 
comment that perhaps xx'ould not be particularly 
germane to the topic of this assignment. The reference 
is made here largely to suggest that physicians should 
not only real'ze the importance of reducing to xvritten 
form essential data about bis treatment of a patient but 
also should nonder whether such data, in specific 
instances, will afford any safeguards even though in 
xvritten form duly signed and delivered. 

Persons xvho may or may not execute a valid con¬ 
sent to surgery or other form of treatment, and to 
autopsies, has been adequately defined elsewhere/ 
Assuming, however, that a surgical procedure is serious 
enough to require xvritten permission, the permission 
should be carefully obtained if it is to afford maximum 
protection to the physician in case its validity is 
subsequently challenged. The execution of the consent 
permit should be preceded by an explanation, under- 
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standable to the patient, of the condition necessitating 
the operation and of the procedure intended to be used 
to relieve that condition. Some estimate should be 
made of the probable result, but care should be exer¬ 
cised to avoid a promise of certainty of a cure. Attend¬ 
ant risks need not be stressed unduly, but, if they will 
lie greater than usual, the patient should be apprised 
of them in such a way as to avoid creating fright. The 
frankness with which the risks are discussed will 
depend to a large extent on the individual case and the 
emotional poise of the patient. If in the opinion of the 
physician the patient is being asked to take a calculat¬ 
ed risk in submitting to a recommended procedure, the 
patient is entitled to know what those risks are so that 
he will be able to form an intelligent judgment about 
the matter. 

While the consent form should be specific as to the 
procedure contemplated, it may be desired to make 
provision for an extension of surgery in case the need 
develops during the course of an operation. The usual 
printed consent form contains such a provision. Here 
is how one writer has expressed this aspect of a written 
consent": 

Doctors are not omniscient. All of them realize that, but too 
man)' of them forget to say so to their patients. They forget to 
deal with their diagnoses as opinions. They act as though the 
opinions were certainties. Surgeons, in cases where they would 
state doubts freely to another doctor sometimes act as if they 
knew exactly what they were going to find at operation and get 
permission only for some single, specified piece of surgery when, 
properly, they should not only state their opinion and ask per¬ 
mission to do the work it entails, hut should also explain that 
perhaps more or less or different surgery will prove necessary 
and get permission for the modified treatment. Patients have a 
Tight, to as definite-an opinion from a.surgeon .as lie can.give, 
hut they should know that the surgeon is aware of the right they 
already possess, the right of decision about how much more or 
less shall be done than, in cases of doubt, the surgeon says he 
intends to do. 

As a corollary of that point, where no emergency exists, sur¬ 
geons should be cautious and conservative when they think 
much different or much more extensive surgery is necessary than 
even their reasonable explanation had made provision for. 

If these explanations are desirable, it obviously 
follows that evidence that the patients have been given 
should be contained in the physician’s record of the 
case. This evidence can be made a part of the consent 
form, as suggested by Dr. Woodward, 5 or a separate 
notation can be included in the record. The important 
thing is that the physician should be prepared to offer 
proof if the patient at some later date denies the fact 
that he was fully informed as to his condition and as 
to the extent of the surgery recommended. 


Conclusions 

Much that has been written here may seem to im¬ 
pose on a physician an unnecessary burden in record 
keeping. If no law suit eventuates there may be some 
justification for such a reaction. But, as many writers 
- have pointed out, every case treated is a potential 
malpractice suit and a wise physician will keep his 
house in order. Put it in writing, doctor! 
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MEDICOLEGAL ABSTRACTS 

Contracts in Restraint of Professional Practice.—This 
was an action by a retiring partner to recover certain 
accounts receivable of a medical partnership. From an 
adverse judgment, the plaintiff appealed to the district 
court of appeals, 1st district, division 2, California. 

The plaintiff physician joined the staff of the San 
Mateo Clinic on January 1,1940, and became a partner 
the following year. Partnership agreements were exe¬ 
cuted in 1941 and again in 1942. The pertinent change 
in the 1942 agreement, which was to terminate in 
1950, was the provision that a retiring partner was 
entitled to receive a share of the accounts receivable, 
payable monthly, “only so long as he shall not engage 
in the practice of the medical profession within the 
cities of San Mateo, Burlingame, and/or Hillsborough, 
and that upon so engaging in such medical practice 
within any of the said cities, his right to any of the 
unpaid money from the partnership shall automatically 
cease and terminate.” The plaintiff signed this agree¬ 
ment. In 1943, after the plaintiff had entered the 
military service, a new’ partnership agreement w'as 
executed incorporating the terms of the 1942 agree¬ 
ment. The plaintiff, being absent, did not sign this 
agreement. Upon being discharged from the military 
service in 1945, the plaintiff reentered the partnership 
but no new agreement w r as executed. The plaintiff 
merely continued to work under the 1943 agreement 
until August, 1951, when he left the partnership and 
opened an office in San Mateo. 

The plaintiff alleged that the 1943 agreement was not 
binding upon him as he had never signed it; that the 

1942 agreement, which he had signed, expired in 1950 
and therefore w’as no longer enforceable. Since there 
was no agreement binding upon him, he argued that 
he was entitled to his share of the accounts receivable. 
The defendant partnership, on the other hand, con¬ 
tended that the plaintiff, orally and by his conduct, 
accepted the 1943 agreement and could not now’ as¬ 
sert that there w'as no agreement binding upon him. 

The district court of appeals held that the plaintiff’s 
conduct was sufficient to support an inference that he 
had assented to be bound by the provisions of the 

1943 agreement. As a result of this consent and by 
his immediately commencing to practice in San Mateo 
upon retiring, he waived any rights he might have had 
to the accounts receivable as provided in the agree¬ 
ment. The plaintiff had one of two choices. He could 
retire and not practice in San Mateo, thereby receiving 
that portion of the accounts receivable to which he was 
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entitled, or lie could practice in San Mateo and thereby 
forfeit his interest in the accounts receivable. Having 
chosen the latter, he was not entitled to recover. 

It was also contended by the plaintiff that the waiver 
clause itself was invalid since it provided for a penalty 
or forfeiture. The law, said the court, does not favor 
either contracts in restraint of trade or agreements for 
liquidated damages. The Business and Professions 
Code, however, permits partners to agree that none 
of them will compete in a similar business in the same 
town or a specified part thereof. It also permits the 
parties to a contract to agree to liquidated damages 
when the amount of actual damage sustained by a 
breach thereof would be impracticable or extremely 
difficult to determine. Whether a covenant is for liqui¬ 
dated damages or for a penalty null be determined in 
accordance with the facts and circumstances of each 
case. The amount fixed as liquidated damages must 
represent a reasonable endeavor to estimate a fair 


compensation for the loss that may be sustained and 
must bear some reasonable relation to such loss. The 
partnership alleged loss of.96 obstetrical cases for 
which it charged an average of $175 per case. The 
plaintiff admitted that since his departure from the 
clinic he had called on it for nearly 205 case histories. 
Thus it can be seen, said the court, that the clinic in 
less than two years since the plaintiffs withdrawal had 
already suffered a loss that may well be equivalent to 
or greater than the amount of the plaintiffs share in 
the accounts receivable. There is no way of calculating 
the future loss that will be suffered through the loss of 
this group of patients. It is obvious, the court con¬ 
cluded, that the measure selected is reasonably related 
to the anticipated loss. 

' On the basis of all the evidence, therefore, the 
judgment of the trial court in favor of the defendant 
partnership was affirmed. Farthing v. San Mateo 
Clinic, 299 P.(2) 977 (Calif., 1956). 


BLOOD TRANSFUSIONS—JEHOVAH'S WITNESSES 


What are the legal obligations and liabilities of a 
physician when a patient, in anticipation of medical 
or surgical treatment, demands that he not be given a 
blood transfusion? In effect, the physician, trained and 
skilled in the science of medicine, is asked to ignore 
his best medical judgment and accede to the wish or 
demand of the patient. 

In elective procedures where no emergency exists, 
and when the patient is an adult in possession of his 
faculties, the patient would usually have the lawful 
right to impose this condition. The physician, in turn, 
in these circumstances, could elect to accept or refuse 
the patient for care and treatment. Should the condi¬ 
tion be imposed after the physician-patient relation¬ 
ship is established, the physician may lawfully with¬ 
draw from the case, providing he advises the patient 
of his intention to do so and affords the patient an 
opportunity to obtain the services of another physician. 

In an emergency, when the patient or the person 
legally responsible for him demands that no blood be 
administered, a more difficult situation exists, because 
there may be no time available to discuss the medical 
implications or to withdraw from the case without 
prejudicing the patient’s welfare. In the last analysis, 
however, it would seem that the patient, as an adult in 
possession of all his faculties, still has the right to 
impose die condition. A spouse or legal representa¬ 
tive of the adult not in possession of his faculties may 
communicate the patient’s wishes or beliefs to the 
physician. Such a communication to be binding would 
have to be made in accordance with demonstrated 
authority. 

The adult patient of sound mind has certain personal 
rights, among which are the right to life and the right 
to preserve life in good health by usual and accepted 
means. Conversely, no one is legally obligated to pre¬ 
serve his life or maintain health by the use of extraor¬ 


dinary or unusual means. Society does not demand 
that one move from one geographical area to another 
to enjoy the therapeutic advantages of a different 
climate, even though in the best opinion of medical 
science the failure to make such a move will doubtless 
result in shortened life expectancy. One may elect to 
refuse surgery or medical advice, or he may choose 
not to seek the assistance of medicine at all. Such de¬ 
cisions do not impose any legal liability upon him as 
long as he is not endangering the life or health of 
others. 

Although the courts have not been called upon to 
decide the respective rights and liabilities of patient 
and physician in a situation where patient demands 
that no blood transfusion be administered to him, there 
have been cases involving a failure by the physician 
to honor the patient’s request. In one case, for exam¬ 
ple, the patient insisted she not be given a spinal 
anesthetic. Nevertheless a spinal anesthetic was ad¬ 
ministered and the patient suffered paralysis. The 
court held that the anesthesiologist committed an 
assault by giving the anesthetic and was liable for the 
harmful consequences of such unlawful act. 1 

Religious Freedom and Law 

Courts have been called on rather frequently to in¬ 
terpret the “freedom of religion” concept of our federal 
and state constitutions. In these cases, however, it is 
significant that there was conflict between the personal 
exercise of a religious belief and the effect of. that 
action on society. In other words, the issue was per¬ 
sonal versus collective rights. In a case decided by the 
Supreme Court of the state of Washington it was con¬ 
tended that the board of regents of a state college was 
without authority to require, that all students undergo. 
x-ray examination of the chest, for the purpose of dis¬ 
covering possible tuberculous infection, as a condition 
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precedent to registration. A student, as a member of 
the Christian Science Church, refused to comply. The 
court quoted the material portion of die First Amend¬ 
ment to the Constitution of the United States, “Con¬ 
gress shall make no law respecting an establishment 
of religion or prohibiting the free exercise thereof.’ It 
also quoted from a like provision of the constitution 
of the state of Washington. It then pointed out that 
religious freedom embraces two concepts, freedom 
to believe and freedom to act. The first, according to 
the court, is absolute, but not the second. Conduct re¬ 
mains subject to regulation for society’s protection. 
This freedom, said the court, can be restricted to pre¬ 
vent grave and immediate danger to interests that the 
state may lawfully protect. Because the public interest 
threatened was the health of all students and employ¬ 
ees of the university, the court held that the school 
requirement was necessary for the protection of 
others.' 

Other cases have involved saluting the flag* and 
compulsory vaccination. 1 Another case involved the 
indictment of a member of the Mormon Church for 
polygamy. The defense in this case was predicated on 
religious belief and freedom of religion. The Supreme 
Court of the United States said, “Laws are made for 
the government of actions, and while they cannot 
. interfere with mere religious beliefs and opinions, 
they may with practices” 5 

Religious Freedom and Medical Treatment 

Personal, lawful action based on religious belief, 
which does not affect the health or welfare of society 
and does not disrupt society’s machinery of govern¬ 
ment, is a right of citizenship. It may be reasonably 
concluded that an individual may lawfully forego 
therapy that is contrary to his religious principles as 
long as he does not thereby endanger the health and 
welfare of others by his action. 

In case of emergency in which the physician cannot 
be certain that the patient is in full possession of his 
faculties or that another person has authority to act 
for the patient, he should proceed with caution from 
both the medical and legal points of view. Such con¬ 
sultation as time permits should be sought. Complete 
records should be maintained. The request of the pa¬ 
tient should be reduced to writing and witnessed if 
at all possible. In event the request cannot be reduced 
to writing because of time or other factors, a witness 
should be obtained who may observe and if necessary 
describe the facts as they existed. The burden is on the 
physician to insure that evidence of the patient’s con¬ 
dition and the circumstances under which the de¬ 
mand not to give a blood transfusion was imposed are 
carefully and fully preserved. 

When the patient is a child and the parent rejects a 
transfusion the legal position of the physician is not 
too clear. In an elective procedure, he may, of course, 
refuse to accept the case under the conditions im¬ 
posed. The parent and the child-patient would then 
have the responsibility of seeking another to give 
medical or surgical care. 


If, however, it is impossible for the physician to 
withdraw without danger to the patient, it would 
seem that he is obligated to respect the demands of 
the patient’s parents to the greatest extent possible. 
That is to say, he should proceed, respecting the de¬ 
mand not to give a transfusion. If during the procedure 
the administration of blood becomes necessary to save 
life the physician is faced with a decision on his own, 
according to his judgment and conscience. On one 
hand, the demand of the parent may well be the wish 
of the child-patient; perhaps the patient might choose 
to die rather than violate a religious principle. On the 
other hand, the doctor has no way of ascertaining in 
such an emergency that the minor is, indeed, of such 
religious persuasion. 

If the doctor did give the minor a blood transfusion, 
contrary to the wish or order of the parent, it is con¬ 
ceivable that the child might express gratitude upon 
recovery. However, it is just as possible that the child 
through his parents might sue the doctor for assault. 
If the charge of assault were sustained, the damage 
incurred would have to be predicated on having saved 
the life of the child. It may be doubted that any more 
than nominal damages would be awarded for such 
an assault. 

In an Illinois case involving an 8-day-old infant who 
had erythroblastosis fetalis, the problem was solved 
by having the district attorney bring a proceeding to 
determine the fitness of the baby’s parents, who were 
Jehovah’s Witnesses. On proper petition and hearing, 
the parents, who refused to permit medical treatment, 
which included transfusion, were declared to be unfit 
and the court appointed a guardian for the child. The 
guardian in turn authorized treatment, the child was 
given a transfusion, and, it is reported, responded 
favorably and lived. 6 

When in the medical care of a minor it is the con¬ 
sidered opinion of medicine that a blood transfusion 
is essential to save life, it is well for the attending 
physician to seek the advice and assistance of the local 
prosecuting attorney and available child welfare agen¬ 
cies to determine whether a guardian should be ap¬ 
pointed. 

Whether a patient be adult or minor, full and com¬ 
plete records must be made and preserved; consulta¬ 
tion should be sought whenever possible. Evidence 
must be preserved showing that the patient making 
the request or his representative was or appeared to 
be in full possession of his faculties. 
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ARKANSAS 

Neuropsychiatric meeting in North Little Rock.—The 
ninth annual Institute in Psychiatry and Neurology 
will be held at the Veterans Administration Hospital, 
North Little Rock, Feb. 28-March 1. Participants will 
include Dr. Francis J. Braceland, Hartford, Conn., 
president, American Psychiatric Association; Esther L. 
Brown, Ph.D., Boston University School of Nursing; 
Dr. Donald A. Covalt, New York University-Bellevue 
Medical Center, New York City; Dr. Iago Galdston, 
New York Academy of Medicine, New York City; 
William E. Gordon, Ph.D., George Warren Brown 
School of Social Work, Washington University, St. 
Louis; E. Lowell Kelly, Ph.D., University of Michigan, 
Ann Arbor; Dr. Louis A. Krause, University of Mary¬ 
land School of Medicine and College of Physicians and 
Surgeons, Baltimore; Dr. L. H. McDaniel, Tyronza; 
Dr. William S. Middleton, chief medical director, 
Veterans Administration, Washington, D.C.; Earl G. 
Planty, Ph.D., University of Illinois, Urbana; Mr. Win- 
throp Rockefeller, Little Rock; Drs. Lewis R. Wol- 
berg and Harold G. Wolff, New York City. Dr. 
Braceland will present the principal address at the 
dinner session Thursday evening. On Wednesday there 
will be workshops in clinical psychology, psychiatric 
social work, and psychiatric nursing. Dr. Harold W. 
Sterling, manager of the VA Hospital, cordially invites 
professional personnel to attend this institute; registra¬ 
tion is without charge. 

CALIFORNIA 

Conference in Ophthalmology.—Stanford University 
School of Medicine will present the annual post¬ 
graduate conference in ophthalmology March 18-22. 
Registration, limited to 30, will be open to physicians 
who limit their practice to the treatment of diseases 
of the eye or of the eye, ear, nose, and throat.. Instruc¬ 
tors will be Drs. David L. Bassett, Stanford; Jerome W. 
Bettman, San Francisco; Max Fine, San Francisco; 
Earle H. McBain, San Rafael; Arthur J. Jampolsky, 
San Francisco; and Dohrmann K. Pischel, San Fran¬ 
cisco. Information may be obtained from the Dean, 
Stanford University School of Medicine, 2398 Sacra¬ 
mento St., San Francisco 15. 

University' News.—The College of Medical Evangelists, 
Loma Linda-Los Angeles, announces that Dr. Clar¬ 
ence E. Stafford, Los Angeles, has been appointed 
acting chairman of the division of surgery. Drs. How¬ 
ard S. Downs, Glendale, and Robert V. Shearer, Los 
Angeles, have been named executive secretaries of the 
departments of anesthesiology and ophthalmology 
respectively. Dr. Morton M. Woolley, Los Angeles, is 
a new instructor in the division of surgery.—Dr. Leon 
Goldman was recently appointed associate dean of 
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the University of California Medical School, San 
Francisco, and Drs. Robert H. Crede and Malcolm S. 
Watts were named assistant deans. All three will 
continue to serve in their previous positions: Dr. 
Goldman as chairman, department of surgery. 
Dr. Crede as associate professor of medicine, and Dr. 
Watts as assistant clinical professor of medicine. 

DISTRICT OF COLUMBIA 

Course on Radioiodine.—A course in the “Diagnostic 
Use of Radioiodine (1 131 )” will be given March 18-22 
at Georgetown University Medical Center, Washing¬ 
ton, D.C. This course, open to authorized physicians, 
wall meet Atomic Energy Commission qualifications for 
diagnostic 1 131 . Information may be obtained from 
Dr. Benedict J. Duffy Jr., Georgetown University 
Hospital, Washington 7, D.C. 

FLORIDA 

Refresher Course.—Mediclinics, a postgraduate re¬ 
fresher course, will be held in Fort Lauderdale, March 
4-14, under the sponsorship of the Florida Academy 
of General Practice. The American Academy of Gen¬ 
eral Practice has certified the course for 32 hours of 
formal postgraduate study in category 1. Seven lunch¬ 
eon meetings have been scheduled; attendance is 
optional, and the cost of each is $2.50. Tuition fee 
for the course is $50, payable in advance. The faculty 
will leave Chicago on Saturday, March 2, on the Penn¬ 
sylvania Railroad train “Southwind,” arriving in Fort 
Lauderdale on Sunday. Those desiring reservations on 
that train should consult their local ticket agent or 
Mr. J. R. Brown, 720 Rand Tower, Minneapolis. 

ILLINOIS 

Chicago 

Symposium on Cardiovascular Disease.— “Doctor, 
Have You Made a Mistake?” is the title of a sym¬ 
posium on misdiagnoses of cardiovascular disease to 
be presented by the Chicago Heart Association at the 
Palmer House, March 5, 8 p. m. Presentation and dis¬ 
cussion of four significant errors will be offered by 
experts. The special discussant will be Dr. A. Carlton 
Ernstene, chairman, division of medicine, Cleveland 
Clinic, Cleveland. A telephone will be available for 
physicians at the meeting, RA 6-7500. 

Lectures on Growth of Medicine,—In its series, “The 
Growth of Medicine,” Northwestern University Medi¬ 
cal School will present the following lectures in room 
641 of the Ward Memorial Building, 303 E. Chicago 
Ave., from 5 to 6 p. m.: 

March 5, Medicine Extends Its Eyes (development and use of 
the microscope since the time of Galileo), Leslie B. Arey, 
Ph.D., professor of anatomy, emeritus, Northwestern Univer¬ 
sity Medical School. .... • — --- - 

March 12, Development of Our Knowledge of Neurology, Lewis 
J. Pollock, professor of neurology and psychiatry, emeritus, 
Northwestern University Medical School, 
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MICHIGAN 

Annual Symposium on Trauma.—The Michigan Acad¬ 
emy of General Practice will present its fourth annual 
symposium for the generalist, with the co-sponsorship 
of the Lederle Laboratories Division of the American 
Cyanamid Co., at the Olds Hotel, Lansing, March 6. 
Five hours of category-1 credit will be allowed for at¬ 
tendance. The luncheon speaker will be Dr. Austin 
Smith, Editor of The Journal of the American Medi¬ 
cal Association, whose subject will be “What the 
Future Holds for General Practice.” Other presenta¬ 
tions by out-of-state speakers include: 

Trauma to the Head and Spine, Kenneth H. Abbott, Columbus, 
Ohio. 

Trauma to the Chest, E. J. Beattie Jr., Chicago. 

Trauma to the Abdomen, John H. Powers, Cooperstown, N. Y, 
Trauma to the Extremities, David M. Bosworth, New York. 
Physical Rehabilitation Following Trauma, Allen S. Russek, 
New York. 

Psychiatric Rehabilitation Following Trauma, Harry H. Wagen- 
heim, Philadelphia. 

NEW YORK 

Sesquicentennial Celebration.—The Columbia County 
Medical Society observed its sesquicentennial, Dec. 5, 
1956, with a program in the Hudson High School Audi¬ 
torium in Hudson. After an address of welcome by the 
president, Dr. Carl G. Whitbeck, Hudson, Dr. Joseph 
P. Gold, Hudson, presented scrolls to the following 
physicians for 30 years or more of active membership 
in the society: Lawrence J. Early, John L. Edwards, 
Harry A. Pattison, Clark G, Rossman, all of Hudson; 
Frank C. Maxon, Chatham; and Louis Van Hoesen, 
Copake. Under the sponsorship of the council commit¬ 
tee on public health and education of the Medical 
Society of the State of New York, with the cooperation 
of the New York State Department of Health, Dr. 
Louis H. Bauer, New York City, past-president of the 
American Medical Association and secretary-general 
of the World Medical Association, delivered the ad¬ 
dress, “The Medical Profession and Voluntary Health 
Insurance.” 

New York City 

Presentation of the Van Slyke Award.—At the meeting 
of the New York Metropolitan section of the American 
Association of Clinical Chemists, Feb. 26, 8:30 p. m., 
at Mount Sinai Hospital, 99th Street and Fifth Avenue, 
the first Van Slyke Award in Clinical Chemistry will 
be presented to Donald D. Van Slyke, Ph.D., himself. 
Dr. Van Slyke will deliver an address on “Some Phases 
of Oxygen Physiology,” which will describe his re¬ 
search in this field. All those interested are invited to 
attend. 

Appoint Professor of Obstetrics and Gynecology.—Dr. 
Gordon Watkins Douglas, who has been on the staff 
of New York University College of Medicine since 
1949, has been appointed professor and chairman of 
the department of obstetrics and gynecology of New 
York University College of Medicine, a unit of New 
York University-Bellevue Medical Center. He suc¬ 
ceeds Dr. William E. Studdiford, who became profes¬ 
sor emeritus after 21 years of service to his alma mater. 


YVhen Dr. Studdiford entered New York University 
College of Medicine as a student in 1918, his father, 
the late Dr. William E. Studdiford Sr., was professor 
and chairman of the department in which his son 
later served as chairman for 19 years. 

Bookbinding Service.—The Institute for the Crippled 
and Disabled, rehabilitation center at 23rd Street and 
First Avenue, announces that the service of uniform 
binding of medical volumes for doctors’ offices, li¬ 
braries, schools, and other professional institutions has 
become available. The bookbinding will be done by 
handicapped students engaged in leatbergoods manu¬ 
facturing training in the vocational phase of their total 
rehabilitation programs at the institute. Full leather, 
half leather, buckram, and leatherette bindings in all 
colors and qualities of materials are available. All 
work is being done on a custom order basis with the 
exact specifications of the purchaser followed in detail. 
The Institute will also provide a consultative service 
on the decoration and styling of the bookbinding. 
Information may be obtained and orders placed by 
addressing the Medical Bookbinding Service at the 
Institute, 400 First Avenue, New York 10, telephone 
ORegon 9-0100. 

Hospital Observes Diamond Jubilee.—The New York 
University-Bellevue Medical Center Convocation, 
March 4-5, in commemoration of the diamond jubilee 
of University Hospital, will have as its theme “The 
Hope of Mankind—Health and Peace.” The convoca¬ 
tion panels will be concerned with medicine and the 
role it serves in man’s struggle for a better way of life. 
University Hospital, organized in 1882 as the New 
York Post-Graduate Medical School and Hospital, 
joined New York University in 1948, merging in De¬ 
cember of that year with the newly formed New York 
University-Bellevue Medical Center and thereby be¬ 
coming known as New York Universitv Post-Graduate 
Medical School and University Hospital. 

The hospital is a part of a multimillion-dollar 
medical center development program, in which the 
Institute of Physical Medicine and Rehabilitation, the 
Henry W. and Albert A. Berg Institute for Experi¬ 
mental Physiology. Surgery and Pathology, and the 
Medical Science Building are completed and in full 
operation. The students’ Hall of Residence was sched¬ 
uled to be placed in operation this month and Alumni 
Hall and lecture rooms will be opened in September. 
The new 20-story hospital to replace the present Uni¬ 
versity Hospital will complete the medical center 
development program. 


iYUn iH CAROLINA 

Conference on Handicapped Children.-The third 
North Carolina Conference on Handicapped Children 
will be held at the University of North Carolina School 
of Medicine, Chapel Hill, Feb. 28-March 1. The key¬ 
note speech will be given by Wendell Johnson, Ph.D., 
professor of speech pathology, University of Iowa, 
Iowa City. Other speakers will include Jon Eisenson’ 
Ph.D. Speech and Hearing Clinic, Queens College 
New York; William G. Hardy, Ph.D., Johns Hopkins 
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School of Medicine; Herbert K. Cooper, D.D.S., direc¬ 
tor, Lancaster (Pa.) Cleft Palate Clinic; and Dr. Orvis 
C. Irvin, professor of psychology. University of Iowa. 
Die conference is sponsored by the coordinating com¬ 
mittee for handicapped children. North Carolina 
Health Council; the North Carolina Speech Thera- 
pists Association; and the Nemours Foundation. All 
persons interested in the problems of handicapped 
children are invited to attend. 

OHIO 

Course in Electrocardiography.—Dr. Leslie H. French, 
Prince Georges General Hospital, Cheverly, Md., will 
conduct the annual course in practical electrocardio¬ 
graphic analysis at Columbus, March 4-8. Eligible 
physicians interested in participating in this course 
should communicate with Dr. Oscar F. Roscnow, 
White Cross Hospital, Columbus 8. 

Course on Obstetrics and Gynecology.—Die Frank E. 
Bunts Educational Institute, affiliated with the Cleve¬ 
land Clinic Foundation, will present a postgraduate 
continuation course in obstetrics and gynecology, 
March 21-22. The Wednesday sessions will be devoted 
to “Advances in Obstetric Care” and the Thursday 
sessions to “Gynecological Bleeding.” The faculty of 
the institute will be assisted in the presentation of this 
course by guest speakers including Drs. Marion E. 
Black, assistant clinical professor of obstetrics and 
gynecology. Robert L. Faulkner, associate professor 
of obstetrics and gynecology, and Irving Rothchild, 
associate professor of obstetrics and gynecology, of 
Western Reserve University School of Medicine, 
Cleveland; William S. Kroger, clinical associate pro¬ 
fessor of gynecology. Chicago Medical School; and 
Norman F. Miller, professor of obstetrics and gyne¬ 
cology, University of Michigan Medical School, Ann 
Arbor. Registration fee for the course is $15, except 
for into res. residents, and members of the armed forces 
in mvfortn, who will be admitted free. Please address 
the Registrar, Frank E. Bunts Educational Institute, 
2020 E. 93rd St., Cleveland 6. 

Academy's Centennial Exposition.—The Academy of 
Medicine of Cincinnati cordially invites all physicians, 
iheir families, and their patients to its 100th birthday 
party, Feb. 27-March 5. A health museum and expo¬ 
sition in the Cincinnati Music Hall will offer 175 
health and scientific exhibits, representing medicine, 
hospitals, research centers, public health, nursing, 
pharmacy, and industry. There will be an atomic 
energv exhibit from the American Museum of Atomic 
Energy, entitled “Atoms for Peace.” “Juno,” an acti¬ 
vated manikin, loaned by the Dominican Republic, 
will demonstrate blood vessels, bones, and organs of 
the bodv. Drs. Paul D. White, Boston, and Walter C. 
Alvarez, Chicago, will be among the guest speakers. 
At the centennial convocation, March 5, the convoca¬ 
tion address will be given by Sir Edward Appleton, 
Nobel laureate, Edinburgh. Civic leaders, officials of 
both the national and state medical associations, and 
government dignitaries wall take part in the cere¬ 
monies. Prof. Reginald McGrane, Ph.D., chairman, 


department of history. University of Cincinnati, has 
prepared a 100-year history of the academy, entitled 
“The Doctor’s Forum.” The Cincinnati Journal of 
Medicine also is preparing a special centennial edition. 

Cancer Seminar.—The third annual Seminar in Cancer 
will be presented by the medical staff of the Huron 
Road Hospital (13951 Terrace Rd., Cleveland) Feb. 
26-27. The fee, $20, includes the seminar, two lunch¬ 
eons, and a banquet. Interns and residents are invited 
to the daytime sessions and luncheons without charge. 
A skin clinic is scheduled for Tuesday at 12:15 p. m., 
and a panel discussion, “Malignancies of the Female 
Reproductive System,” for 3:45 p. m. On Wednesday 
at 4 p. m. there will be a panel discussion on cancer 
of the lung. This will be moderated by Dr. Charles S. 
Cameron, dean, Hahnemann Medical College and 
Hospital, Philadelphia, and past executive director, 
American Cancer Society, who will also deliver the 
banquet address, “Cancer—1957,” Wednesday, 8 p. m. 
Other presentations by out-of-state speakers will in¬ 
clude: 

Treatment of Cancer of the Cervix with Radiation, Juan A. del 
Regato, Colorado Springs, Colo. 

Malignant Tumors of the Head, Face, and Neck, Oliver H. 
Bcahrs, Rochester, Minn. 

Cutaneous Neoplasms, George C. Andrews, New York. 

Ovarian Tumors, Clyde L. Randall, Buffalo. 

Recognition and Treatment of Tumors of the Urinary Bladder, 
Victor F. Marshall, New York. 

Trends in Cancer Research, John’B. Trunnell, Galveston, Texas. 
Histopathologic Studies of the Bronchial Mucosa, Oscar Auer¬ 
bach, East Orange, N. J. 

Malignant Tumors of the Lung, Richard H. Overholt, Boston. 

PENNSYLVANIA 

Registration Required for Ionizing Radiation Equip¬ 
ment.—Pursuant to its recent announcement that all 
owners, operators, or handlers of ionizing radiation 
machines or radioactive material in Pennsylvania must 
register with the department as required by its radia¬ 
tion protection regulations, the Pennsylvania Depart¬ 
ment of Health, Harrisburg, has sent more than 35,000 
registration forms to all known or potential users of 
ionizing radiation equipment or materials in the state. 
The department points out that greater use of ionizing 
radiation equipment and of radioactive material has 
increased the potential danger of overexposure of 
persons subjected to this type of radiation and has 
become a public health concern. 

Personal.—Dr. Robert D. Dripps Jr., chairman, depart¬ 
ment of anesthesiology. University of Pennsylvania 
School of Medicine, was elected a director of the 
American Board of Anesthesiology at.a_meeting of the 
board in Coronado, Calif., Oct. 24. Dr. Dripps fills 
the vacancy created by the resignation of Dr. Meyer 
Saklad of Providence, R. I.—An award of $1,000 has 
been presented by the Society of Cosmetic Chemists to 
Dr. Walter B. Shelley, associate professor of derma¬ 
tology, University of Pennsylvania School of Medicine, 
for his work on the apocrine and eccrine glands. The 
award, established in 1955, is given annually to the 
author “whose recent papers offer the greatest potential 
advance in cosmetic science.”-Dr. Harry Shubin re- 
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cently presented a paper on “Current Status of Therapy 
for Tuberculosis”—at the Forlanini Institute in Rome, 
Italy, and a paper on “A New Simple Method of Skin 
Testing for Tuberculosis, Histoplasmosis, Blastomy¬ 
cosis, and Coccidiomycosis” at Cologne, Germany, 
where he was also a collaborator on the panel on 
tuberculosis presented at the fourth International 
Congress on Diseases of the Chest. 

TEXAS 

Course on Poliomyelitis.-Baylor University College of 
Medicine, Southwestern Poliomyelitis Respiratory 
Center, and the Jefferson Davis Hospital, Houston, 
in cooperation with die National Foundation for Infan¬ 
tile Paralysis, Inc., will hold their fourth postgraduate 
course for physicians, nurses, medical social service 
workers, and physical and occupational therapists, 
Feb. 25-March 1. The course on “Practical Manage¬ 
ment of Poliomyelitis and Principles of Rehabilitation” 
null cover complete care of persons with poliomyelitis, 
with emphasis on the patient with severe involvement, 
the effective coordination of services, and the princi¬ 
ples of rehabilitation. Details may be obtained from 
Dr. William A. Spencer, Medical Director, South¬ 
western Poliomyelitis Respiratory Center, Education 
Office, ISOO Kenwood Lane, Houston. 

Symposium on Cancer Research.—The 11th annual 
Symposium on Fundamental Cancer Research will be 
held March 7-9 at the University of Texas M.D. 
Anderson Hospital and Tumor Institute, Texas Medi¬ 
cal Center, Houston. The general topic will be “Viruses 
and Tumor Growth.” The session Friday morning will 
have as chairman Dr. Albert B. Sabin, of Cincinnati. 
Presentations by out-of-state speakers will include: 

Pathology of Virus Neoplasia, Ernest \V. Goodpasture, Armed 
Forces Institute of Pathology, Washington, D. C. 

Genetic, Hormonal, and Age Factors in Susceptibility and Re¬ 
sistance to Tumor-Inducing Vimses, Howard B. Andervont, 
Sc.D., National Cancer Institute, Bethesda, Md. 
Immunological Factors in Viral Infections, Edwin H. Lennette, 
California State Department of Public Health, Berkeley. 
Factors Influencing Proliferation of Viruses, Joseph L. Melnick, 
Ph.D., Yale University School of Medicine, New Haven, 
Conn. 

Factors Influencing Proliferation of Tumor-Inducing Viruses, 
George O. Gey, John Hopkins Hospital, Baltimore. 
Transmission of Tumor-Inducing Avian Viruses Under Natural 
Conditions, Ben R. Burmester, Ph.D., U. S. Department of 
Agriculture, East Lansing, Mich. 

Enhancement of Susceptibility to Viruses in Neoplastic Tissues, 
Hilary Koprowski, Lederle Laboratories, Pearl River, N. Y. 
Virus Range of Stable and Pure-Line Cell Strains, Jerome T. 
Syverton and Leroy C. McLaren, Ph.D., University of Min¬ 
nesota Medical School, Minneapolis. 

Oncolytic Properties of Viruses, Alice E. Moore, Sloan-Ketter- 
ing Institute for Cancer Research, New York City. 

Cell-Free Transmissions of Leukemia, Ludwik Gross, VA Hos¬ 
pital, Bronx, N. Y. 

Isolation and Identification of Tumor-Inducing Viruses, Joseph 
W. Beard, Duke University School of Medicine, Durham, 
N. C. ’ 

Host-Virus Relationship in Tumor-Inducing Viruses, W. Ray 
Bryan, Ph.D,, National Cancer Institute, Bethesda, Md. 
Carcinogens and Viral Infections, Francisco Duran-Reynals, 
Yale University School of Medicine, New Haven, Conn. 
Action of Viruses on Cells, Earl A. Evans Jr., Ph.D., University 
of Chicago. 


Potential Significance of Nucleic Acids and Nucleoproteins of 
Specific Composition in Malignancy, Wendell M. Stanley, 
Ph.D., University of California, Berkeley. 

Vimses as Transducing Agents and Their Potential Significance 
in Cancer, Joshua Lcderberg, Ph.D., University of Wisconsin 
College of Agriculture, Madison. 

The seventh annual Bertner Foundation award and 
Bertner Lecture will be presented Friday evening. 

GENERAL 

Meeting of Medical Group Psychoanalysts.—The So¬ 
ciety of Medical Group Psychoanalysts will hold then- 
first scientific meeting March 6, 8:30 p. m., at the New 
York Academy of Sciences, 2 E. 63rd St., New York 
City. The society is open for charter membership. 
Those interested may write to Dr. Benjamin Wassell, 
49 E. 78th St., New York 21, acting secretary. 

Council for Exceptional Children.—The International 
Council for Exceptional Children announces an inter¬ 
national meeting in Pittsburgh, April 23-27, with the 
joint sponsorship of the Pennsylvania federation of the 
council. The meeting will be held at the Penn-Sheraton 
Hotel. Information may be obtained from the executive 
secretary, Mr. Harvey Z. Wooden, 120116th St., Wash¬ 
ington 6, D. C, 

Research in Muscular Dystrophy.—A five year, $250,- 
000 research project, sponsored by the University of 
Texas Medical Branch at Galveston, Texas, and the 
National Muscular Dystrophy Research Foundation, 
Liberty, Texas, will provide for coordination of re¬ 
search in various fields. Dr. Arnold H. Nevis, Cam¬ 
bridge, Mass., has assumed duties as coordinator of 
the research unit. The medical branch also is setting 
up a muscular dystrophy clinic in Galveston. 

Accidental Drowning.—According to the Metropolitan 
Life Insurance Company, most of the 1,200 victims 
who each year lose their lives in accidents involving 
small boats are in the 20-24 age group. Among the 
Metropolitan’s industrial policyholders, nearly three 
out of every five insured persons who drowned were 
fishing; one-fourth of the victims were cruising, row¬ 
ing, or canoeing for pleasure; one-tenth were duck 
hunting; and an almost equal proportion were playing 
on rafts (practically all boys under 15). 

Fellowships in Cardiology.—The department of cardi¬ 
ology, St. Michael’s Hospital, Newark, N. J., will have 
available, beginning July 1, one clinical trainee fellow¬ 
ship and one research trainee fellowship in cardiology. 
Both fellowships are recognized by the National Heart 
Institute and are credited toward one year of residency 
in internal medicine. Applicants must be U. S. citizens 
and must have completed at least two years of an ap¬ 
proved residency in internal medicine. Application 
should be sent to Dr. Nicholas A. Antonius, director. 
Department of Cardiology, St. Michael’s Hospital, 306 
High St., Newark, N. J. 

Caribbean Conference on Mental Health.—The first 
Caribbean Conference on Mental Health will be held 
in Aruba, Netherlands Antilles, March 14-19/The con- 
ferenee, organized by the Aruba Society for Mental 
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Health, will have as its theme “Constructive Mental 
Hygiene in the Caribbean.” The chairman will be Dr. 
John R. Rees, London, director. World Federation for 
Mental Health. Topics of discussion will include 
"Mental Health Problems in the Caribbean,” “The 
Alcohol Problem,” “Family and School Relationships,” 
and "What Is Mental Health?” A study will be made 
of tire possibilities of organizing a Caribbean Federa¬ 
tion of Mental Health Societies. 

Hospital Associations Meet in Chicago.—The annual 
convention of the National Association of Methodist 
Hospitals and Homes will convene at the Palmer 
House, Chicago, Feb. 26-28. Panel discussions have 
been scheduled on "Administrative Problems” and 
“Medical and Health Services.” On Thursday noon, 
the luncheon speaker will be Dr. Benjamin Boshes, 
chairman, department of neurology and psychiatry, 
Northwestern University Medical School, Chicago, 
whose subject will be “The Bole of the Psychiatrist in 
a Hospital or Home.” The association will meet jointly 
on Thursday evening and Friday with the American 
Protestant Hospital Association, which has scheduled 
its meeting at the Palmer House, Feb. 27-March 1. 

Surgeons Meet in Seattle.—The American College of 
Surgeons will hold a sectional meeting at the Olympic 
Hotel, Seattle, Feb. 28-March 2. Dr. George A- 
Falkner, Walla Walla, Wash., president, Washington 
chapter, will preside over the dinner program on 
Wednesday evening, Feb. 27, when the speakers will 
be Dr. F. John Lewis, Minneapolis, whose topic will 
be “A Super-radical Mastectomy for Carcinoma of the 
Breast,” and Dr. Paul R. Hawley, Chicago, director of 
the college, who will discuss “The Position of the 
College upon Current Problems of Medical Practice-” 
Symposiums have been scheduled on amputations, 
surgical pathology of special interest to the ophthal¬ 
mologist, trauma, hypothermia in cardiac surgery, and 
cancer. The Friday afternoon program includes panels 
on incontinence in the female, vascular grafts vs. 
endarterectomy, and biliary tract surgery. 

Meeting on Forensic Medicine.—The American Acad¬ 
emy of Forensic Sciences will hold its annual meeting 
at the Drake Hotel, Chicago, Feb. 28-March 2. On 
Thursday the subject for discussion will be “Traffic 
Accidents.” Dr. Maier I. Tuchler, San Francisco, will 
present personality factors; Dr. Alexander S. Wiener, 
Brooklyn, biological factors; Dr. Richard Ford, Boston, 
pathological patterns; and Mr. Erie Stanley Gardner, 
Temecula, Calif., “Confessions of a Cross Examiner.” 
“Implications of the Durham Case” will be discussed 
Friday by Dr. Manfred S. Guttmacher, Baltimore, 
Dr. Val B. Satterfield, St. Louis, and Fred E. Inbau, 
LL.M., Chicago. Section meetings will be held Friday 
and Saturday mornings in the fields of forensic pathol¬ 
ogy, forensic psychiatry, forensic toxicology, juris¬ 
prudence, questioned documents, criminalistics, and 
forensic immunology. 

Essay Contest.-The Mississippi Valley Medical Society 
announces an essay contest for unpublished papers on 
any subject of general medical or surgical interest. 


including medical economics and education. Contribu¬ 
tions are accepted only from physicians who are mem¬ 
bers of the American Medical Association and who are 
residents and citizens of the United States. Manuscripts, 
not exceeding 5,000 words, should be submitted in five 
complete copies. The winner will receive a cash prize 
of $100, a gold medal, and an invitation to address the 
annual meeting of the Mississippi Valley Medical So¬ 
ciety at the Hotel Sheraton-Jefferson, St. Louis, Sept. 
25-27. Essays must be in the office of the secretary of 
the society not later than May 1. Details may be se¬ 
cured from Dr. Harold Swanberg, Secretary, Missis¬ 
sippi Valley Medical Society, 209-224 W. C. U. Build¬ 
ing, Quincy, Ill. 

Residency in Anesthesiology.—The Salt Lake Veterans 
Administration Hospital, in cooperation with the Uni¬ 
versity of Utah, Salt Lake City, has inaugurated a VA 
career residency in anesthesiology. Residents receive 
regular VA salary (beginning at $5,915 to $8,990, de¬ 
pending on experience) and agree to remain with the 
VA for a specified time following their residency. 
While in the VA service they will be entitled to the 
usual ingrade salary increases and other benefits. In 
addition to hospital experience in the VA hospital, resi¬ 
dents also rotate through other affiliated teaching hos¬ 
pitals at the University of Utah. Lectures in basic 
sciences and anesthesia problems are given by the 
faculty of the University of Utah. This position is cur¬ 
rently filled, but applications for the next vacancy, 
July 1, 1957, are being received. For information con¬ 
tact Dr. Carter M. Ballinger, Director, Division of 
Anesthesiology, University of Utah, Salt Lake City. 

Dedicatory Issues of Journals.—The December Bulletin 
of the New York Academy of Medicine is dedicated to 
the observance of the centennial of the birth of Sig¬ 
mund Freud. It contains the papers delivered at a 
meeting in commemoration of the 100th anniversary 
of the birth, which was held in New York City April 
20, 1956 (The Journal, April 14, page 1337).—The 
December issue of the American Review of Tubercu¬ 
losis and Pulmonary Diseases is dedicated to Dr. J. 
Burns Amberson, professor emeritus of medicine, 
Columbia University College of Physicians and Sur¬ 
geons, New York City. Reprinted in the issue is the 
J. Burns Amberson lecture, “The Chest Service at 
Bellevue Hospital; A Better Mouse Trap,” which was 
delivered by Dr. James J. Waring, Denver, under the 
sponsorship of the Bellevue Hospital chest service. 
The lecture will be delivered annually at the meeting 
of the National Tuberculosis Association and the 
American Trudeau Society, of which Dr. Amberson is 
a past-president. 

Scholarships in Education of the Blind.—The New 
York Institute for the Education of the Blind offers 
scholarships to young graduates of American colleges 
who wish to enter the field of the education of handi¬ 
capped children. Awards (for one academic year) will 
consist of board and room at the New York Institute 
for the Education of the Blind and full tuition at one 
of the universities in the Greater City. Scholarships 
may be renewed for the second year—or they may be 
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cancelled at the end of the first term if the trainee’s 
college or internship work is poor or if he displays 
inaptitude or lack of interest. The candidate must 
have secured a college degree from a standard college; 
must have sufficient funds, in addition to the scholar¬ 
ship award, to spend a year of graduate study in New 
York City; and must give evidence of his willingness 
to spend some time teaching in that field on comple¬ 
tion of his training program. Candidates for kinder¬ 
garten, nursery school, and elementary school will be 
given preference. Applications should be filed by 
April .15. 

Prize in Obstetrics and Gynecology.—The American 
Association of Obstetricians and Gynecologists an¬ 
nounces its foundation prize ($500). Eligible contest¬ 
ants include only interns, residents, or graduate stu¬ 
dents in obstetrics and gynecology and persons with 
an M.D. degree, or a scientific degree approved by the 
prize award committee, who are practicing or teach¬ 
ing obstetrics or gynecology or who are engaged in 
research in these fields. No fellow of the association 
shall be eligible to compete for this prize. Manuscripts 
(limited to 5,000 words) must be presented under a 
nom de plume, which shall in no way indicate the 
author’s identity, to the president of the foundation, 
together with a sealed envelope bearing the nom de 
plume and containing a card showing the name and 
address of the contestant. Three copies of manuscripts 
and illustrations entered must be in the hands of the 
president of the foundation before April 1, 1957. In¬ 
quiries should be addressed to Dr. E. Stewart Taylor, 
University of Colorado School of Medicine, 4200 E. 
Ninth Ave., Denver. 

Fellowships in Poliomyelitis.—The National Founda¬ 
tion for Infantile Paralysis announces that applications 
for postdoctoral fellowships submitted before March 1 
will be considered in May. The next deadline for appli¬ 
cations will be Sept. 1, for consideration in May, 195S. 
Postdoctoral fellowships are available in rehabilitation, 
psychiatry, orthopedics, management of poliomyelitis, 
preventive medicine, and for postdoctoral training in 
research and/or academic medicine. In addition to a 
monthly stipend ($3,600-86,000 annually, depending 
on individual needs and marital status of the applicant) 
the foundation arranges for compensation to the insti¬ 
tution. For a full academic program, tuition and fees 
are paid and for other programs a sum not to exceed 
$1,250 a year, including tuition. Partial fellowships are 
available for qualified veterans to supplement veteran 
educational benefits. For information write: Division 
of Professional Education, National Foundation for 
Infantile Paralysis, 120 Broadway, New York 5. (After 
March 1, write to the new address of the foundation, 
301 E. 42nd St., New York.) 

An-.sthesia Memorial Foundation.—At the annual ban¬ 
quet of the American Society of Anesthesiologists, Oct. 
11,1956, announcement was made of the incorporation 
of the Anesthesia Memorial Foundation. One of its 
functions will be the administration of a resident’s loan 
fund. Dr. Lloyd E. Larrick, Cincinnati, presented to 
the foundation $500 on behalf of the Ohio Society of 
Anesthesiologists. Mr. Joseph K. Dennis, of the Jo¬ 


seph K. Dennis Co., administrators of the ASA Group 
Health and Accident Insurance policies, presented a 
check in the amount of $200 and stated that his com¬ 
pany expected to contribute regularly in the future. 
The foundation will be administered by a self-perpetu¬ 
ating board, the original trustees of which will be Drs. 
John S. Lundy, Rochester, Minn., chairman; Urban H. 
Eversole, Boston; Arthur William Friend, Akron, Ohio; 
Charles F. McCuskey, Los Angeles; Stevens J. Martin, 
Hartford, Conn.; and Brant B. Sankey, Cleveland; 
and Mr. John S. Lansdale, Cleveland. Contributions 
to the Anesthesia Memorial Foundation should be 
made payable to the foundation and sent to: Dr. 
John S. Lundy, 102-110 Second Ave., S. W., Rochester, 
Minn. 


Certification in Sanitary Engineering.—The American 
Sanitary Engineering Intersociety Board, Inc., recently 
received its first application for a certificate of special 
knowledge in sanitary engineering. The Intersociety 
Board announces that all certified sanitary engineers 
will he carried on a roster to be known as the American 
Academy of Sanitary Engineering. The basic require¬ 
ments for certification are registration as a professional 
engineer, graduation from a college of engineering, 
and at least eight years of sanitary engineering experi¬ 
ence. Applicants with unusually high qualifications 
and at least 15 years of experience may be considered 
for certification without examination, if the applica¬ 
tions are filed before July 1. All applicants must pay an 
application fee of $10 plus a $25 examination fee. 
The Intersociety Board is sponsored by the American 
Public Health Association, American Society of Civil 
Engineers, American Society of Engineering Educa¬ 
tion, American Water Works Association, and Federa¬ 
tion of Sewage Works Associations. The office of the 
secretary of the board, Mr. Francis B. Elder, is in the 
Engineering Societies Building, 15th Floor, 33 W. 29th 
St., New York 18. 


Study on Drownings.—A nationwide study of drown - 
ings, recently completed by Bramwell W. C. Gabriel- 
sen, associate professor of education at the University 
of Georgia, disclosed that, although the most likely 
places for death on the water are lakes, rivers, and 
ponds, such accidents happen in unusual places, in¬ 
cluding bathtubs, wells, cattle-watering troughs, sew¬ 
ers, rain barrels, and slop buckets. Only 2.2% of the 
1,309 drownings studied in 1955 took place at beaches 
or pools where lifeguards were in attendance; 16.8% 
(or 220) of the drownings occurred among children 
under 5 years of age who were left unattended for a 
few moments; and a large number of water death 
victims were of pre-high-school age. The highest inci¬ 
dence of deaths was found in June, July, and August 
(4 p. m., Sundays). Slightly more than 9% of the victims 
had been under the influence of alcohol. There was a 
ratio of six men for every woman victim. Almost a 
quarter of the fatalities occurred after boats carrying 
nonswimming passengers had been upset. Only 26.3% 
of the drownings happened to persons engaged in 
recreational swimming. The study, a doctoral thesis 
will be available this fall after its publication by the 
Center for Safety Education. 



60S MEDICAL NEWS 

Congress of Ophthalmology'.—The interim congress of 
the Pan American Association of Ophthalmology will 
be held in conjunction with the annual meeting of tire 
National Society' for the Prevention of Blindness, April 
7-10, at the Hotel Statler, New York, according to an 
announcement by Dr. Brittain F. Payne, New York, 
president of the association. The official subjects, to be 
discussed by' invited speakers, are “Diseases of the 
Ocular Fundus,” “Ophthalmic Surgery',” and “Thera¬ 
peutics in Present-Day' Ophthalmology.” “Free” papers 
on other topics may be included in the program so far 
as time allows. Dr. John M. McLean, professor of clini¬ 
cal surgery' in ophthalmology', Cornell University' Med¬ 
ical College, New York, is chairman of tire program 
committee. Those who wish to present papers are in¬ 
vited to communicate with Dr. McLean at New York 
Hospital, 525 E. 68th St., New Y r ork 21. Films are 
invited for a cinema program relating to the official 
subjects that is being planned under the chairmanship 
of Dr. Wendell L. Hughes, Professional Building, 
Hempstead, N. Y. Dr. Conrad Berens, former president 
of the association, and Dr. Algernon B. Reese, chair¬ 
man of the fellowship committee, both of New York, 
are serving as consultants on plans for the congress. 

Meeting of Ortliopsychiatric Association.—The 34th 
annual meeting of the American Orthopsychiatric As¬ 
sociation will convene at the Hotel Sherman, Chicago, 
March 7-9. The association, which includes educators, 
anthropologists, sociologists, and pediatricians, will 
meet jointly with the World Federation for Mental 
Health, the American Academy of Child Psychiatry, 
and the American Association of Psychiatric Clinics 
for Children. The 60 papers to be presented will deal 
with schools and mental health, inpatient and out¬ 
patient psychiatric treatment of children, adolescence 
and juvenile delinquency, psychiatric clinic manage¬ 
ment, adult psy'chotherapy, current social changes and 
their mental health implications, and international 
and intercultural factors of mental health. Also sched¬ 
uled are 33 workshop sessions, mental health film 
showings, and exhibits related to mental health. Re¬ 
ports scheduled from other countries include orfho- 
psy'chiatric research in Israel; mental health programs 
in Puerto Rico, India, and Pakistan; and child develop¬ 
ment and child care practices in the Soviet Union. A 
round table on world mental health problems is sched¬ 
uled for the evening of March 6, preliminary to the 
meeting. Participants will include Margaret Mead, 
Ph.D., New York, anthropologist and president of the 
federation, and its director, Dr. John R. Rees, London. 

Course on Radiation Biology for High School Teach¬ 
ers.—A summer course on radiation biology will be 
offered to 20 high school science teachers, July 1-Aug. 
21, by the Harvard Medical School, Boston, in coopera¬ 
tion with the Harvard Graduate School of Education 
and the Harvard Summer School, under the joint 
sponsorship of the Atomic Energy' Commission and the 
National Science Foundation. Applications will be 
closed April 1. Applicants may write to Prof. Fletcher 
G Watson Jr., Ph.D., Lawrence Hall, Harvard Uni¬ 
versity/ Cambridge 38, Mass. The program will be 
under the joint direction of A. K. Solomon, Ph.D., of 
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the biophysical laboratory', and Dr. Watson. In addi¬ 
tion to concentrated laboratory work with radioiso¬ 
topes, under the direction of Richard P. Durbin, Ph.D., 
associate in physiology, Harvard Medical School, stu¬ 
dents will have a project laboratory to aid them in 
devising simple experiments and demonstrations that 
can later be used in their high school classrooms. The 
course will be offered at no expense to the selected 
teacher-students. Through the National Science Foun¬ 
dation those accepted will receive a basic living allow¬ 
ance of $600 plus $120 for each dependent (up to a 
maximum of four) and travel expenses (for one person) 
at a rate of four cents a mile. The tuition and instruc¬ 
tional expenses are borne by the Atomic Energy Com¬ 
mission. 

Radiologists Meet in New York.—The Eastern Con¬ 
ference of Radiologists will convene March 7-9 at the 
Waldorf Astoria Hotel, New York City. Among the 
presentations Friday morning will be “Influence of 
Vascularization Lymphatic Drainage and Movement 
on the Behavior of Cancer” by Dr. Maurice Leniz, 
New York; “Irradiation Followed by Hysterectomy 
and Lymphadenectomy in Cancer of the Cervix” by 
Dr. Harry W. Burnett Jr., New York; and a sym¬ 
posium, “Treatment of Recurrent Carcinoma of the 
Cervix,” for which Dr. James J. Nickson, New York, 
will serve as moderator. The afternoon session will 
open with a sy'mposium, “Cystic Fibrosis of Pancreas,” 
moderated by Dr. John P. Caffey, New York. Other 
presentations will include “Radiologic Appearance of 
Peripelvic Cysts of the Kidney'” by Drs. William Dubi- 
lier Jr., New Rochelle, N. Y., and John A. Evans, New 
York City; “Simultaneous Intravenous Cholangio¬ 
graphy and Urography” by Dr. William H. Shehadi, 
New York; and “Diaphragmatic Roentgen Kymo- 
graphic Manifestations of Liver Metastases” by Dr. 
Bernard S. Epstein, New Hyde Park, N. Y. The Satur¬ 
day program will include the following presentations: 

Vertebral Pedicle Sign—a Roentgen Finding to Differentiate 
Metastatic Carcinoma from Multiple Myeloma, Harold G. 
Jacobson, New York; Maxwell H. Poppel, New York; Jerome 
H. Shapiro, New York; and Samuel Grossberger. 

Special Technics of Value in Orthopedic Radiography, Maurice 
M. Pomeranz, New York. 

Supervoltage Rotation Therapy for Cancer of the Head and 
Neck, Milton Friedman, New York. 

Supervoltage Irradiation of Multiple Primary Lesions in the 
Head and Neck, Ruth Guttmann, New York. 

Recent Advances in the Use of Radio-yttrium, H. C. Dudley, 
Ph.D., and Joseph Greenberg, New York. 

CANADA 

Meeting on General Practice.—The College of General 
Practice of Canada will hold its first scientific conven¬ 
tion March 4-6 at the Sheraton-Mount Royal Hotel 
in Montreal. 

FOREIGN 

Course on New Techniques and Instruments.—“Bio¬ 
logical Researches, Systematical and in Series, in 
Medicine and Prophylactic Medicine” is the title of a 
course on new techniques and instruments to be pre¬ 
sented Match. 4-8 (afternoon sessions) by A. Suchet, 
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chief of the laboratory, Ophtlialmological Foundation 
Adolphe de Rothschild (56, Avenue Mathurin-Moreau, 
Paris 19°). 

Medical Seminars in Vienna.-The American Medical 
Society of Vienna will hold a series of seminar con¬ 
gresses in the university clinics. The subjects, which 
include various specialties, will be covered by the 
medical faculty of the University of Vienna. Meetings 
of the seminar congress on pediatrics are as follows: 

April 1-3, Disenteric Disorders in Children, Celiac Disease, 
Diseases of the Digestive System. 

May 2-4, Surgical Diseases of Children, Pediatric Urology, The 
Acute Abdomen. 

June 3-5, Electromyography, Common Orthopedic Problems in 
Childhood, Cerebral Palsy-Electroencephalography. 

July 1-3, Emergencies in the Neonatal Period: Erythroblastosis, 
Heabsorption Atelectasis, Hemorrhage, Acute Feeding Diffi¬ 
culties. 

Aug. 1-3, Dermatological Manifestations of Systemic Disease in 
Children, Pediatric Pathology, Ocular Manifestations of Sys¬ 
temic Disease in Children. 

Sept. 2-4, Pediatric Psychopathology, Long-Tenn Therapeutic 
Approach to Problems of Mongolism, Pedagogic Healing. 

Oct. 1-3, Pediatric Endocrinology, Pediatric Hematology, Con¬ 
genital and Acquired Heart Disease in Children. 

Nov. 4-6, The “Atonic" Infant: C. N. S. and Cord Damage. 
Congenital Myasthenia, Amyotonia Congenita, Endocrine and 
Metabolic Disorders. 

DEATHS IN OTHER COUNTRIES 
Whitby, Sir Lionel, a former president of the British 
Medical Association, died at the age of 61 in the Mid¬ 
dlesex Hospital after an operation Nov. 24, 1956. He 
had served the University of Cambridge as Regius 
Professor of Physics since 1945, as Master of Downing 
College, and from 1951 to 1953 as vice-chancellor. 
An authority on hematology, he organized the Army 
blood transfusion service in World War II. He was the 
author of numerous medical publications. For his re¬ 
search on sulphapyridine, he was awarded the John 
Hunter triennial medal and prize by the Royal College 
of Surgeons. Sir Whitby was a Commander of the 
American Legion of Merit and a Chevalier of the 
Legion of Honor. He was an honorary member of the 
American Association of Physicians and of the New 
York Academy of Medicine. He had been a visiting 
professor of medicine at Harvard Medical School, 
Boston, in 1946, and had served as president of the 
International Society of Hematology, the Association 
of Clinical Pathology, and the first World Conference 
on Medical Education. 

CORRECTIONS 

Tea-Drinking and Gastritis.—In the letter from the 
United Kingdom titled Tea-Drinking and Gastritis, in 
The Journal, Jan. 5,1957, page 66, the word “casual” 
in the next to the last line should have been “causal.” 

Phenylalanine in Foods.—In The Journal, Oct. 13, 
1956, page 697, in the seventh line of the Query and 
Minor Note concerning phenylalanine in foods, the 
sentence beginning “This is probably due to the fact 
that tyrosine is converted in the body into phenylala¬ 
nine should have read “This is probably due to the 
fact that phenylalanine is converted in the body into 
tyrosine.” 


EXAMINATIONS 
AND LICENSURE 


American Boaup of Anesthesiology: Part 1. Various locations, 
July 19. Final date for filing application was Jan. 19. Oral. 
Asheville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

American Board of Dermatology: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application is April I. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

Ameoican Board of Internal Medicine: Written. Oct. 21. 
Oral. Boston, April 3-6. Final date for filing application was 
Jan. 2. Chicago, May 27-29; San Francisco or Los Angeles, 
September. Final date for filing application was Feb. 1. 
Subspecialties. Gastroenterology. Philadelphia, April 5-6. Final 
date for filing application is March 1. Exec. Sec., Dr. W, A. 
Werrell, 1 West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fux- 
low, Washington University School of Medicine, St. Louis 10. 
American Board of Obstetrics and Gynecology: Part II. 
Chicago, May 16-25. Request for reexamination in Part II 
must be received prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

American Board of Ophthalmology: Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

American Board of Otolaryngology: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date for filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 
American Board of Pediatrics: Oral. New Orleans, Feb. 22-24. 

Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 
American Board of Physical Medicine and Rehabilitation: 
Parts l and II. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

American Board of Plastic Surgery-: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Cories. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

American Board of Preventive Medicine: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
VVolfe St., Baltimore. 

American Board of Proctology: Oral and Written. Parts 1 and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

American Board of Psychiatry and Neurology: New Orleans, 
Mar. 18-19. Final date for Sling application was Sept. 10. New’ 
York, Dec. 16-17. Sec., Dr. David A. Boyd, Jr., 102-110 Sec¬ 
ond Ave., S. W., Rochester, Minn. 


AMERICAN HOARD OF hadiology: lampa, April 1-6. Final date 
for filing application was Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be oflered to diplomates in Radiology and Therapeutic Radi¬ 
ology. Application must be made before Feb. 15. Sec. Dr 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. ’’ 
American Board of Surcery: Part II. Nashville, Mar. 11-12- 
Boston, April 8-9, and New York, June 10-11. Sec., Dr. John b’ 
Flick, 225 S. 15th St., Philadelphia 2. 

American Board of Urology: February 1957. Sec. Dr William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7.’ 

T,10 ^ aci 5, Surgery- : Written. Various centers through- 
ou the country, February 1957, and the closing date for regis- 
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Wartenberg, Robert * San Francisco; born in Grodno, 
Russia, June 19, 1887; Universitat Rostock Medi- 
zinische Fakultat, Rostock, Mecklenberg, Germany, 
1920; at one time physician-in-chief of the nerve clinic, 
University of Freiburg in Breisgau, Germany, where 
he was professor of neurology; in 1936 joined the 
faculty of the University' of California School of Medi¬ 
cine as lecturer and research associate in neurolog}', 
subsequently becoming instructor in neurolog}', assist¬ 
ant clinical professor of neurology, associate clinical 
professor of neurology', clinical professor of neurology, 
and since July 1, 1954, clinical professor of neurology 
emeritus; on Feb. 1, 1955, recalled to active part-time 
teaching sendee; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Neurological Association; fellow of the 
American Academy of Neurology'; corresponding mem¬ 
ber of the German and Rio de Janeiro societies of 
neurology'; honorary member of the neurological so¬ 
cieties of Spain, Italy, Yugoslavia, and Vienna; honor¬ 
ary member of the Association of German Neuropa¬ 
thologists and the German Society of Neurosurgery; 
author of "Examination of Reflexes,” “Hemifacial 
Spasm,” and “Diagnostic Tests in Neurology,” trans¬ 
lated into Spanish, German, Serbian, and Japanese 
and an Italian translation is in preparation; two hours 
before entering the hospital, he completed a book, 
“Neuritis, Sensory Neuritis, Neuralgia”; on the editorial 
boards of the Journal of 'Nervous and Mental Disease, 
Confinia neurologica, Basle, Switzerland, Neuropsi- 
quiatria, and Neurology; author of many papers in 
German and English; died in the Herbert C. Moffitt- 
Universitv of California Hospitals Nov. 16, aged 69, of 
myocardial and cerebral infarcts. 

Arbuthnot, Thomas Shaw ® Pittsburgh; born in Alle¬ 
ghany' Feb. IS, 1S71; Columbia University College of 
Physicians and Surgeons, New York City, 1898; 
M.R.C.S., England, and L.R.C.P., London, 1900; pro¬ 
fessor emeritus of medicine at the University of 
Pittsburgh School of Medicine, where he was dean 
from 190S to 1918 and for many years associate pro¬ 
fessor of medicine; a veteran of World War I; in 1912 
member of the House of Delegates of the American 
Medical Association; for many years associated with 
the Children’s Hospital, where he was president from 
1927 to 1947; formerly on the staffs of the Mercy and 
Western Pennsylvania hospitals; president of the Car¬ 
negie Hero Fund Commission; author of the book 
“African Hunt"; died Dec. 2, aged 85, of heart disease. 

Evans, Frank Alexander ® Pittsburgh; bom in Pitts¬ 
burgh April 23,1889; Johns Hopkins University School 
of Medicine, Baltimore, 1914; specialist certified by the 
American Board of Internal Medicine; member of 
tire Association of American Physicians, American 
Society' for Clinical Investigation, and the American 
Clinical and Climatological Society, of which he was 

vice-president;" fellow of-the American College of- 


Physicians; served on the faculty of his alma mater; 
for many years chief of the medical staff at the West¬ 
ern Pennsylvania Hospital, where he became emeritus 
chief and where he died Dec. 13, aged 67, of asthma 
and uremia. 

Jones, Augustus Benjamin ® Colonel, U. S. Army, re¬ 
tired, Palo Alto, Calif.; bom in Eastman, Ga., Aug. 5, 
1889; Atlanta (Ga.) College of Physicians and Sur¬ 
geons, 1910; specialist certified by' the American Board 
of Internal Medicine; fellow of the American College 
of Physicians; entered the Medical Corps of tire U. S. 
Army in 1915; retired Feb. 28, 1949; awarded the 
Legion of Merit, American Campaign medal, and the 
American Defense Service medal with Foreign Service 
Clasp during World War I; received tire Victory 
medal during World War II; died Nov. 5, aged 67. 

Maguire, Charles Hugh ® Louisville, Ky.; University 
of Louisville School of Medicine, 1936; professor of 
surgery at his alma mater; specialist certified by the 
American Board of Surgery; member of the Southern 
Surgical Association, Southeastern Surgical Congress, 
and the American Association for the Study of Trauma; 
fellow of the American College of Surgeons; served on 
the staffs of St. Joseph Infirmary, Norton Memorial In¬ 
firmary, Kentucky Baptist Hospital, Kosair Crippled 
Children Hospital, and the Childrens Hospital; died 
Nov. 23, aged 46. 

Spiegelglass, Abraham Bennett, River Edge, N. J.; 
University of Pittsburgh School of Medicine, 1908; 
specialist certified by the American Board of Otolaryn¬ 
gology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Associa¬ 
tion for Research in Ophthalmology; an associate 
member of the American Medical Association; consult¬ 
ant at the Bergen Pines County Hospital in Paramus; 
on the staff of the Hackensack Hospital in Hackensack, 
and the Holy Name Hospital in Teaneck; died Nov. 13, 
aged 70. 

Dorris, Jewell Mays ® Memphis, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1926; as¬ 
sistant professor of surgery' at the University of Tern 
nessee College of Medicine; member of the South¬ 
eastern Surgical Congress; fellow of the American 
College of Surgeons; charter member and past- 
president of tire Memphis Surgical Society; on the 
staffs of the Baptist Memorial, John Gaston, Methodist, 
St. Joseph, and Gartly-Ramsay hospitals; died Dec. 3, 
aged 54, of heart disease. 

Mayer, William ® New York City; Ludwig-Maxi- 
milians-Universitat Medizinische Fakultat, Miinchen, 
Bavaria, Germany, 1910; specialist certified by the 
American Board of Psychiatry and Neurology; member 
of the American Psychiatric Association and the Asso¬ 
ciation for Research in Nervous and Mental Diseases; 
at one time clinical director of South Oaks, Long Is¬ 
land Homein Amityvilleron-the staff of the Neurolog¬ 
ical Institute of Columbia Presbyterian Medical 
Center; died Dec. 11, aged 69, of coronary occlusion. 


$ Indicates Member of the American Medical Association. 
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Ridout, George Bond, La Crosse, Wis.; University of 
Louisville (Ky.) School of Medicine, 1926; formerly 
an officer in the U. S. Navy; specialist certified by the 
American Board of Otolaryngology and the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
served as head of the department of ophthalmology 
and otology, Gunderson Clinic, La Crosse Lutheran 
Hospital; died in the La Crosse County Hospital in 
West Salem Nov. 24, aged 55. 

Sweeney, Charles Thomas ® Ashland, Ore.; Kansas 
City (Mo.) Medical College, 1891; fellow of the 
American College of Surgeons; past-president of the 
Oregon State Medical Society, Jackson County Medi¬ 
cal Society, Southern Oregon District Medical So¬ 
ciety, and the Pacific Northwest Medical Society; 
fellow of the American College of Surgeons; served as 
county coroner and health officer at Cascade County, 
Mont.; in 1917 served in the Oregon legislature; died 
in Portland Nov. 11, aged 87. 

Addison, Cornelius John ® Jackson, La.; University of 
Michigan Medical School, Ann Arbor, 1916; at one 
time health officer of Muskegon, Mich.; veteran of 
World War II; died Dec. 14, aged 65, of pulmonary 
congestion and cerebral hemorrhage. 

Andrews, Boliver Cornelius ® Dallas, Texas; Barnes 
Medical College, St. Louis, 1908; died Dec. 1, aged 78. 

Andrus, Walter Haskell, Greenville, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1903; for many years practiced in Philadelphia, where 
he was on the staff of the Germantown Dispensary 
and Hospital; died in Sharon Nov. 28, aged 82, of 
mesenteric thrombosis. 

Anthony, Sarkis Jabour ® Buffalo; University of Buf¬ 
falo School of Medicine, 1933; assistant professor of 
medicine and therapeutics at his alma mater; superin¬ 
tendent of the Edward J. Meyer Memorial Hospital; 
died Dec. 3, aged 46. 

Apolant, Edgar Sigmund ® Port Washington, N. Y.; 
Julius-Maximilian-Universitat Medizinische Fakultat, 
Wurzburg, Bavaria, Germany, 1923; member of the 
American Academy of General Practice; served on the 
staffs of the Manhasset Medical Center and North 
Shore hospitals in Manhasset; died Nov. 19, aged 62. 

Athey, Henry Benedict @ Baltimore; University of 
Maryland School of Medicine, Baltimore, 1911; died 
Dec. 8, aged 76. 

Auer, Clara Meltzer, Webster Groves, Mo.; Johns 
Hopkins University School of Medicine, Baltimore, 
1900; died Nov. 27, aged 82. 

Baird, William Oscar, Henderson, Tenn.; University 
of Louisville (Ky.) Medical Department, 1907; mem¬ 
ber and past-president of the Tennessee State Medical 
Association; past-president of the West Tennessee 
Medical and Surgical Association; at one time asso¬ 
ciated with the Memphis Board of Health; veteran of 
World War I; served as state institutions commissioner; 
died in the Jackson-Madison County General Hospital, 
Jackson, Nov. 19, aged 73. 


Bartoli, Joseph Faraci ® New York City; University 
of Georgia Medical Department, Augusta, 1926; fellow 
of the American College of Surgeons; on the staffs of 
the Flower and Fifth Avenue Hospitals; died Dec. 10, 
aged 57, of coronary sclerosis. 

Belcher, Fannin Safford, Savannah, Ga.; Howard Uni¬ 
versity College of Medicine, Washington, D. C., 1901; 
died in the Charity Hospital Sept. 8, aged 84, of 
myocarditis and acute prostatitis. 

Best, Bruce Taylor, Arlington Heights, Ill.; Rush 
Medical College, Chicago, 1904; served on the staff of 
the Sherman Hospital in Elgin; died Dec. 27, aged 80, 
of coronary disease. 

Bisdorf, Mathew H., Chicago; Jenner Medical College, 
Chicago, 1906; chief of staff emeritus, St. Elizabeth 
Hospital; died Dec. 28, aged 75. 

Bohannan, Frank Charles, Fort Bliss, Texas; Univer¬ 
sity of Louisville (Ky.) School of Medicine, 1919; 
formerly practiced in Carlsbad, N. Mex., where he 
served on the New Mexico Boxing Commission; died 
Nov. 20, aged 61, of carcinoma of the pancreas. 

Campbell, Burke Hull, Indianola, Miss.; University of 
Nashville (Tenn.) Medical Department, 1904; on the 
staff of the South Sunflower County Hospital; died 
Nov. 20, aged 76. 

Clanton, Robert Algeon ® Grenada, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1912; mayor of 
Grenada; served as county health officer; died Nov. 
29, aged 72, of hypertensive heart disease and cerebral 
thrombosis. 

Conner, John Franklin ® Sidney, Ohio; Eclectic 
Medical College, Cincinnati, 1915; veteran of World 
War I; charter member of the staff of the Wilson 
Memorial Hospital, where he died Nov. 17, aged 62, 
of cerebral hemorrhage. 

Dick, Murray ® Newport News, Va.; Medical College 
of Virginia, Richmond, 1932; died in the Mary Im¬ 
maculate Hospital Nov. 30, aged 52, of coronary 
thrombosis. 

Dimon, John ® Poison, Mont.; Kansas Medical Col¬ 
lege, Medical Department of Washburn College, 
Topeka, 1913; veteran of World War I; past-president 
of the Montana Horticultural Society; at one time 
practiced in Three Forks, where he was mayor; 
health officer for state public health district no. two; 
served on the staff of the Hotel Dieu Hospital, where 
he died Nov. 5, aged 72, of heart disease and pneu¬ 
monia. 

Hall, Rowland William ® Clinton, Miss.; University 
of Arkansas School of Medicine, Little Rock, 1939; 
veteran of World War II; died in Vicksburg Dec. 10, 
aged 48, of coronary thrombosis. 

Haskins, William Vincent ® La Salle, Ill.; North¬ 
western University Medical School, Chicago, 1928; 
fellow of the American College of Surgeons; on the 
staffs of the Peoples Hospital in Peru and St. Mary’s 
Hospital, where he died Dec. 16, aged 52, of a skull 
fracture received in a fall 
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Haverkampf, Charles Walter ® Lieutenant Colon; 1, 
U. S. Army, retired, Sarasota, Fla.; University of Kan¬ 
sas School of Medicine, Kansas City, 1908; commis¬ 
sioned in the Medical Corps of the U. S. Army in 1910; 
retired Oct. 31, 1933, for disability in line of duty; 
fellow of the American College of Surgeons; died Nov. 
28, aged 76, of coronary occlusion. 

Kemis, Leonard ® Chicago; University of Illinois 
College of Medicine, Chicago, 1943; specialist certified 
by the American Board of Anesthesiology; member 
of the American Society of Anesthesiologists; veteran 
of World War II; on the staff of the Michael Reese 
Hospital, where he died Dec. 22, aged 36, of acute 
coronary occlusion. 

Kincannon, LeRoy Taylor ® Birmingham, Ala.; Uni¬ 
versity of Virginia Department of Medicine, Char¬ 
lottesville, 1920; formerly on the faculty of the Medical 
College of Alabama; specialist certified by the Ameri¬ 
can Board of Otolaryngology; veteran of World War 
II; on the staffs of the South Highlands Infirmary, 
Children’s Hospital, St. Vincent’s Hospital, and the 
Birmingham Baptist Hospital; died Nov. 28, aged 62, 
of myocardial infarction. 

King, Alvin Earl, Mount Cory, Ohio; Eclectic Medical 
College, Cincinnati, 1912; died Nov. 29, aged 75, of 
cerebral thrombosis. 

Lichtig, Henry Allen ® Cleveland; University of Michi¬ 
gan Medical School, Ann Arbor, 1916; on the staff of 
the Polyclinic Hospital; died Dec. 11, aged 63, of 
heart disease. 

Liddell, Samu"l Houston ® Myrtle, Miss, (licensed in 
Mississippi in 1911); died in the Shands Hospital, New 
Albany, Dec. 5, aged 67. 

McClelland-Olson, Sophia J., Los Banos, Calif.; 
Hahnemann Medical College, San Francisco, 1885; 
College of Physicians and Surgeons of San Francisco, 
1900; died Dec. 1, aged 95. 

McGee, Roy William, Atlanta, Ga.; Atlanta School of 
Medicine, 1912; member of the Medical Association 
of Georgia; specialist certified by the American Board 
of Preventive Medicine; formerly county health direc¬ 
tor; named head of the Fulton County Health Depart¬ 
ment, when the city of Atlanta and Fulton County 
were combined; died Nov. 30, aged 68, of coronary 
thrombosis, 

McKee, Carlos Reese, Hazlehurst, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1907; veteran of 
World War I; died in the Hardy Wilson Memorial 
Hospital Dec. 11, aged 74. 

Mack, Clifford Hayes ® Honesdale, Pa.; University of 
Pittsburgh School of Medicine, 1931; member of the 
American Trudeau Society; veteran of World War I; 
on the staff of the Wayne County Memorial Hospital, 
where he died Nov. 14, aged 52. 

May, Henry Buchanan, Kenedy, Texas; University of 
Tennessee College of Medicine, Memphis, 1914; died 
in November, aged 81. 

Mayer, Rudolph Adalbert, Abbeville, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1888; died Nov. 28, aged 87. 


Montgomery, Thaddeus Robert, Memphis, Tenn.; 
Memphis (Tenn.) Hospital Medical College, 1904; 
served on the faculty of his alma mater; died in the 
Baptist Memorial Hospital Nov. 25, aged 77. 

Mortimer, Egbert Laird, Jr., Baltimore; University of 
Maryland School of Medicine and College of Physi¬ 
cians and Surgeons, Baltimore, 1930; member of the 
Medical and Chirurgical Faculty of Maryland and 
the American Academy of General Practice; on the 
staffs of the St. Agnes and Franklin Square hospitals; 
died Dee. 2, aged 52, of cerebral hemorrhage. 

Nelson, David Edwin, Alexandria, Minn.; Chicago 
College of Medicine and Surgery, 1909; a medical 
officer in France during World War I; died Nov. 12, 
aged 73, of acute anterior coronary thrombosis. 

Newby, Harley Dore ® Rapid City, S. D.; Rush Medi¬ 
cal College, Chicago, 1911; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryn¬ 
gology; active on the city commission and the city 
school board; veteran of World War I; on the staffs 
of the St. John’s McNamara Hospital and the Bennett 
Memorial Hospital; died Nov. 1, aged 70, of a heart 
attack. 

Nietsch, Walter Erich Lothar, New Bedford, Mass.; 
University of Pennsylvania School of Medicine, Phila¬ 
delphia, 1910; served on the staff of St. Luke’s Hos¬ 
pital; died Nov. 16, aged 70. 

Nyberg, Robert Burdett, Galatia, Ill.; St. Louis Uni¬ 
versity School of Medicine, 1905; at one time practiced 
in Harrisburg, where he was one of the founders of 
the Harrisburg Hospital; died in Harrisburg Nov. 18, 
aged 77, of uremia and benign prostatic hypertrophy. 

Olmstead, George Tracy ® Savannah, Ga.; Atlanta 
School of Medicine, 1913; also a graduate in pharmacy; 
life member and past-president of the Georgia Medical 
Society; consultant on the medical staff of tire Warren 
A. Candler Hospital; died in Augusta Nov. 29, aged 68. 

Ould, William Lyle, Appomattox, Va.; University of 
Louisville (Ky.) Medical Department, 1894; died 
Nov. 22, aged 82, of pneumonia., 

Owens, John Harlan ® Orange Park, Fla.; Tulane 
University School of Medicine, New Orleans, 1921; 
member of the American Academy of General Prac¬ 
tice; died Nov. 24, aged 60, of coronary thrombosis. 

Purser, Thomas ® McComb, Miss.; Medical Depart¬ 
ment of Tulane University of Louisiana, New Orleans, 
1897; served as president of the Pike County Medical 
Society and Tri-County Medical Society and vice- 
president of the Mississippi State Medical Association; 
formerly on the staffs of the McComb Infirmary and 
the McComb City Hospital, where he died Oct. 23, 
aged 84, of lymphosarcoma and gastric hemorrhage. 

Reynolds, Kenneth Earl, Waynesboro, Pa.; Jefferson 
Medical College of Philadelphia, 1933; an associate 
member of the American Medical Association; on the 
staff of the Waynesboro Hospital; died at the Veterans 
Administration Hospital, Long Beach, Calif., Nov. 8, 
aged 48, of cerebral hemorrhage. 



Vol. 163, No. S 


DEATHS 


673 


Rock, Marvin Gibbons, Bristol, Va.; University of 
Tennessee College of Medicine, Memphis, 1925; also 
a druggist; veteran of World War I; died in the Bristol 
Memorial Hospital in Bristol, Tenn., Nov. 2, aged 62. 

Rubenstein, Joseph ® Chicago; University of Illinois 
College of Medicine, Chicago, 1925; veteran of World 
War II; on the staff of the Illinois Masonic Hospital, 
where he died Dec. 7, aged 56, of coronary insuffi¬ 
ciency. 

Salzer, Benjamin P. ® New York City; Long Island 
College Hospital, Brooklyn, 1909; fellow of tire New 
York Academy of Medicine and the American Asso¬ 
ciation for the Advancement of Science; served on the 
faculty of the Columbia University' College of Physi¬ 
cians and Surgeons; on the staff of die Lenox Hill 
Hospital; died in the Mount Sinai Hospital Nov. 12, 
aged 74. 

Sanders, Lillard Darwin, Tucson, Ariz.; Rush Medical 
College, Chicago, 1897; died Nov. 6, aged 83, of cere¬ 
bral thrombosis and arteriosclerosis. 

Segal, Joseph ® Seattle; Boston University School of 
Medicine, 1917; died Nov. 12, aged 63. 

Sheehan, Edward Charles ® Oak Park, Ill.; Loyola 
University School of Medicine, Chicago, 1934; veteran 
of World War II; on the senior staff of St. Anne’s 
Hospital in Chicago; died Nov. 20, aged 47, of acute 
myocardial infarction. 

Sieber, Isaac Grafton, Audubon, N. J.; Jefferson Medi¬ 
cal College of Philadelphia, 1902; also a graduate in 
pharmacy; an associate member of the American 
Medical Association; for many years school physician; 
president of tire Audubon National Bank; on the staff 
of the Jefferson Medical College Hospital in Philadel¬ 
phia, where he died Dec. 1, aged 79, of acute yellow 
atrophy of the liver. 

Sims, Foster Downs, Waco, Texas; University of 
Texas School of Medicine, Galveston, 1904; died Oct. 
10, aged 79. 

Smith, Clyn, Clovis, N. Mex.; St. Louis University 
School of Medicine, 1903; served as mayor; died in 
Kansas City, Mo., Dec. 2, aged 85, of virus encephalitis. 

Smith, Mervin Hays, Seaside, Ore.; John A. Creighton 
Medical College, Omaha, 1902; fellow of the Ameri¬ 
can College of Surgeons; veteran of World War I; 
died in the Seaside Hospital Nov. 24, aged 79. 

Spizzi, Paul ® Sunmount, N. Y.; Regia Universita degli 
Studi di Firenze. Facolta di Medicina e Chirurgia, 
Italy, 1924; on the staff of the Veterans Administration 
Hospital, where he died Nov. 13, aged 56, of coronary 
occlusion. 

Stepp, Ervin Prentice, Kermit, W. Va.; National Uni¬ 
versity of Arts and Sciences Medical Department, St. 
Louis, 1915; member of the West Virginia State Medi¬ 
cal Association; died in St. Marys Hospital, Hunting- 
ton, Nov. 25, aged 68, of carcinoma of the prostate. 
Stevens, Thomas Hood ® Sulphur Springs, Texas; 
Louisiana State University School of Medicine, New 
Orleans, 1937; veteran of World War II; died Nov. 
26, aged 45. 


Stolley, J. George ® Moville, Iowa; John A. Creighton 
Medical College, Omaha, 1905; city health officer and 
school physician for many years; member and past- 
president of the staff of the Methodist Hospital in 
Sioux City, where he died Nov. 30, aged 79, of myo¬ 
carditis. 

Strong, Francis Xavier, Pittsburgh; Jefferson Medical 
College of Philadelphia, 1905; died in tire Woodville 
State Hospital in Woodville Aug. 2, aged 73. 

Szalay, Stephen Charles ® Brooklyn, N. Y.; Magyar 
Kiralyi Pazmany Petrus Tudomanyegyetem Orvosi 
Fakultasa, Budapest, Hungary, 1913; during World 
War I a captain in the Austrian-Hungarian Army; 
decorated by the British, French, and Italian govern¬ 
ments for his treatment of war prisoners; died in the 
Long Island College Hospital Nov. 19, aged 68, of 
coronary disease. 

Tay, Justin Carlton, East Cleveland, Ohio; University 
of Vermont College of Medicine, Burlington, 1920; on 
the staff of the Huron Road Hospital, where he died 
Oct. 8, aged 66. 

Them, Garfield M. ® Oelwein, Iowa; Chicago College 
of Medicine and Surgery, 1911; died Nov. 1, aged 72, 
of heart disease. 

Toler, Thomas Maxwell, Jr. ® Washington, La.; 
Louisiana State University School of Medicine, New 
Orleans, 1944; veteran of World War II; died Nov. 23, 
aged 35, of injuries received in a plane crash. 

Warriner, William Royall ® Crewe, Va.; University 
College of Medicine, Richmond, 1909; served on the 
staff of the Southside Community Hospital in Farm- 
ville; surgeon for the Norfolk and Western Railroad; 
died in Richmond Nov. 6, aged 72, of a heart attack. 

Waymire, Elbert Shirk ® Indianapolis; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1910; died 
Dec. 4, aged 70, of coronary occlusion. 

Weil, Walter ® New York City; Ludwig-Maximilians- 
Universitat Medizinische Fakultat, Miinchen, Bavaria, 
Germany, 1921; died in the Jewish Memorial Hospital 
Dec. 12, aged 63, of coronary thrombosis, following 
injuries received in an automobile accident. 

Weld, Anna ® Rockford, Ill.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
1906; fellow of the American College of Physicians; 
specialist certified by the American Board of Internal 
Medicine; served on the staff of the Rockford Memorial 
Hospital; one of the first directors of the Rockford 
Municipal Tuberculosis Sanitarium, where she died 
Dec. 2, aged 90, of cardiorenal vascular disease. 

Wilmot, Frank Alonzo, Oakland, Calif.; Lincoln (Neb.) 
Medical College of Cotner University Medical De¬ 
partment, 1913; for a time senior physician at San 
Quentin Prison; died Oct. 28, aged 70, of a heart 
attack. 

Younan, Thomas ® Shelbyville, Ind.; State University 
of Iowa College of Medicine, Iowa City, 1936; veteran 
of World War II; died in the Veterans Administration 
Hospital, Indianapolis, Aug. 8, aged 47, of carcinoma 
ot tlie lung with metastases. 
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BELGIUM 

Toxic Reactions to Antibiotics.—Professor Royer re¬ 
ported, during the Medical Days of Brussels, that the 
side-effects of antibiotics in children, although not 
severe, often produce symptoms that are hard to 
interpret and may, thereby, confuse the diagnosis. 
Severe reactions fortunately are rare. These include 
anaphylactic shock due to penicillin, aplastic anemia 
due to chloramphenicol, meningoencephalitis due to 
the intrathecal injection of penicillin, Jarisch-Herxhei- 
mer reaction in patients with typhoid fever or con¬ 
genital syphilis, micrococcic (staphylococcic) entero¬ 
colitis, and generalized moniliasis. The following rules 
should be observed: 1. Do not give antibiotics to 
children except for definite indications after an exact 
diagnosis has been made. 2. Limit treatment to one or 
two antibiotics, preferably after sensitivity tests. 3. Use 
the full recommended dose at the beginning of treat¬ 
ment. 4. Give supplementary folic acid, vitamins K 
and B, and liver extract or dried yeast. 5. Give nursing 
infants who are severely injured prophylactic doses 
of nystatin. 6. Choose, since a choice is made possible 
by the study of the sensitivity of the germ, the anti¬ 
biotic that is likely to cause the least severe reaction; 
in this respect penicillin is still the best. 


DENMARK 

The Psychiatric Case in a General Hospital.—What is 
to be done with the patient whose psychiatric ailments 
are more or less responsible for his admission to the 
medical sendee of a general hospital? To answer this 
question, Dr. E. Hailing (Ugeskrift for lasger, Nov. 29, 
1956) made a special study of the 128 patients who 
at the time of their admission to the Vejle County 
Hospital or soon afterward gave the impression that 
their ailments were chiefly psychic. They underwent 
searching psychiatric examinations given by junior 
members of the staff who, though interested in psy¬ 
chiatry, were not full-fledged psychiatrists. After the 
exclusion of 17 patients whose disease was chiefly 
somatic, there were 111 whose disease was mainly 
psychic. The diagnoses in 66 patients was neuras¬ 
thenia; in 17, mental depression; in 10, psychosis; 
in 6, neurosis; and, in 12, such conditions as oligo¬ 
phrenia and hypochondriasis. The average interval 
between the first onset of these psychiatric ailments 
and tire patient’s admission to the hospital was 12 
years. While 28 patients had moved from the country 
to a town, only 4 had moved from a town to the 
country. In 18 cases financial strain and in 17 cases 
housing difficulties were a major contributory cause 
of illness. Little can be done for this type of patient 
by a month’s stay in a general hospital where seda- 
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tives are supplemented by a few hours’ talk with a 
physician. Since the patient’s ailment has been de¬ 
veloping for about 12 years, his personality has become 
stamped by it, and such a personality is bound to 
prove refractory to tinkering by persons without 
psychiatric training. Hailing urges the establishment 
of a 10-to-15-bed wing to be annexed to a general 
hospital and to be staffed by two or three psychiatrists 
and one or more social workers. 

Double-Blind Testing of Remedies.—In the same issue 
Dr. J. Kjaer-Larsen reported on the analgesic action of 
a new compound in 85 patients. What he and the edi¬ 
tor have to say throws more light on double-blind 
testing with an inert drug, in general, than on tin's 
particular compound. The proposal that an institute 
for the testing of medical remedies by the double¬ 
blind method be created is met with figures on the 
cost of double-blind testing of the 70 odd drugs put 
on the market every year in Denmark. With his 
experience of testing the compound in question, 
Kjaer-Larsen has calculated that such double-blind 
testing would require a full-time scientist and three 
technicians. The cost would be great, but the saving 
afforded by tire discarding of remedies found to be 
valueless might also be great. Referring to Kjaer- 
Larsen’s observation that even a well-established anal¬ 
gesic may show up little better than an inert drug 
used as a placebo, the editor said that, when about 
67% of a group of patients obtain relief from their pain 
from a tablet containing only lactose, we cannot call 
it inert. It is of little importance to the patient that 
its action depends on suggestion and not on lactose, 
but the physician would do well to note this phenom¬ 
enon. 

Appendicitis in the Aged.—The surgical staff of the 
Frederiksberg Hospital was impressed by the renewed 
frequency of appendicitis in the aged. To test the 
accuracy of this impression, Dr. E. Christensen scru¬ 
tinized the records of the hospital during the period 
1948 to 1952 inclusive, when 1,254 cases of appendi¬ 
citis were treated. Among these were 90 patients over 
the age of 60. There were 56 between the ages of 60 
and 69, 30 between 70 and 79, and 4 over 80. With 
five deaths among these patients, the case fatality rate 
was 5.6%, whereas it was only 0.34% for the remaining 
1,164 patients. When the 142 patients between the 
ages of 30 and 39 were compared with the group of 
patients over 60, it was found that complications were 
four times more frequent among the latter. The high 
rate of perforation among the aged may be due in part 
to their tendency to obesity, which may obscure 
the diagnosis. Christensen favors operating on the 
patient whatever his age, but he adds the proviso that 
a palpable swelling in the appendical region may re¬ 
quire conservative treatment to be followed later on 
by an operation with the patient in a state of hypo- 
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thermia. The occasion should be taken during such 
an operation to explore the possibilities of malignant 
disease in the region of the cecum. 

Asbestosis.—In Denmark, asbestos does not occur in 
the natural state and comparatively few persons handle 
imported asbestos. However, since 1950 cases of asbes¬ 
tosis have been observed in factories making insulation 
products, brake linings, and floor material. The dis¬ 
cover}' of these cases has led to closer supervision of 
factories handling asbestos, and in the Danish Medical 
Bulletin of November, 1956, J. Frost and co-workers 
report on their examination of 31 factory workers 
employed for 20 years or more on different kinds of 
insulation work. The union to which they belonged 
cooperated in urging these workers to submit to de¬ 
tailed clinical and radiologic examinations of tire chest. 
The average age of the workers was 52, and the 
average duration of exposure to asbestos was 27 years. 
In 22 workers, radiologic abnormalities were found 
in the chest; in 9, there were varying degrees of pul¬ 
monary asbestosis. In 19 patients, abnormalities of 
the pleura were also found. Parenchymatous lesions of 
die lungs alone were found in three patients, and in 
six such lesions were combined with pleural adhesions 
(with calcification in three). Only one patient had a 
history of pleurisy uadi effusion. This had occurred 
18 years earlier. 

Dogbites in Greenland.—In die nordiem part of 
Greenland dogs are still necessary for transport over 
great distances. At times diese dog teams are on the 
verge of starvation. This gives rise to savage reactions 
on dieir part when, for example, a child stumbles and 
falls while at play in front of them. In Ugeskrift. for 
heger for Oct. 4,1956, Dr. M. Carl notes that between 
September, 1921, and September, 1955, die hospital at 
Jacobshavn treated 28 patients for dogbite; most of 
the patients were young children. The wounds often 
involved die pudendal region and were apt to be 
superficial, with marks from each tooth, as if die dog 
had been in a hurry to inflict as many wounds as possi¬ 
ble in order to paralyze its victim quickly. The only 
fatal case was that of an adult whose bite was not 
treated until five days after it had been incurred. Many 
of the children would have been killed had they not 
been snatched away in time. The law in Greenland 
requires that the dog team convicted of attacking 
human beings must be destroyed. However, Dr. Carl 
advocates taking more active steps to prevent dogbites. 


ITALY 

Anuria—The National Medical Association and the 
National Surgical Association held a joint meeting in 
October in Milan. Here it was brought out that, as 
opposed to temporary' suspension of the flow of urine 
from the kidneys and to oliguria, anuria is always the 
result of two concomitant factors: a local lesion in the 
kidney and a severe and general disturbance in the 
circulation. Oliguria may be caused by a mild mani¬ 
festation of either factor alone. Anuria rarely changes 


into oliguria. On the contrary, anuria may be followed, 
suddenly, by an abundant polyuria, which, however, is 
a bad sign, because it indicates a marked imbalance in 
the water-electrolyte equilibrium. Meldolesi differen¬ 
tiates (1) obstructive anuria due to ureteral obstruc¬ 
tion, (2) prerenal anuria due to factors in the general 
circulation that greatly reduce the flow of blood into 
the kidney, and (3) renal anuria due to lesions in the 
renal parenchyma. Acute uremia is the chief danger 
from anuria. Treatment must be directed toward the 
specific cause of the anuria. Kidney biopsy should 
be obtained if possible. Artificial kidney and trans¬ 
fusion of blood plasma are excellent treatments, but 
they must be used with caution because in some cases 
they may aggravate the cause of the anuria. 

A. Ciminata said that for anuria due to bums, the 
crush syndrome, and transfusion the treatment of 
choice is decapsulation of the kidney. He compared the 
distention present in the anuric kidney to that in the 
eye affected with glaucoma. Freeing the capsular 
band permits a free flow of blood and lymph through 
the kidney. The speaker recognized the usefulness of 
the artificial kidney, but, if the artificial kidney fails, 
the time lost reduces the possibility of success of 
decapsulation. Therefore, the speaker proposes that 
decapsulation should be performed early. Dogliotti, 
on the other hand, strongly favored the use of the 
artificial kidney, and Ahvall of Lund, Sweden, re¬ 
ported excellent results in 470 patients with anuria 
treated with the artificial kidney. Di Nunno recom¬ 
mended the injection of procaine in the renal artery in 
patients with reflex anuria. Pettinari stressed the use 
of blood transfusion. In his experience the results with 
the artificial kidney were extremely unreliable. The 
consensus was that the physician must use the treat¬ 
ment best suited to the individual patient, taking into 
consideration not only the original cause of anuria but 
also the age and general condition of the patient. 

Neurobiolog}' of Pain.—Professor Pero (Annali Rava- 
sini, no. 18, Sept. 15, 1956) defines algogenesis as the 
anatomic substrate and the biological mechanisms that 
help to determine the sensation of pain. He admits 
that there is a physiological type of pain, the function 
of which is to warn that there is a danger that threat¬ 
ens the integrity of the cells, but adds that there is 
also a pathological type of pain that results from 
destruction within the tissues or alterations in the 
cellular metabolism. All authors do not admit the 
existence of a physiological pain. Those who admit 
its existence think that there is a mechanism, diffused 
throughout the organism, that intercepts nociceptive 
stimuli. This mechanism is constituted by the intra¬ 
epithelial nerve endings and, in general, by all the 
amyelinic nerve endings. The amyelinic fibers are the 
chief transmitters of pain impulses derived from the 
peripheral nociceptive nerve endings; thus they repre¬ 
sent the first neuron of the pathway of pain. 

Professor Pero has formulated the theory that pain 
is the result of an overcharge of acetylcholine in syn¬ 
apses or of hyperfunction of the cholinergic neurons, 
while analgesia is conditioned by adrenergic dis¬ 
charges in the same synapses. The proof of the exist- 
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ence of an adrenergic analgesia was obtained by 
injecting intravenously small amounts of epinephrine 
into patients with sciatica. The result was an almost 
complete analgesia that lasted for about six hours. 
The problem of cutaneous pain is more complex. It 
seems that in such cases the chemical mediator is rep¬ 
resented by histamine or histamine-like substances. 

One Hundred Years of Dentistry.—Prof. Silvio Palazzi 
of the University of Pavia described the transition from 
the old empirical concepts of dentistry to the modem 
theories and scientific applications. Politics have always 
been of great importance in all aspects of the evolution 
of odontology. Stomatological politics is defined as a 
complex of laws enacted by the government that 
brought about the elevation of dental disciplines from 
the empirical state to the present doctrinal dignity. 
During this period, which in Italy lasted from 1860 to 
1914, dentistry was not regulated by law and was not 
taught in the universities. The first school for dental 
technicians was founded at the University of Pavia in 
1911. Political stomatology, as opposed to stomatologi¬ 
cal politics, includes those constructive acts that have 
brought dentistry’ within the field of politics. The 
teaching of dentistry was stopped during World War I, 
while in the Army a dental organization was created. 
This not only helped soldiers with wounded jaws but 
also gave a scientific and doctrinal status to the disci¬ 
pline. At present in Italy many medical general prac¬ 
titioners and dental technicians practice dentistry 
without adequate training. This applies especially to 
prosthodontia and orthodontia. From the point of view 
of the dental specialist, these persons are practicing 
illegally and bringing discredit to the dental pro¬ 
fession. 

Treatment of Tuberculosis.—At the fourth Internation¬ 
al Congress of the American College of Chest Physi¬ 
cians held in Cologne, Germany, in August, Professor 
Zorini, of Rome, and co-workers reported their results 
in treating several forms of chronic pulmonary tubercu¬ 
losis that had not been benefited by other types of 
treatment with pyrazinamide. In general, this drug 
caused subjective and objective improvement in pa¬ 
tients, especially in the first 40 to 50 days of treatment. 
The clinical improvement, however, was not always 
accompanied by a radiologic improvement. The use 
of cycloserine produced a rapid and marked improve¬ 
ment in the objective and subjective conditions of the 
patients and in the radiologic findings. The healing of 
cavities was noticed in many patients. 


SWEDEN 

Varicose Ulcers.—In a series of 700 patients with 
varicose ulcers of the legs, G. Bauer (Nordisk medicin , 
Nov. 22, 1956) found two groups in about equal num¬ 
bers: In one group there was a history of venous 
thrombosis evidently responsible for the edema and 
ulcers; and in the other group, whose condition was 
described as idiopathic for want of a more accurate 
term, various factors were responsible for the insuf¬ 


ficiency of the valves of the veins. In some cases, 
senile changes in the walls of the veins may be re¬ 
sponsible; in others, there is some congenital abnormal¬ 
ity; and, in others, no underlying cause could be 
determined. Tire author recommends double ligation 
of the popliteal vein and resection of the intermediate 
segment, supplemented by bandaging to give the 
limb support. In about 15% of his patients, he ligated 
and sclerosed the incompetent superficial veins. He 
reported his results, according to whether the post¬ 
operative observation period was three years or six 
years. In the first series, consisting of 350 patients, 
after three years 75.7% seemed to be completely 
cured; they showed no sign of a return of symptoms. 
In the rest, there had been one or more relapses, nearly 
all of which occurred within a year after operation. 
After the first two postoperative years only two pa¬ 
tients had relapses. In the second series (100 patients), 
after six years 74% of the patients appeared to be 
completely cured. In this series also most of the re¬ 
lapses occurred in the first year after operation. In¬ 
deed, tliere were only two relapses after the first three 
years. 

Cancer of the Cervix.—At a meeting of the Swedish 
Medical Society, Dr. H. Leissner, of the Sahlgren 
Hospital, Gothenburg, reported that in 1944 only 18% 
of tire patients were in the first stage of cancer of the 
cervix when first seen. In 1954 it had risen to 38% 
There was a corresponding fall in the percentage of 
patients first seen in the third stage of the disease. 
The speaker did not know all the factors responsible 
for this shift in the relative frequency of cancer of 
the cervix at different stages, but one of them is 
probably the effective cooperation of the hospital 
with tire gynecologists of Gothenburg. It should be 
noted in this connection that the hospital’s cytological 
department was founded in 1950 and has continued to 
be the only department of its kind in Sweden. Referring 
to the five-year cure rate for cancer of the cervix, 
Leissner put it at 50.8% for a series of 459 patients 
treated in the period 1944 to 1948 inclusive. For pa¬ 
tients in tlie first stage of the disease there was a 
five-year cure rate of 79%. In Nordisk medicin for 
Nov. 22, 1956, Dr. O. Kjellgren, of the same hospital, 
stated that in a series of 257 patients with cancer of 
the cervix false negative smears were observed in 
only 6%. The frequency of false positive smears varies 
with the degree of discrimination shown by different 
observers. Cytological tests have revealed cancer of 
tlie uterus in about 0.5% of the women thus examined. 

Campaign Against Smoking by the Young.—The school 
medical authorities in Sweden have approved a cam¬ 
paign started by the National Association Against 
Tobacco on behalf of children and adolescents. A 
badge featuring a small white hand is being sold 
throughout Sweden and is to be worn by all in favor 
of this campaign. A score of physicians have under¬ 
taken to support the association, one of whose aims 
is to organize a tobacco clinic at which smoking addicts 
can learn to rid themselves of the habit. 
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DEVELOPMENTAL DEFECTS 
To the Editor:— Dr. Gruemvald has written (J. A. M. A. 
162:1077 [Nov. 10] 1956) that an article by me in the 
July 14,1956, issue of The Journal, page 1047, “should 
not go unchallenged,” inasmuch as I show “disregard 
of the importance of the ever-present action of genetic 
factors in all living organisms.” First, I would like to 
point out that I was challenging the “genetics-is-an- 
exact-science” shibboleth. In my article I had written: 
“Assertions that a race of monsters and sports is the 
likely price of discovery of nuclear fission are un¬ 
supported. The one indisputable effect upon the un¬ 
born is the development of brachycephaly and mental 
retardation as an acquired anomaly. .. . The practical 
demonstration is the direct effect of high dosage of 
ionizing radiation upon the mammalian conceptus and 
not a confirmation of dire speculations about mam¬ 
malian mutations." To attack genetic speculations as 
something other than proved doctrine is not to dis¬ 
regard the importance of the ever-present action of 
genetic forces. 

Almost 10 years ago (Am. J. Pub. Health 38:66, 
1948) Gordon and I spelled out the basic issues as 
follows: “The speculation has been made that muta¬ 
tions, similar biologically to those produced in the 
fruit-fly by Muller, may take place as an aftermath of 
that experience [the bomb]. Should anomalies be 
observed in significant numbers within the immediate 
future [and they were], those occurring among infants 
of mothers pregnant at the time of the event would 
clearly represent acquired anomalies [and they clearly 
did]; those of future pregnancies present an impossible 
decision between non transmissible injuries [congenital 
defects acquired as the result of maternal disease, in 
turn caused by the bomb’s impact] and transmissible 
injuries—mutations—of the parental germ plasm.” 

Since an excess number of anomalies have not been 
observed in the offspring of surviving mothers preg¬ 
nant again after the bombing of Hiroshima, no impos¬ 
sible decision has arisen. If they had occurred, the 
challenge of evaluating the new public health problem 
presented to the world would have involved many 
disciplines, as well as basic epidemiologic methodolo¬ 
gy, to take into account factors of dosage such as 
radiation intensity and distance from the hypocenter, 
as well as intrinsic factors of the exposed population- 
age, sex, degree, of previous, bomb-induced .disease, and. 
genetic characteristics, for example. 

In the absence of positive findings, there has been 
far too much fruit-fly analogy advanced, in the attempt 
to establish the allegation of genetic hazard of nuclear 
emulations and that of x-rays taken for diagnostic pur¬ 
poses, by authoritarian pronouncement. Comparisons 
between insect and mammalian ecologies are strained 
to say the least. Speculation has been piled upon 
hypothesis, culminating in the estimate that 80,000 
“harmful mutations” are the price of the bomb tests 


and the assertion advanced, as if it were a statement of 
fact, that diagnostic x-rays or bomb explosions will 
give rise to mutations unless the reproductive organs 
are somehow or other selectively shielded. 

The geneticists who voted that the damage produced 
by radiation on the hereditary material is real cannot 
settle the quantitative aspect of the problem by a vote. 
Nor can mammalian ecology be bypassed by drawing 
upon that of insects. As for any effect upon the heredi¬ 
tary material of man and other mammals persisting for 
generations, the proposition is wholly speculative. 
Moreover, such a hypothetical proposition is meaning¬ 
less unless it be formulated in quantitative terms; and, 
of course, it is nothing more than a hypothesis until 
scientifically tested in tire laboratory with mammals 
rather than insects and with use of suitable controls. 

I do not challenge the great importance of genetics. 
Dr. Gruemvald remarks that I have used but “one 
‘experimental model.’” I submit that'a mouse model 
is more reasonable to use in studying the nature of 
congenital deformities in mammals than a Drosophila 
colony. Actually my colleague Dr. Philbrook and I 
have extended the study of anomalies of mice (in 
which cerebral and skeletal deformities, cleft palate, 
and ocular defects were induced in the middle and 
latter states of pregnancy) to the study of fish models. 
The early fish embryo corresponds to the amphibi¬ 
ous stages of mammalian ontogeny and also allows 
access to eggs embryonating outside the mother. By 
scrubbing oxygen out of the water to the point of 
hypoxia (which is a final common path of many non¬ 
specific stresses and which also presents the advantage 
that it can be quantitated) cyclopia and double mon¬ 
sters can be induced at early stages of differentiation. 
These matters are dealt with more definitively in an 
article to be published in the Scientific American. 
I mention them here because of points raised in the 
last part of Dr. Gruenwald’s letter. 

Theodore H. Ingalls, M.D. 

Department of Epidemiology 

Harvard School of Public Health 

Boston 15. 


HYPNOSIS AND ANESTHESIA 
To the Editor:—! cannot agree with some of the 
statements of Crasilneck, McCranie, and Jenkins in 
“Special Indications for Hypnosis as a Method of Anes¬ 
thesia” (J. A. M. A. 162:1606 [Dec. 29] 1956) wherein 
they state: ... it might be advantageous to have the 
conscious cooperation of the patient . . .” and in the 
next paragraph they state: “. .. some persons who are 
hypnotized are capable of entering the depth of hyp¬ 
notic state necessary to produce sleep_” These state¬ 

ments are contradictory and confusing. The term 
trance would have been more accurate, as hypnosis is 
not sleep. 
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In the last paragraph before the Summary and Con¬ 
clusions die statements are made: “There are also risks 
involved in hypnotizing patients who have psychologi¬ 
cal problems. A careful psychiatric evaluation should 
be performed prior to the use of hypnosis.” By a clear 
understanding with the patient that the trance is to 
be used for anesdiesia only, and preventing any dis¬ 
tortion of this motivation, and by the orientation of 
the hypnotist to the patient’s need, any of die so-called 
psychological risks will be removed. This sort of pre¬ 
hypnotic preparation is of the utmost importance. I 
can diink of nothing that would develop resistance in 
the patient more than a psychiatric evaluation or 
examination when hypnosis is to be used for anesthesia 
only. Long ago Bemheim ‘held that hypnotism was 
suggestion and that there was no marked difference 
between normal acts carried out under suggestion and 
acts brought about hypnotically.” I have never had 
any difficulty in hundreds of inductions. I recognize 
that all illness has both physical and mental aspects, 
so all sick persons have to some extent a psychological 
problem. Their hypnotizability and acceptance of sug¬ 
gestions is in proportion, in many cases, to their motiva¬ 
tion to recover. If I should find any resistance here, 
I would refer them to a psychiatrist, as their illness 
may serve some emotional need. 

V. J. Meads, M.D. 

606 Court St. 

Portsmouth, Va. 


RECOGNITION OF VACCINE ANTIGENICITY 
To the Editor:—In the article “Duck-Embryo Rabies 
Vaccine” in the Dec. 8 issue of The Journal, page 
1373, the following reference should have been in¬ 
cluded: LoGrippo, G. A., and Hartman, F. W.: Anti¬ 
genicity of (8-Propiolactone-Inactivated Virus Vac¬ 
cines (J. Immunol. 75:123, 1955), since these authors 
first recognized the virucidal activity of this compound. 
We were well aware of their work, and the omission 
was an accidental one for which we apologize. 

C. G. Culbertson, M.D. 

Director, Biological Research 
Division 

Eli Lilly and Company 

Indianapolis 6. 


ENDOMETRIOSIS 

To the Editor:— The editorial on endometriosis 
(J. A. M. A. 162:575 [Oct. 6] 1956) is not in keeping 
with many of the known facts regarding this disease 
entity, the statement “it is likely to remain quiescent or 
even undergo some regression” is a frank understate¬ 
ment. My experience has shown that endometriosis defi¬ 
nitely regresses during pregnancy. Thus the editorial 
thought of a cesarean hysterectomy for endometriosis is 
inconsistent with the conservative treatment advocated 
and is contraindicated from the standpoint of the 
observed behavior of this lesion. Physiological amenor¬ 
rhea of pregnancy or the pregnancy equivalent induced 


by stilbestrol (Karnaky) has produced regressive 
changes so remarkable that operative treatment once 
endorsed by all gynecologists is declining in popularity 
and usage. Although I dislike belaboring the obsolete 
material in this editorial, it should be pointed out that 
the likelihood of finding bluish cysts in the posterior 
vaginal fornix, presumably having worked their way 
through from the cul-de-sac, is such a rarity as to be 
hardly worthy of mention. 

Clayton T. Beecham, M.D. 

155 W. Walnut Lane 

Philadelphia 44. 


PLAGUE 

To the Editor:—Dr. John Hugo Schaefer’s recent com¬ 
ments about plague in The Journal for Dec. 22,1956, 
page 1658, are most pertinent. I recall the incident of 
the case of bubonic plague evidently derived from in¬ 
fection from fleas that were on foxes. We had an 
epidemic of pneumonic plague, with a fair sprinkling 
of cases of bubonic plague, also, in the winter of 1924 
and 1925 in Los Angeles, when I was the first assistant 
pathologist at the Los Angeles County Hospital. There 
were 33 fatal cases of pneumonic plague, as I recall 
it now, and about 6 or 8 of bubonic plague. I did a 
good many of the autopsies and my chief, Dr. George 
Darby Maner, who is still in Los Angeles, did half of 
them himself. It was a very trying experience. Since 
I have been here in Reno, I have known of two cases 
(from tire Lake Tahoe area) of bubonic plague in 
humans in which the patients recovered. Those two 
cases were derived, probably, from infected ground 
squirrels at Lake Tahoe. 

Lawrence Parsons, M.D. 

St. Mary’s Hospital 

Reno, Nev. 


HYPERGLYCEMIA AFTER DRUG THERAPY 
To the Editor:— Dr. B. W. Hiles, in the Correspondence 
section of the Dec. 29 issue of The Journal, page 1651, 
has presented observations of hyperglycemia and gly¬ 
cosuria in patients receiving chlorpromazine and has 
suggested the need for further investigation of these 
findings. 

I should like to call attention to a report by Charatan 
and Bartlett on this subject that appeared in the April, 
1955, issue of The Journal of Mental Science, page 
351, and an abstract of which appeared in the Sept. 10, 
1955, issue of The Journal, page 144. The authors, on 
the basis of a report of a hyperglycemic effect in man 
treated with chlorpromazine, carried out a series of 
glucose tolerance tests on schizophrenics before and 
after a test dose of chlorpromazine. They considered 
the effect to be due to depression of liver function or 
stimulation of adrenal cortex by chlorpromazine. 

George X. Trimble, M.D. 
Medical Director 
St. Elizabeth Hospital 
Youngstown 4, Ohio. 
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Effect of Carotid Sinus Stimulation on the Electro¬ 
cardiograms of Clinically Normal Individuals. G. H. 
Heidorn and A. P. McNamara. Circulation 14.1104- 
1113 (Dec.) 1956 [New York]. 

The cardioinhibitory effects of carotid sinus stimu¬ 
lation were studied with the aid of electrocardiograph¬ 
ic recordings in 40 active, clinically normal men 
between the ages of 25 and 58 years. Carotid sinus 
stimulation was carried out after a routine 12-lead 
electrocardiogram. Lead 2 was continuously recorded 
in the period preceding, during, and after stimulation. 
The bulb of the carotid sinus was first located on the 
right side and stimulated by pressure and mild mas¬ 
sage for 30 seconds. Multiple areas were stimulated 
in order to eliminate anatomic variants if a significant 
response was not obtained. A similar procedure was 
followed on the left side. 

Stimulation of the carotid sinus resulted in ventric¬ 
ular systole in 9 of the 40 persons studied. Other elec¬ 
trocardiographic changes consisted of sinoatrial brady¬ 
cardia, a significantly lengthened P-R interval, a de¬ 
crease in P-wave amplitude or disappearance of the 
P wave, and a shortening of tire P-R interval. Stimula¬ 
tion of the carotid sinus caused clear symptoms in 10 
patients. These consisted of minor, moderate, or severe 
lightheadedness; numbness and tingling in the left 
hand; severe nausea; syncope; and generalized mus¬ 
cular twitching. No electrocardiographic response was 
obtained on stimulation to either tire right or the left 
side in 3 patients. These findings emphasize tire impor¬ 
tance of the carotid sinus reflex, even in the apparently 
normal person. They support the clinical observation 
that the criteria for the diagnosis of the hyperactive 
carotid sinus syndrome must be kept within the rigid 
bounds of an exact reproduction of symptoms on diag¬ 
nostic carotid sinus stimulation. Electrocardiographic 
changes or the production of other symptoms is insuffi¬ 
cient evidence to establish this diagnosis, as such 
changes are often present in the person who appears 
normal. The opinion that a hyperactive response indi¬ 
cates underlying cardiac disease has been reported in 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As¬ 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re¬ 
quests for periodicals should be addressed “Library, American 
Medical Association.'’ Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at One 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma¬ 
nent possession only from them. 


several publications. The authors’ study suggests that 
this opinion should be accepted with much reservation. 
A standard technique of carotid sinus stimulation with 
control of the time interval of stimulation, and a no¬ 
menclature to be used in tabulating results, are sug¬ 
gested for use in further studies of the carotid sinus 
reflex. 

Buckling of the Great Vessels: A Clinical and Angio¬ 
cardiographic Study. I. Hsu and A. D. Kistin. A.M.A. 
Arch. Int. Med. 98:712-719 (Dec.) 1956 [Chicago]. 

A pulsatile tumor just above the right clavicle in the 
situation of the carotid has been diagnosed as an 
aneurysm, when postmortem examination disclosed it 
to be a tortuous common carotid artery. Records of 
117 cases of kinked right common carotid or innomi¬ 
nate artery or both were found in the literature. The 
authors studied 16 patients with buckling during the 
past 2 years. This group included 13 women and 3 men. 
The youngest patient was a woman of 34 with coarc¬ 
tation of the aorta; the other 15 were between 51 and 
83 years of age. Hypertension was present in 9. Eight 
were obese and heavyset. The manifestations of buck¬ 
ling were pulsating mass at the base of the neck on 
the right side in 6 patients; pulsating mass bilaterally 
in 3; pulsating mass confined to the left side of the 
neck in 1; pulsating mass in the suprasternal notch in 
2; pulsating bulge in the right lateral wall of the pos¬ 
terior pharynx in 2 (in 1 there was also a pulsating 
mass at the base of die right side of the neck); and 
widened superior mediastinum in 2, with 1 showing 
calcification of the vessel wall at fluoroscopy. 

A review of the literature and the 16 patients in this 
study show that buckling of the great vessels is a be¬ 
nign condition. Surgery is not indicated. Buckling is a 
common condition; the frequency of diagnosis depends 
on the interest of the observer. The buckled vessels can 
be demonstrated by angiocardiography and if need be 
by direct carotid injection and thus differentiated from 
aneurysm. Isolated aneurysm of the common carotid 
near its origin is considered to be rare. When it does 
occur, it is usually an extension of an innominate an¬ 
eurysm, which is the basic lesion. Aneurysm of the 
internal carotid presenting into the pharynx is likewise 
quite uncommon. The clinical features of special in¬ 
terest in tire present study were as follows: (a) palp¬ 
able left-sided buckling in the absence of its counter¬ 
part on the right side; ( b ) tracheal deviation secondary 
to a buckled vessel; (c) 2 buckled vessels side by 
side, resulting in a large pulsating mass that suggested 
an aneurysm; ( d) 2 cases of a buckled right internal 
carotid artery. Since completion of this report, the au¬ 
thors have seen 5 additional patients (4 women and 1 
irian) with buckling of the right common carotid artery. 
Four had hypertension. Ages ranged between 48 and 
1 3 years. 
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Chagas’ Disease: A Clinical, Epidemiologic, and Path¬ 
ologic Study. F. S. Laranja, E. Dias, G. Nobrega and 
A. Miranda. Circulation 14:1035-1060 (Dee.) 1956 
[New York], 

The authors report on 1,520 patients in whom a di¬ 
agnosis of American trypanosomiasis (Chagas’ disease) 
was made in Bambui, Minas Gerais, Brazil, between 
1943 and 1955. One hundred eighty of the 1,520 pa¬ 
tients had acute trypanosomiasis, which was nonfatal 
in 159 and fatal in 21. Myocardial damage was de¬ 
tected by electrocardiographic recordings in 18 (85.7%) 
of the patients who died; only 60 (37.7%) of the 
159 patients who survived showed electrocardiograph¬ 
ic abnormalities. Prolongation of the P-R interval, 
primary T-wave changes, low voltage of QRS, prolon¬ 
gation of Q-T interval, and associated ST-T changes 
were the most common electrocardiographic changes 
in the entire group of patients with acute trypanoso¬ 
miasis. Autopsy was performed in 11 of the 21 patients. 
Six of the eleven patients were boys and 5 were girls; 
their ages varied 2 months and 4 years. Acute myocar¬ 
ditis was revealed by autopsy in all of them, and Try¬ 
panosoma cruzi was found in the myocardial fibers of 
all the patients. Some 1,340 patients, 650 males and 690 
females, had chronic trypanosomiasis; 657 of these had 
chronic asymptomatic T. cruzi infection and 83.5% of 
these were between the ages of 11 and 50 years. The 
remaining 683 patients showed evidence of myocardial 
damage; 383 (56%) were males and 300 (44%) were fe¬ 
males. Five hundred sixty (82%) of the 683 patients 
were between the ages of 11 and 50 years, and two- 
thirds were between the ages of 11 and 40 years. Com¬ 
plete right bundle-branch block, partial and complete 
auriculoventricular block, ventricular premature con¬ 
tractions, QRS abnormalities or primary T-wave 
changes, and abnormal P waves were common find¬ 
ings. 

Triatomae infected with T. cruzi are widely distrib¬ 
uted in the Western hemisphere, extending from the 
United States to Argentina. The knowledge of the in¬ 
cidence and severity of human infection with T. cruzi 
in most of the large endemic areas is still incomplete. 
At present, American trypanosomiasis (Chagas’ dis¬ 
ease) should be considered as an essentially cardio¬ 
tropic infection, caused by T. cruzi, having an acute 
period with multiple reversible manifestations caused 
bv involvement of various tissues and organs. The 
heart is affected in most of the patients. A prolonged 
chronic course follows, with late manifestations of pro¬ 
gressive heart involvement (chronic Chagas’ heart dis¬ 
ease). Acute Chagas’ heart disease may be defined as 
a reversible type of parasitic heart disease, caused by 
acute T. cruzi infection, occurring predominantly in 
infancy and childhood and anatomically characterized 
by an acute, diffuse, usually severe, specific myocardi¬ 
tis that eventually leads to heart failure without con¬ 
spicuous' irregularities of tire cardiac rhythm. The 
authors’ concept of chronic Chagas’ heart disease is 
that of a progressive, usually severe type of heart dis¬ 
ease related to chronic infection with T. cruzi, prepon¬ 
derantly affecting men between the ages of 20 and 50 


years, manifested clinically by the almost constant 
occurrence of disturbances in the formation and con¬ 
duction of the cardiac stimulus and by congestive heart 
failure. Anatomically widespread inflammatory 
changes of the myocardium are usually accompanied 
by circumscribed lesions of the parietal endocardium 
and by slowly developing ischemic myocardial 
changes. 

The Diagnosis of Boeck’s Sarcoid by Skeletal Muscle 
Biopsy: Report of Four Cases. R. W. Phillips. A. M. 
Phillips. A. M. A. Arch. Int. Med. 98:732-736 (Dec.) 
1956 [Chicago]. 

This paper reports the results of random gastrocne¬ 
mius muscle biopsy performed in 5 patients with sar¬ 
coidosis. Material containing granuloma consistent 
with Boeck’s disease was found in 4 of the 5 patients. 
In 2 patients, biopsy of skeletal muscle was done in 
conjunction with biopsy of another site (skin and 
lymph node), which also gave pathological material 
consistent with sarcoid. In 2 additional patients muscle 
biopsy provided the only positive histological evi¬ 
dence, as there were no skin lesions, enlarged lymph 
nodes, or other areas suitable for biopsy. In another 
patient no pathological material was found in the 
muscle, although evidence of lung lesions was present, 
and biopsy of a lymph node in the supraclavicular area 
contained granulomas of sarcoid. None of the 5 
patients had local findings referable to die muscle 
prior to the biopsy. The literature in regard to skeletal- 
muscle involvement in Boeck’s sarcoid is reviewed. It 
is suggested that the incidence of involvement may be 
higher than so far reported and that furdier biopsy 
studies of skeletal muscle are needed before the true 
incidence of granuloma in muscle in this disease 
will be known. Skeletal muscle biopsy would appear 
to warrant further use as a diagnostic measure, es¬ 
pecially in the patient suspected of having Boeck’s 
sarcoid without skin lesions or involved peripheral 
lymph nodes. 

Indirect Evidence of the Contagiousness of Pulmonary 
Tuberculosis Treated with Isoniazid, from a Study 
of the Sources of Infection in Children with Initial 
Cases of Tuberculosis. M. Kaplan, R. Grumbach and 
B. Dobrowolski. Presse med. 64:1809-1812 (Nov. 3) 
1956 (In French) [Paris]. 

Two groups of children were studied as to the prob¬ 
able sources responsible for their initial infection with 
tuberculosis. The first group (A) consisted of 155 chil¬ 
dren treated from 1950 to 1952; the second group (B) 
consisted of 120 children treated from 1954 to 1955. 
Group A represented the period before isoniazid; 
group B, the period after. A third group of 76 children 
represents the year 1953, during which the use of iso¬ 
niazid was becoming widespread. It was impossible to 
identify the source of the infection in 207 cases, and 
the difficulty was greatest in the oldest age-groups. In 
the -144 patients in whom the source was identified, it 
was found that there had been prolonged, familial ex- 



Vol. 163, No. S 


MEDICAL LITERATURE ABSTRACTS 


681 


posure in 116. In group B there were 20 instances in 
which the responsible adult was reported to have been 
treated for pulmonary tuberculosis, presumably with 
medicaments including isoniazid. The corresponding 
figure for group A was 21 cases of familial contact with 
adults reported to have been treated for pulmonary 
tuberculosis (with medicaments not including isonia¬ 
zid). The difference is insignificant and shows no evi¬ 
dence that the proportion of primary infections in 
children has been reduced since the advent of isonia¬ 
zid. In group B, three-fifths of the known instances of 
transmission from adult to child involved untreated 
cases. The data show the importance of separating 
adults with active tuberculosis from children who have 
not had either a primary infection or a vaccination 
with BCG. 

Natural Course and Prognosis of Juvenile Diabetes. 
P. White. Diabetes 5:445-450 (Nov.-Dee.) 1956 [New 
York]. 

Of 1,072 juvenile patients with diabetes mellitus 
treated at the Joslin Clinic in Boston up to Aug. 1, 
1955, 879 (82%) have survived for more than 20 years; 
169 (16%) died; and 24 (2%) were lost to follow-up. 
Of the survivors, 536 (61%) are now between the ages 
of 30 and 39 years; 158 (18%) are between 20 and 29; 
176 (20%) are between 40 and 49; and 9 (1%) are over 
50. The oldest survivor is 56. The predisposition of the 
juvenile patients to diabetes was hereditary. The prob¬ 
lems of growth and development have largely resolved 
themselves. The successful control of former lethal 
factors such as coma, sepsis, and tuberculosis is shown 
conclusively by the fact that death has been caused 
by coma in only 1, by sepsis in 1, and by tuberculosis 
in 2 of the 169 patients who died. Nephropathy has 
replaced other causes of death (86 [50.9%] of the 169 
patients died of nephritis). Although new data on the 
possible mechanism of production of vascular damage 
and its regulation are suggested, poor chemical con¬ 
trol of diabetes remains an important contributing 
factor. Presently available appropriate mixtures of 
regular and intermediate-acting insulins in split doses 
control diabetes mellitus with greater facility than 
those used in the patients reported on. Programs to al¬ 
ter the course of diabetes, especially those applicable 
in the remission phase, are in progress. 

Primary Aldosteronism and Its Relationship to Dia¬ 
betes Mellitus. E. P. McCullagh. Diabetes 5:443-444 
(Nov.-Dee.) 1956 [New York], 

McCullagh reports 3 cases of primary aldosteronism 
in a 44-year-old man and in 2 women aged 63 and 42 
years. All 3 patients had proved adrenocortical tumors 
associated with an excess of aldosterone in the urine 
that was identified as the diacetate by fractionation of 
chloroform extracts of urine, using chromatography 
and ultraviolet spe.ctrometric analysis. Each of the 3 
patients had some evidence of abnormal carbohydrate 
metabolism. It .is suggested that diabetic tendency in 
a dosteromsm may he shown only by a glucose toler¬ 


ance test. The incidence of diabetes mellitus in pri¬ 
mary aldosteronism cannot be determined. It appears 
that the diabetes that does arise as a result of excess 
of aldosterone is mild. The diabetes did not disappear 
completely after the removal of the adrenocortical 
tumor in 1 of the 3 patients, yet there appeared to be 
no family history of diabetes. 

Insulin Resistant Diabetes with Insulin Antibodies: 
A Case Report. T. Yankelowitcb, S. Massry and 
S. Gitter. Diabetes 5:457-461 (Nov.-Dee.) 1956 [New 
York]. 

The authors describe a case of insulin-resistant dia¬ 
betes in a 49-year-old woman who required up to 

I, 500 units of insulin per day for control of glycosuria 
and acetonuria. No disturbances of thyroid, adrenal, 
anterior pituitary, or liver functions were found. The 
patient had repeated respiratory infections, and the in¬ 
sulin resistance persisted after their cure. Aberrations 
of the electroencephalogram were observed repeatedly 
in the patient, but their possible relationship to the in¬ 
sulin resistance was not established. The presence of an 
insulin-neutralizing factor in the serum of the patient 
was already suggested by the weak response to insu¬ 
lin in the tolerance tests. It was proved by the Lowell 
mouse test and by the rat diaphragm test, measuring 
glucose uptake and glycogen synthesis. Active and 
passive transfer skin tests with insulin revealed that 
the patient’s serum contained skin-sensitizing anti¬ 
bodies. Hemagglutination resulted when the patient’s 
serum was added to sheep red blood cells that had 
been treated with insulin-coated tannic acid; thus, tire 
presence of insulin antibodies was demonstrated. Pa¬ 
per electrophoresis did not show increased gamma 
globulin values. The patient was instructed to take 
300 units of insulin daily and 25 mg. of cortisone 
every second day, and she was placed on a diet consist¬ 
ing of 150 gm. of carbohydrate, 70 gm. of protein, and 
70 gm. of fat. 

Spontaneous Hypoglycemia as an Early Manifestation 
of Diabetes Mellitus. H. S. Seltzer, S. S. Fajans and 

J. W. Conn. Diabetes 5:437-442 (Nov.-Dee.) 1956 [New 
York]. 

One hundred ten patients whose glucose tolerance 
tests were characterized by (I) a normal or slightly 
elevated fasting blood sugar level, (2) hyperglycemia 
that was prolonged for the first 2 hours or more, and 
(3) a sudden fall to hypoglycemic levels between the 
3rd and 5th hours were observed. Seventy-five (69%) 
of these patients had complained of hypoglcemic 
symptoms such as weakness, nervousness, tremor, 
hunger, and sweating occurring several hours after 
meals. Forty-eight (44%) had a definite family history 
of diabetes mellitus, and 40 (36%) presented the com¬ 
bination of symptomatic hypoglycemia and a diabetic 
heredity. Symptomatic spontaneous hypoglycemia may 
be one of the earliest clinical manifestations of dia¬ 
betes mellitus. The fasting blood sugar level is usually 
normal, and a glucose tolerance test is required, to 
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make the diagnosis of diabetes. Several of the patients 
progressed from the early phase associated with hypo¬ 
glycemia to the stage of obvious diabetes with per¬ 
sistent fasting hyperglycemia. The stimulative type 
of hypoglycemia associated with mild diabetes should 
be ranked as one of the most common forms of spon¬ 
taneous hypoglycemia, since it is superseded only by 
functional hyperinsulinism with respect to frequent 
occurrence. The possibility of diabetes must be con¬ 
sidered in any patient presenting symptoms of post¬ 
prandial hypoglycemia. This possibility is greatly 
strengthened if the patient has a family history of dia¬ 
betes. The findings described are diagnostic of dia¬ 
betes mellitus with secondary hypoglycemia and should 
not be confused with functional hyperinsulinism, a 
condition in which hyperglycemia does not occur. 

Hypoglycemia in Primary Carcinoma of the Liver. 

A. ]. S. McFadzean and Yeung Tse Tse. A. M. A. Arch. 

Int. Med. 98:720-731 (Dec.) 1956 [Chicago]. 

Twenty-seven consecutive Chinese patients with 
primary carcinoma of the liver were investigated, 
particularly with regard to the presence of hypogly¬ 
cemia. The diagnosis of cancer of the liver was con¬ 
firmed by needle biopsy and by autopsy, performed 
subsequently on all but 3 patients. Observations on 
2 other patients who were observed in consulting prac¬ 
tice and who had called the attention of these authors 
to the association of hypoglycemia and liver cancer 
are included in this report. Twenty-five of the 29 pa¬ 
tients had massive hepatomas and 4 had cholangio- 
carcinomas. Persistent hypoglycemia was encountered 
in 9 of the patients with hepatoma. Hypoglycemia in 
primary carcinoma of the liver is therefore far from 
being a rarity. In none of the patients with hypogly¬ 
cemia did the intravenous dextrose tolerance test give 
a p'ateau curve. It is concluded that the hypoglycemia 
is fundamentally distinct from that reported in other 
diseases of the liver. The rate of disappearance of 
d< xirose injected intravenously in each of the patients 
with hepatoma was not significantly different from 
that encountered in healthy controls even when the 
to t was repeated at intervals throughout the course 
of the disease, including periods in which liver func¬ 
tion was grossly deranged. In contrast, in each of the 4 
patients with cholangiocarcinoma, a plateau curve 
developed relatively early in the disease. It is con¬ 
cluded that the intravenous dextrose tolerance test in 
patients with hepatoma yields fundamentally different 
results from those encountered in other diseases of the 
liver, including cholangiocarcinoma. 

The fall in the serum inorganic phosphorus level 
during the intravenous dextrose tolerance test in the 
absence of hypoglycemia varied from patient to pa¬ 
tient and in the same patient from time to time. Fol¬ 
lowing the onset of hypoglycemia, however, the 
response was constant in each case, and in all it was ' 
less than 10%. It is concluded that, in the absence of a : 
significant fall in the serum inorganic phosphorus j 
level, the dextrose is being diverted away from pe- f 
ripheral utilization and that the tumor must be respon- ; 


sibie in whole or part for the diversion. This 
diversion results in depletion of the glycogen reserves 
in the residua! liver. The demand for dextrose by the 
tumor persists in the fasting state; such reserves of 
glycogen as are present in the residual liver are rapidly 
exhausted, and the demand is met by gluconeogenesis. 
The natural progress of the disease is toward progres¬ 
sive increase in demand with coincident reduction in 
supply. Once demand exceeds supply, hypoglycemia 
results. The demonstration of significant quantities of 
glycogen within the hepatoma in the presence of hypo¬ 
glycemic levels in the peripheral blood suggests that 
the glycogen within the tumor is not available to the 
body economy. The administration of cortisone raised 
the fasting blood sugar level to within normal limits 
in 2 of 3 patients with hypoglycemia, and it is con¬ 
cluded that cortisone may have a place in the man¬ 
agement of such cases. 

Clinical Course of Gastric Cancer According to a 
Series of 540 Personal Cases. F. Warmoes. Acta gastro- 
enterol. belg. 19:753-756 (Nov.) 1956 [Brussels]. 

The author reports on 540 patients with gastric can¬ 
cer; 130 (24%) had had symptoms of various gastric 
diseases for more than 3 years before a diagnosis of 
cancer was made; the rest had had no previous gas¬ 
tric disturbances. Of these, 272 (50%) had had symp¬ 
toms of gastric cancer for less than 6 months; 69 
(16.8%) for 6 to 12 months; and the rest for 1 to 3 
years. The patients with previous gastric diseases had 
had no symptoms for several years before those of 
gastric cancer appeared. The duration of development 
of gastric cancer was easy to determine in the patients 
with no previous history of gastric disease and in 
those who had had no gastric disturbances in the years 
just preceding the diagnosis of cancer. This averaged 
7 months. The author’s experience does not agree with 
the statement that the development of gastric cancer 
is a •■"•olonged process. 


SURGERY 

Carcinoma of (he Esophagus: A Review of 381 Cases 
Admitted to Toronto General Hospital 1937-1953 In¬ 
clusive. R. A. Mustard and O. Ibberson. Ann. Surg. 
144:927-940 (Dec.) 1956 [Philadelphia]. 

The 381 patients with carcinoma of the esophagus 
admitted to the Toronto General Hospital during the 
period from 1937 to 1953 inclusive included 242 men 
(63.5%) and 139 women (36.5%). The average age of 
the patients was 62.9 years; the women were on the 
average somewhat younger. The tumors were located 
most frequently in the hypopharynx. Only 8 of the 
entire series of patients survived 5 years: in 4 of these 
the lesions were in the hypopharynx, 2 had adenocar¬ 
cinomas of the abdominal esophagus, and only 1 had 
a squamous cancer of the thoracic esophagus. Women 
have a slight advantage over men as regards the 
length of survival. Only 2 of the 87 untreated patients 
survived 2 years, and both of these were dead 6 
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months later. Various forms of palliative “ostomies” 
were carried out in 76 patients, but only one of these 
lived longer than 2 years, and 6 survived 1 year. The 
authors question the value of gastrostomy for either 
symptomatic relief or for the prolongation of survival. 
They prefer a substernal by-pass procedure, using 
either the jejunum or colon to restore the ability to 
swallow for those patients who are able to tolerate 
the operation. 

There was one 5-year survivor among the 125 pa¬ 
tients who received only high voltage irradiation. This 
patient had a squamous carcinoma of the posterior 
wall of the hypopharynx. Experience with patients 
treated since 1953 by the cobalt “bomb" has, however, 
seemed somewhat more favorable. It has been the 
impression that most patients managed in this way 
receive at least temporary palliation, while a few 
may have their primary tumor obliterated. The authors 
feel that, since so few successes are obtained with 
surgery, irradiation therapy should be further ex¬ 
plored for esophageal cancer. A surgical attack on the 
tumor was made in 133 patients, in 100 of whom re¬ 
section was accomplished. There were 48 hospital 
deaths following operation. Of the 36 who survived 
the completed excision and reconstruction of tire 
esophagus, 7 (about 20%) survived 5 years. The authors 
are sceptical of the chances of increasing die 5-year 
survival rate by more radical excision. They feel that 
the major objective in regard to surgical treatment 
should be a reduction of operative mortality by more 
careful selection of cases for exploration and more 
prompt recognition of nonresectability. The ability of 
cobalt radiation therapy to provide temporary pallia¬ 
tion should be exploited in patients considered un¬ 
suitable for excision. Palliative surgical management 
should, whenever possible, consist of a “by-pass” pro¬ 
cedure to restore swallowing; gastrostomy should be 
reserved for a last resort when all other measures have 
failed or are contraindicated. 

Hypophysectomy in Advanced Breast Cancer. B. J. 
Kennedy, L. A. French and W. T. Peyton, New Eng¬ 
land J. Med. 255:1165-1172 (Dec. 20) 1956 [Boston]. 

Thirty-four patients with advanced breast cancer 
were selected for total hypophysectomy. In 2 of these 
the operation was discontinued because of profuse 
bleeding from metastatic carcinoma of the skull and 
meninges at the site of the bone flap. Four patients 
recently operated on were not included in this report, 
and so there remain 28 for the analysis of the results of 
hypophysectomy. Of- these, 18 experienced objective 
regressions similar to those noted with other forms of 
hormone therapy. Improvement was manifested by 
recalcification of osteolytic metastases, decrease in 
size of pulmonary lesions or disappearance of pleural 
effusion, disappearance of cutaneous lesions and lymph 
nodes, decrease in the size of the liver, and reduction 
of an elevated serum alkaline phosphatase level due 
to liver metastases. Recalcification of osteolytic lesions 
was noted in 12 patients, and reduction in size or dis¬ 
appearance of pulmonary or pleural metastases in 5, 


of cutaneous lesions in 5, of enlarged lymph nodes in 
2, of liver metastases in 2, and of a metastatic lesion 
compressing the spinal cord in 2. In the other 10 pa¬ 
tients there was no objective evidence of improvement, 
but 2 showed evidence of improvement in a metabolic 
study, with decrease in hypercalcemia and hypercal- 
ciuria, increase in the serum alkaline phosphatase level 
consistent with bone regeneration, and relief of pain. 
One of these 2 patients died of meningitis 22 days after 
operation. It appears that the growth rate of the 
breast cancer had been favorably altered in both cases. 

Subjective improvement was noted in 20 patients. 
This consisted of an increased feeling of well-being or 
relief of pain. In 4 patients in whom striking relief of 
pain occurred, there w’as no objective evidence of re¬ 
gression. One patient who was asymptomatic expe¬ 
rienced no change in subjective feelings. In 7 patients 
there was no evidence of either objective or subjective 
improvement after the hypophysectomy. The longest 
sustained remission was 20 months. The average sur¬ 
vival of patients demonstrating tumor regression far ex¬ 
ceeded that of those without improvement. All patients 
who had undergone castration for metastatic breast 
cancer, and who had responded to castration, subse¬ 
quently, when the disease progressed, had a regression 
after hypophysectomy. Hypophysectomy eliminates the 
pituitary hormones and suppresses ovarian and adrenal 
functions in a way comparable to the removal of these 
glands. In view of the favorable responses after hypo¬ 
physectomy, the concomitant adrenal atrophy, and the 
ease in managing the patient, it appears that hypo¬ 
physectomy is to be preferred to adrenalectomy in the 
treatment of advanced breast cancer. There is insuffi¬ 
cient evidence, as yet, that hypophysectomy should be 
performed as the initial endocrine treatment for pa¬ 
tients with metastatic breast cancer. 

The Selection of Patients for Radical Mastectomy. 
G. B. Sanders and D. W. Kinnaird. J. Kentucky M. A. 
54:1047-1055 (Dec.) 1956 [Louisville]. 

Radical operations for the cure of breast cancer 
must be applied to patients with the disease in its 
early stages. Even in these early stages the operation 
if for cure must be unusually extensive to succeed. 
Such an extensive operation, designed to remove not 
only axillary spread but in addition cancer deposits 
in the supraclavicular fossa, mediastinum, and internal 
mammary lymph node chain, is mutilating, costly and 
generally unpopular. More careful selection of pa¬ 
tients suitable for such an operation is mandatory and 
can be achieved by a technique of multiple sampling 
devised by Haagensen of New York City and called 
“triple biopsy.” The 1st step consists of careful, gentle 
biopsy of the primary site in the breast, removing 
only a wafer slice of the lesion, unless the lesion is 
less than 1 cm. in diameter. If grossly positive, the 
biopsy site is cauterized, meticulously closed with 
complete hemostasis, and sealed. A quick frozen sec¬ 
tion is resorted to if any doubt exists as to the presence 
of cancer. The 2nd step consists of a vertical incision 
made over the first 3 homolateral interspaces, about 
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1 fingerbreadtli from the sternum, and the contents of 
the first 3 interspaces are completely removed and 
sent to the laboratory for paraffin section. If no gross 
cancer is found in the interspaces the incision is metic¬ 
ulously closed and sealed, and as a 3rd step a trans¬ 
verse incision is made over the inner third of the 
homolateral clavicle. One or 2 subclavicular nodes 
(Halsted’s nodes) in close relationship to the axillary 
vein as it dips beneath the clavicle are secured, and 
these and adjacent areolar and fatty tissue are sent to 
the laboratory for study. In addition to the triple 
biopsy, a bone-marrow biopsy should be obtained 
from the homolateral iliac crest. The patient is re¬ 
turned to the ward, and results of the studies, ready 
in 24 hours, are awaited. This short interval is delib¬ 
erately permitted to elapse between biopsy and the 
performance of the radical operation for cure. 

Patients showing invasion of either the supraclavic¬ 
ular fossa, Halsted’s nodes, or the internal mammary 
chain are unsuitable for radical mastectomy. Patients 
who have an equivocally positive bone marrow but 
whose triple biopsy is otherwise negative may be ac¬ 
cepted for radical mastectomy. Failure to consider a 
patient suitable for ultraradical mastectomy does not 
imply that the patient is unsuitable for surgery. Such 
a patient may well become a candidate for simple 
mastectomy to be followed by intensive x-ray irradia¬ 
tion and subsequently by other methods of inhibiting 
or delaying cancer growth by hormonal alteration and 
chemotherapy. The authors’ results with the treatment 
of breast cancer by ultraradical mastectomy according 
to Haagensen’s techniques, covering a period of 7 
years, are presented, but they do not show any defi¬ 
nite trends of statistical significance. Five unusual or 
complicated cases of breast cancer are reported in 
which triple biopsy combined with bone marrow 
biopsy was particularly helpful. 

Ligation of the Internal Mammary Arteries and Its 
Effect on Myocardial Insufficiency. G. De Marchi, M. 
Battezzati and A. Tagliaferro. Minerva med. 47:1184- 
1195 (Oct. 17) 1956 (In Italian) [Turin, Italy], 

Ligation of the two mammary arteries in the second 
intercostal space was performed in 18 patients with 
myocardial insufficiency. The results were excellent 
in patients with myocardial sclerosis due to coronary 
sclerosis and with noncongestive forms of insufficiency. 
Satisfactory results were observed in patients with 
noncongestive myocardial insufficiencies due to hyper¬ 
tension or myocarditis. The authors think that the 
treatment may also benefit patients with congestive 
myocardial insufficiencies. Electrocardiograms showed 
that tachycardia was restored to normal rhythm in all 
patients in whom it was present. Atrial fibrillation 
remained unchanged in 3 patients who showed it be¬ 
fore the treatment. Extrasystoles disappeared in 2 of 
3 patients, and a marked reduction in the frequency 
of the extrasystoles occurred in the.3rd patient. Con¬ 
duction disturbances remained unchanged. Signs of 
ischemia, present in 7 patients, disappeared in 4 and 
diminished in 1. Signs of ischemic lesions present in 2 


patients disappeared. Signs of old infarct present in 5 
patients remained unchanged. Ballistocardiograms 
showed great improvement in the values of myocardial 
kinesis. The volume of the heart diminished in some 
patients. Myocardial efficiency improved in all pa¬ 
tients but 1. 

Hemorrhage as a Complication of Gastro-enterostomy. 
W. E. Mydland, L. G. Bartholomew and D. O. Ferris. 
Ann. Surg. 144:950-952 (Dec.) 1956 [Philadelphia], ' 

Gastroenterostomy was a favorite procedure for the 
treatment of duodenal ulcer for many years, being 
employed at the Mayo Clinic in about 70% of the sur¬ 
gically treated patients with duodenal ulcer from 1928 
through 1935 and remaining the method of choice 
until 1940. It was favored because it was thought to 
protect the patient against future peptic ulceration 
and to give reasonable protection against hemorrhage. 
Recent experiences with severe gastrointestinal hemor¬ 
rhages occurring in individuals with gastroenteric 
stomas suggested a resurvey of this problem. Of 1,611 
patients who had gastrointestinal hemorrhage and 
who were observed at the Mayo Clinic in the 10-year 
period 1945 through 1954, 100 (6.2%) had undergone 
gastroenterostomy previously. Gastrojejunitis or gas- 
trojejunal ulcer was responsible for the hemorrhage in 
at least 72 of the 100 patients. Since the detection of 
these two entities often requires laparotomy, it is 
probable that many of the 22 patients in whom the 
cause of bleeding was undetermined would have been 
found to have gastrojejunitis or gastrojejunal ulcer had 
laparotomy been performed. In addition to the 2 main 
causes of hemorrhage following gastroenterostomy, 
less frequent causes are unhealed gastric and duo¬ 
denal ulcers, erosive gastritis, and jejunogastric intus¬ 
susception. Bleeding following gastroenterostomy is 
of greater magnitude than previously recognized, as 
35% of the patients in this series were classified as 
having had a severe hemorrhage. That bleeding may 
occur as a late sequela of gastroenterostomy is evi¬ 
denced by the fact that 45% of the patients had a 
hemorrhage 10 or more years after operation. 

Evaluation of the Use of a Segment of Jejunum to Re¬ 
place the Stomach Following Total Gastrectomy. E. A. 
Free, M. Mannix Jr. and J. M. Beal. Ann. Surg. 
144:941-949 (Dec.) 1956 [Philadelphia]. 

In 25 patients who were subjected to total gastrec¬ 
tomy for malignant gastric neoplasms, gastrointestinal 
continuity was restored by means of a segment of 
jejunum, which was interposed between the esoph¬ 
agus and duodenum. Three patients died and 11 had 
complications in the period following the operation. 
Ten patients survived for more than 6 months after 
the operation and were evaluated with.regard to their 
gastrointestinal function. While only limited conclu¬ 
sions can be drawn from this small number of cases, 
it does appear that the interposition of a segment of 
jejunum can be employed as a method of restoration 
of gastrointestinal continuity after total resection of 
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the stomach without evident increase in the operative 
mortality for total gastrectomy. It is also associated 
with a low incidence of complications in the period 
immediately following operation. Regurgitation of 
upper gastrointestinal secretions has been prevented 
by interposition of the jejunal segment, and esoph¬ 
agitis has been absent in this group of patients. A 
satisfactory nutritional status has been maintained by 
the patients in whom recurrence of the malignant 
neoplasm has not occurred. The low rate of complica¬ 
tions attests to the suitability of the jejunum as a 
bridge between the esophagus and the duodenum. 

Relapsing Pancreatitis Secondary to Cholcdoeholithia- 
sis. ]. M. Howard and G. L. Jordan Jr. A. M. A. Arch. 
Surg. 73:960-964 (Dec.) 1956 [Chicago]. 

Whereas much of the present-day thought concern¬ 
ing the etiology of acute pancreatitis stems from the 
autopsy report by Opie, who found a common-duct 
stone in a patient dying with acute pancreatitis, the 
experience accumulated since that time demonstrates 
that mechanical obstruction of the ampulla of Vater 
by stones occurs in a relatively small percentage of 
patients with pancreatitis. Nevertheless, if either the 
“common-channel theory” or the theory that pan¬ 
creatitis results from simple obstruction of the pan¬ 
creatic duct is tenable, it appears that common-duct 
stones may be a definite etiological factor. Since ob¬ 
struction resulting from biliary calculi is character¬ 
istically intermittent, one might anticipate recurrent 
attacks of pancreatitis until such stones are removed. 
The authors found that at least 40% of 200 patients 
with acute pancreatitis treated at the Jefferson Davis 
and Veterans Administration Hospitals since 1949 
have had more than one attack. In this group of pa¬ 
tients, 4 repeatedly had classic attacks of acute pan¬ 
creatitis until a common-duct stone was identified and 
removed. Each patient was treated by cholecystectomy 
and choledochotomy. There were no postoperative 
complications. All have remained asymptomatic. A 
review of the literature corroborated that a common- 
duct stone may be an etiological factor in recurrent 
attacks of pancreatitis. Removal of such calculi has 
been associated with good clinical results. When 
biliary calculi are present in association with pan¬ 
creatitis, a thorough exploration of the common duct 
is indicated at an elective period. 

Management of Hematogenous Pyogenic Osteomye¬ 
litis. J. Kulowski. Surgery 40:1094-1104 (Dec.) 1956 
[St. Louis], 

The natural clinical history of osteomyelitis is initi¬ 
ated by a bacteremia and a thromboembolic process 
in or near a bone. This relationship between the super- 
' imposed general and local infection is fundamental 
for all variants of the disease. The outcome will de¬ 
pend upon the intensity of the bacterial infection, the 
defensive mechanisms of the body—humeral and cel¬ 
lular— and the extent and quality of the local lesion. 
Three patterns of the disease may be expected: abor¬ 


tive, arrestive, and suppurative forms. In the abortive 
type, the disease has not gone beyond the stage of 
bacterial seeding and both the general and local in¬ 
fections have been controlled—spontaneously or by 
treatment. The patient gets well without residual bony 
changes. This happens only in the 1st or 2nd weeks of 
the disease. The clinical episode is then closed, but 
the patient ought to be checked later on for possible 
"silent foci” in bone (a Brodie-like lesion). The next 
stage implies that bacterial fixation has occurred in 
the bone. An arrestive and/or nonsuppurative lesion 
means that the local process is under control, as well 
as the general infection. Cellular defensive action has 
prevented frank suppuration, and the resultant bony 
lesion is a bland one—an infarct. In arrestive forms, 
aside from possible future flare-ups, a complete resti¬ 
tution of bone may be expected so long as mechanical 
protection is provided (brace or cast) until this occurs. 
Arrestive forms of osteomyelitis may be considered 
midpoints between abortive and suppurative lesions. 
Suppuration represents the victory of infection over 
the local cellular defense; it may or may not be asso¬ 
ciated with exfoliation of bone. 

The author discusses the clinical lesions of the past 
by citing his own analysis of the charts of 72 patients 
with acute hematogenous pyogenic osteomyelitis 
treated before the advent of chemotherapy. He em¬ 
phasizes that 2 developments brought the clinical life 
history of hematogenous pyogenic osteomyelitis into 
a clear focus and understanding: the principle of de¬ 
layed operative interference, and, later, chemotherapy 
for the control of the general infection. Chemotherapy 
has contracted the clinical history of hematogenous 
osteomyelitic (pyogenic) to a small group of cases in 
which medical and surgical treatment may be in¬ 
tegrated to a very high level of effectiveness. Two 
critical areas occur in the evolution of the disease un¬ 
der chemotherapy: suppuration and exfoliation of 
bone. The latter has no surgical significance unless it 
is accompanied by suppuration. Operation is always 
delayed until suppuration is clinically evident. 

Tietze’s Syndrome: A New Entity in the Differential 
Diagnosis of Anterior Chest Wall Swelling. G. H. Frey. 
A. M. A. Arch. Surg. 73:951-954 (Dec.) 1956 [Chicago]. 

Tietze’s syndrome, which was first described in 
1921, manifests itself by a usually unilateral, painful, 
benign, smooth, nonsuppurative swelling of the sterno¬ 
clavicular or 1st to 6th sternocostochondral junction. 
The author describes observations on 4 patients with 
this disorder and cites previous reports. The syndrome 
is -characterized by a sudden or. gradual onset, of-an¬ 
terior upper chest pain, associated with swelling of the 
involved costal cartilage. The pain usually is inter¬ 
mittent and lasts from a few days to weeks, while the 
swelling persists for months to years, the course of the 
disease being characterized by exacerbations and re¬ 
missions. The etiology of Tietze’s syndrome is un¬ 
known. Various theories have been advanced, but 
could not be proved by subsequent investigation. In 
establishing the diagnosis of Tietze’s syndrome, a 
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variety of disorders lias to be excluded, such as breast 
carcinoma; chest wall neoplasms; osteomyelitis of the 
ribs of pyogenic, tuberculous, or typhoid origin; syphi¬ 
litic periostitis; mediastinal tumors; aneurysms; occult 
rib fractures; Hodgkin’s disease; lymphomas; chon¬ 
droma; Kahler’s disease; and plasmocytoma. Presternal 
edema following mumps, intercostal neuritis, contu¬ 
sion, chest deformity, and rheumatoid arthritis also 
have to be considered in the differential diagnosis. 
Tietze’s disease can be distinguished from these con¬ 
ditions by roentgenologic, bacteriological, histological, 
chemical, and serologic procedures and its almost uni¬ 
form symptomatology. The treatment of Tietze’s syn¬ 
drome is mainly symptomatic, i. e., use of analgesics 
and salicylates, local heat application, and reassurance. 
Local procaine injections may be of temporary value. 
X-ray therapy to the involved site is not recommended. 
Resection of the cartilage has been performed as a 
last resort in a few persistent cases, with complete 
cure. 

Coxa Magna. W. Mol and B. B. Molenaar. Arch. chir. 
neerl. 8:242-250 (No. 3) 1956 (In German) [Arnhem, 
Netherlands]. 

The authors describe observations on 4 patients 
with relative or absolute enlargement of the head of 
the femur (coxa magna). The patients were children 
ranging in age from 7 to 11 years. Two had had 
Perthes’ disease (osteochondrosis of capital epiphysis 
of femur), 1 had congenital luxation of the hip, and 
the 4th had had coxitis and osteomyelitis of the ace¬ 
tabulum. The authors do not regard coxa magna as a 
disease entity but rather as a symptom that may result 
from various causes and occurs in different diseases. 
The enlargement may be caused by ischemia as well 
as by active h) , peremia. It occurs after subacute arth¬ 
ritis, osteochondrosis of capital epiphysis of femur, 
reposition of congenital dislocation of the hip-joint, 
trauma, and other lesions that may impair the circula¬ 
tion of capsule, bone, or cartilage. Generally, the more 
traumatic the intervention for these disorders the 
poorer the result. The authors advise against damag¬ 
ing diagnostic interventions, such as exploratory ex¬ 
cision of the articular capsule. Coxa magna is analog¬ 
ous to the enlargement of the epiphysis, which occurs 
in tuberculosis of the knee joint and which seems to 
be caused by the active hyperemia involved in in¬ 
flammation. Coxa magna usually occurs as a sequel 
after mild inflammations, the hyperemic phase of in¬ 
flammation being followed by proliferation of connec¬ 
tive tissue. 

The Gastric Ulcer Problem. J. L. Sawyers, J. E. Adams 
and H. W. Scott Jr. J. Louisiana M. Soc. 108:433-440 
(Dec.) 1956 [New Orleans]. 

One hundred eighty-six patients with gastric ulcer 
were treated at Vanderbilt University Hospital in 
Nashville, Tenn., between 1940 and 1954. Twenty-two 
(11.8%) of the 186 patients had a malignant ulcer and 
21 (95%) of these underwent surgical treatment; 1 with 
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an ulcer on the lesser curvature of the stomach 3 cm. 
proximal to the pylorus was treated entirely by medi¬ 
cal management and was entirely asymptomatic after 
2 weeks of treatment and remained so for the next 8 
months; carcinoma was revealed by autopsy. Four of 
the 21 patients operated on underwent a total gas¬ 
trectomy, 11 a subtotal gastrectomy, 5 an exploratory 
laparotomy and a biopsy, and 1 a gastroenterostomy. 
Almost one-third of these patients did not have a re¬ 
sectable tumor at the time of the operation. Only 8 
(38%) of the 21 patients were operated on within 2 
months of the time that a gastric ulcer was definitely 
diagnosed. All 5 patients who were operated on 12 
months or more after the diagnosis of gastric ulcer had 
been made were followed clinically and roentgeno- 
logically with medical therapy for their ulcers. Two 
were operated on because of radiologically proved 
recurrence, 2 because of increasing pain, and 1 be¬ 
cause of symptoms of obstruction. Four of the 15 
patients with a resectable tumor survived the opera¬ 
tion for more than 5 years. Three survived the opera¬ 
tion for periods varying from 2 to 5 years. Five died 
within less than 1 year and 3 within periods varying 
from 1 to 2 years. 

One hundred sixty-four patients had a benign gas¬ 
tric ulcer; 92 were treated medically and 72 underwent 
surgical treatment. Almost one-third of the 72 were 
operated on because of a strong suspicion of malig¬ 
nancy, and another third were operated on because 
of intractability, hemorrhage, or obstruction. Three 
patients operated on died in the hospital, and death 
was considered to be the direct result of the operation 
in 2, an operative mortality rate of 2.8%; the 3rd pa¬ 
tient died of cardiac failure. Fifty-seven of the 72 
patients were operated on within 2 months or less after 
the diagnosis of gastric ulcer was made. Fourteen of 
the 92 medically treated patients were lost to follow¬ 
up, and 36 were followed for less than 2 years, 19 for 
from 2 to 5 years, 16 for from 5 to 10 years, and 7 for 
10 years or more. Thirteen (24.1%) of the 78 followed- 
up patients had recurrence of gastric ulcer, and the 
incidence of recurrences was the highest among the 
patients who were followed up for 10 years or more. 
In contrast, the incidence of recurrence after surgical 
treatment of benign gastric ulcer was quite low (2.6%), 
and the long-range resuits were generally good. Only 
23 (26%) of the medically managed group could be 
adequately followed despite the policy at the Vander¬ 
bilt University Hospital during the 15 years of the 
authors’ study of strict medical regimen with frequent 
x-ray examinations to determine healing of the ulcer 
within tlie first 6 weeks after diagnosis. It is not possi¬ 
ble by present diagnostic methods to determine 
whether a gastric ulcer is malignant or benign until it 
is surgically removed and studied microscopically. 
The incidence of recurrence and unfavorable results 
increases in direct proportion to the length of follow¬ 
up in the medically managed gastric ulcer group. The 
long-range results of partial gastric resection for 
benign gastric ulcer are generally good. Patients with 
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ulcerating lesions of the stomach should, therefore, 
have surgical treatment as soon as the diagnosis is 
made, without a preliminary period of medical man¬ 
agement. 


NEUROLOGY & PSYCHIATRY 

Para-infectious Encephalomyelitis and Related Syn¬ 
dromes: A Critical Review of the Neurological Com¬ 
plications of Certain Specific Fevers. H. G. Miller, 
J. B. Stanton and J. L. Gibbons. Quart. J. Med. 25:427- 
505 (Oct.) 1956 [Oxford, England]. 

The authors reviewed the literature relating to neu¬ 
rological complications of measles, chicken-pox (vari¬ 
cella), German measles (rubella), mumps, scarlet fever, 
and whooping-cough (pertussis) in an attempt to 
clarify certain aspects of the natural history of these 
complications. They concluded that the incidence of 
neurological complications in the infectious diseases 
considered ranges from 1:5,000 for German measles to 
1:800 for scarlet fever. The incidence is undetermined, 
but probably higher, in pertussis. In measles, rubella, 
and varicella the syndromes reported are polyradi¬ 
culitis, myelitis, and encephalitis, the last-named com¬ 
plication accounting for 90% of cases. In mumps and 
scarlet fever the same syndromes occur, encephalitis 
predominating, but this group of syndromes yields 
first place in frequency to lymphocytic meningitis. In 
pertussis, fulminating encephalopathy is the usual, if 
not the only, manifestation. 

The only clinical features of definite prognostic 
significance are coma and convulsions, both of which 
are of serious import. Hemiplegia and extensor plantar 
responses may also worsen the prognosis. The im¬ 
mediate and long-term prognosis varies slightly with 
the individual fevers. Encephalitis in rubella, measles, 
and mumps has a somewhat higher mortality (20 to 
25%) than in scarlet fever (13%) or varicella (10%). On 
the other hand, sequelae are much less common (2 to 
5%) in rubella than in varicella (20%), measles (35%), 
or scarlet fever (45%). Changes in the spinal fluid do 
not always occur, but when present they take the form 
of a variable pleocytosis and moderate increase of 
protein. These changes have no prognostic significance 
and no relation to the type or severity of neurological 
disorder apart from the albuminocytological dissocia¬ 
tion seen in some patients with polyradiculitis. The 
pathological findings bear a definite relationship to the 
duration of the illness before death and show a tem¬ 
poral evolution from early vascular involvement to a 
fully developed picture of perivenous infiltration and 
demyelination. 

Rubeola Encephalitis: Report of Two Grave Cases. 
K. Ytrehus. Tidsskr. norske laegefor. 76:689-691 (Oct. 1) 
1956 (In Norwegian) [Oslo]. 

In the first of 2 cases of rubeola encephalitis the 
patient survived, although his temperature rose to 42 
C (107.6 F).-Definite sequels in the-form of-impaired 
memory and reduced power of concentration were 


still present over a year after the illness. The second 
patient, with extensive paralysis and disturbances of 
sensation, died during the acute phase. Autopsy 
showed hyperemia and moderate inflammatory 
changes in the medulla oblongata and the meninges. 
Tracheotomy, done in both cases, is believed to have 
been life-saving in the 1st ease and to have prolonged 
life in the 2nd. Encephalitis, although a rare compli¬ 
cation in rubeola, may be observed comparatively 
often during epidemic outbreaks of the disease. 

Combined Therapy in Tuberculous Meningitis. G. 
Miorner, O. Gabinus and G. Hogberg. Nord. med. 
56:1526-1528 (Oct. 18) 1956 (In Swedish) [Stockholm]. 

Fourteen of 15 cases of verified tuberculous men¬ 
ingitis since 1952 were treated by a combination of 
streptomycin given intramuscularly and intrathecally 
and PAS given intravenously. In the 1st case PAS was 
given only by mouth. In 11 cases isoniazid by mouth 
was also given during all or part of the time of treat¬ 
ment. Two patients died after 9 and 19 days’ treatment 
respectively. Thirteen patients were discharged as 
cured. In 9 cases treatment with PAS or PAS and isonia¬ 
zid was continued after discharge. Relapse occurred in 
2 cases after 4 and 8 months respectively; repeated 
treatment was given, and the patients are now free 
from symptoms. Neurological symptoms due to the 
meningitis occurred in 5 cases. In 1 case, where full 
treatment was begun rather late in the course, there 
are sequels in the form of paralysis of the legs, and the 
patient who received PAS only by mouth has persist¬ 
ing headache; otherwise, the neurological symptoms 
disappeared during continued treatment. Five pa¬ 
tients have vestibular injury and 1 patient has a slight 
reduction of vestibular function due to streptomycin. 
The average period of observation after discharge was 
2 years and 2 months. In tuberculous meningitis it is 
of greatest importance promptly to attain full thera¬ 
peutic effect in order to prevent irreparable damage 
to the central nervous system. Intrathecal streptomy¬ 
cin therapy can probably be dispensed with if early 
treatment is applied with PAS given intravenously 
together with isoniazid by mouth and steptomycin 
intramuscularly. To reduce the danger of recurrence 
the antituberculous treatment should be continued 
for at least a year. 

Considerations on the Increased Incidence of Virus 
Meningitis. H. Hauser. Miinchen med. Wchnschr. 
98:1565-1567 (Nov. 16) 1956 (in German) [Munich, 
Germany]. 

Virus meningitis is becoming more frequent and 
sometimes occurs in epidemics. While 51 patients with 
virus meningitis were observed in Munich in the 
course of one year, only 15 patients with bacterial 
meningitis, 6 with paralytic poliomyelitis, and 2 with 
tuberculous meningitis were observed during the same 
period. Virus meningitis resembles the preparalytic 

stage-of-poliomyelitis -in epidemiology and-in the cere¬ 
brospinal fluid changes. It is generally mild and pro- 
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duces no complications. The 2 diseases cannot be 
differentiated when there are no paralytic symptoms. 
Treatment of virus meningitis consists of bed-rest and 
the administration of analgesics and antipyretics. 
Antibiotics have no effect on the course of the disease. 


GYNECOLOGY & OBSTETRICS 

Rh Factor: Considerations on Some Clinical Cases. 
C. R. Cabello Soto and M. Marecilla Infguez. Rev. 
espah. obst. y ginec. 13:271-278 (Scpt.-Oct.) 1956 (In 
Spanish) [Valencia, Spain], 

Six hundred thirty-two pregnant women were ob¬ 
served in a given period of time (not specified by the 
authors) in tile Provincial Maternity Hospital of San¬ 
tander. Fifty-eight were Rh-negative. Three women 
in this group and 7 in another group were sensitized 
to the Rh factor. Three had had blood transfusion or 
intramuscular injections of the husband’s blood in 
their first pregnancy and had erythroblastotic fetuses. 
Six women had some of the following treatment dur¬ 
ing pregnancy: (1) antigen therapy, (2) progesterone 
by mouth in daily doses of 10 mg. and intramuscular 
injections of vitamin K in weekly doses of 5 mg., and 
(3) early cesarean section. In all cases the treatment 
failed. Dead, hydropic, edematous, or acutely icteric 
fetuses or infants who survived for a few hours after 
birth were born. The only infant whose life was spared 
was apparently normal at birth. The mother was 
Rh-negative and the father and the infant were Rh- 
positivc. Acute jaundice appeared on the 2nd day 
after birth. The infant had exchange transfusion. The 
authors conclude that there is no treatment to protect 
the infant against the dangers of sensitization of the 
mother to the Rh-factor. All the treatments that have 
been advised are not reliable. They failed in the au¬ 
thors’ experience. 

Fibrin Emboli of the Lungs with Afibrinogenemia 
After Cesarean Section: Without the Presence of 
Amniotic Epithelial Squamcs. E. S. Olson. Wisconsin 
M. J. 55:1315-1318 (Dec.) 1956 [Madison], 

A 21-year-old woman was hospitalized for her 3rd 
cesarean section and tubal ligation. The blood pressure 
gradually dropped from 124/60 to 84/70 mm. Hg in 
IS hours, and the pulse rate increased to 130 per 
minute. Exploration was done, and a slipped suture 
on a vessel on the fallopian tube was found. The vessel 
was again ligated. During this second operation no 
pulse or blood pressure was obtainable; then the 
blood pressure rose to 74/40 mm. Hg, and one-half 
hour later it was 0/0 mm. Hg and remained so for one 
hour. After this it varied between 0/0 and 132/80 mm. 
Hg. Exploration was done again 24 hours after the 
cesarean section. There was considerable bleeding 
into the subcutaneous and retroperitoneal tissues, with 
a moderate amount of blood present in the peritoneal 
space. A hysterectomy was done in an attempt to con¬ 
trol the hemorrhage. The patient died almost im¬ 
mediately in spite of supportive therapy. One fibrin¬ 


ogen determination had been done before the second 
operation. It was 0.096%. Two grams of fibrinogen 
had been given at that time. 

The postmortem examination showed a considerable 
amount of incoagulable blood in the subcutaneous 
tissue, with extravasated blood subperitoneally. There 
was free blood in the peritoneum. The atelectasis 
should have been avoided by instituting artificial respi¬ 
ration with wide excursions of the chest. The fibrin 
emboli in the lungs were due to the absorption of 
thromboplastin, which could have been from the 
decidua, placenta, or amniotic fluid. This resulted in 
afibrinogenemia and the presence of plasmin. Plasmin 
reduces those factors concerned with the coagulation 
of the blood such as prothrombin, fibrinogen, and 
fibrin. Operative procedures should be avoided until 
coagulation of the blood has been restored, Hysterec¬ 
tomy is probably seldom, if ever, indicated. In the 
case presented, ciliated epithelium from the fallopian 
tubes was noted in the capillaries of the lungs. The 
absorption of thromboplastin caused the afibrinogene¬ 
mia in this case. The condition developed in the ab¬ 
sence of amniotic fluid epithelial cells in the lungs. 
This indicates that the cellular elements are not always 
the important factor in this condition. 

Corticotropin in Mammary Fibrosis: Preliminary Re¬ 
port. II. Schartum-Hansen. Nord. med. 56:1559-1560 
(Oct. 25) 1956 (In Norwegian) [Stockholm]. 

In Hammerfesl Hospital, treatment with corticotro¬ 
pin was applied in a number of cases of mammary 
fibrosis. The effect was surprisingly good and appar¬ 
ently of long duration. In the 4 cases reported the 
fibrosis disappeared after a few days of treatment. 
Palpation showed normal breast tissue. Tenderness 
had subsided. Pronounced nervous or circulatory 
symptoms associated with menstruation may disap¬ 
pear entirely after the treatment. No recurrence was 
seen on observation for up to 15 months. 


PEDIATRICS J 

Goiter Induced by Iodide in Children. II. II. Turner. 
South. M. J. 49:1443-1451 (Dec.) 1956 [Birmingham, 
Ala.]. 

Turner presents 6 asthmatic children in whom devel¬ 
opment of goiter was attributed to prolonged treatment 
with iodides. Significant depression of the thy¬ 
roidal uptake of radioactive iodine (I"") was asso¬ 
ciated with elevation of serum protein-bound iodine. 
Serum cholesterol levels were increased. Following 
the withdrawal of iodide in patients, and subsequent 
treatment with desiccated thyroid, there was a re¬ 
gression in size of the goiters and a return to normal 
values for both thyroidal uptake and urinary excretion 
of I' Serum protein-bound iodine levels also re¬ 
turned to normal. Withdrawal of both iodide and 
desiccated thyroid was not followed by recurrence of 
the goiters, and the thyroidal I ,ai uptake and serum 
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protein-bound iodine level remained normal. The in¬ 
hibitory effect of excess iodide on the thyroid in one 
patient was not reversed by prolonged deprivation of 
iodide or by administration of thyroid hormone. Only 
withdrawal of iodide without institution of thyroid 
therapy was followed by regression of the goiter and 
return of the thyroid to normal or nearly normal size 
in 3 of the patients. In view of clinical evidence and 
of experimental proof of the antithyroidal and goitro¬ 
genic effect of an excess of iodide, it would appear that 
the occurrence of goiter, hypothyroidism, or both in 
association with prolonged iodide therapy is not mere¬ 
ly coincidental. The incidence of this "paradoxical” 
effect of iodide is low in asthmatics and other patients 
being treated with iodides. However, regardless of 
the mechanism, the inhibitory action does occur in a 
rather limited group of individuals who are unable 
for some reason to compensate and overcome tire 
blocking effect of excess iodide ion. 

Carcinoma of the Thyroid in Children: A Report of 10 
Cases. G. H. Fetterman. A. M. A. J. Dis. Child. 92:581- 
587 (Dec.) 1956 [Chicago]. 

Carcinoma of the thyroid was observed in 10 chil¬ 
dren in western Pennsylvania. Only one of these cases 
was diagnosed between 1926 and 1950, all others be¬ 
ing diagnosed during the last 6 years. This suggests 
that there has been an increase in the incidence of 
childhood thyroid carcinoma. Eight of these 10 pa¬ 
tients had received irradiation to the face, neck, or 
chest area from 3 to 12 years before diagnosis of their 
thyroid carcinomas. All of the patients are alive as 
this report is submitted, having survived for periods 
ranging from 3 months to 8 years after diagnosis. 
Nodular thyroid enlargement should not be taken 
lightly, especially in children. Such nodules should be 
widely excised and submitted for microscopic ex¬ 
amination. Practicing physicians should also be aware 
of the possible significance of persistently enlarged 
cervical lymph nodes in children. In many instances 
of thyroid carcinoma this clinical finding precedes 
thyroid enlargement. Follow-up studies of large series 
of children who have been irradiated in infancy are 
necessary in order to help arrive at a solution of the 
problem of the association of previous irradiation and 
thyroid carcinoma. Until definite information is avail¬ 
able as to whether irradiation plays a role in the 
genesis of thyroid carcinoma, the use of ionizing radia¬ 
tions in the treatment of vague or non-neoplastic con¬ 
ditions in infancy should be reduced to a minimum. 

Pharyngoconjunctival Fever. G. Sobel, B. Aronson, S. 
- Aronson and D. Walker. A. M. A. J. Dis. Child. 92:596-' 
612 (Dec.) 1956 [Chicago]. 

An outbreak of pharyngoconjunctival fever occurred 
m a summer camp for boys. It was characterized by 
spiking fever of from 3 to 7 days’ duration usually 
terminating by lysis, unilateral or bilateral follicular 


conjunctivitis, follicular hypertrophy of the anterior 
pillar of the tonsils, enlargement of the nasopharyn¬ 
geal lymphoid tissue, and cervical adenitis. Less com¬ 
mon findings were generalized glandular enlargement, 
hepatomegaly, splenomegaly, and meningismus. Con¬ 
valescence was occasionally prolonged. There were 
great variations present in the clinical findings. A 
heavy growth of APC (adenoidal-pharyngeal-conjunc¬ 
tival) type 3 virus was isolated from the conjunctivas, 
throat, and stools of 8 of 10 patients studied. A sig¬ 
nificant rise of complement-fixing antibodies was noted 
in the convalescent serums. The disease occurred in 
an explosive manner over a 3-week period in August, 
1955. It involved 62% of the campers and 10% of the 
counselors. It was preceded by a smaller wave in July 
characterized by a mild pharyngitis. This involved 36% 
of the campers and 13% of the counselors. The rela¬ 
tionship between the 2 waves is not known. The dis¬ 
ease affected mostly younger children and appeared 
to be spread by droplet infection. Chemotherapy was 
ineffective. 

Pulmonary Arteriovenous Aneurysm in Childhood. 
G. S. Husson. Pediatrics 18:871-879 (Dec.) 1956 
[Springfield, Ill.]. 

Husson reports on a 2F2-year-old boy who was re¬ 
ferred to the Syracuse Memorial Hospital with the 
diagnosis of cyanotic congenital heart disease. The 
patient was cyanosed at rest, and the cyanosis in¬ 
creased when he cried. There was clubbing of the 
fingers. The heart was normal in size to percussion. 
No thrills were palpable. A grade 2 systolic murmur 
was audible in the left infraclavicular area. The pul¬ 
monic second sound was of normal intensity and was 
duplicated. A murmur with continuous quality was 
heard on auscultation posteriorly at the vertebral 
border of the right scapula. Fluoroscopy and roent¬ 
genograms revealed a pulsating mass extending from 
the right hilum almost to the periphery and limited to 
the inferior segments of the right upper lobe. In addi¬ 
tion, there was evidence of a retroesophageal vessel 
at the level of the middle third of the esophagus. It 
was felt that this ectopic vessel was feeding the ab¬ 
normal pulsating mass in the right upper lobe. A 
diagnosis of pulmonary arteriovenous aneurysm was 
made. Venous angiocardiography was performed, with 
sodium acetrizoate (Urokon Sodium) used as contrast 
medium in a dose of 0.75 cc. per kilogram of body 
weight. Many abnormal vessels were observed in the 
inferior segments of the right upper lobe,, especially 
in tire pectoral and axillary segments. The aorta was 
well visualized at 2 seconds indicating a marked right- 
to-left shunt at the pulmonary artery and pulmonary 
vein level. A right upper lobectomy was done. Tire 
pathological report on the resected lobe confirmed the 
preoperative diagnosis of pulmonary arteriovenous 
aneurysm. Cyanosis disappeared within 12 hours after 
the surgical intervention. The patient was discharged 
12 days later. The patient’s color remained pink even 
on strenuous exertion 3 months later. 
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Only 7 cases of pulmonary arteriovenous aneurysm 
diagnosed in childhood were collected from the litera¬ 
ture, a small number compared to about 150 diagnosed 
in adult patients, yet about 50% of the latter patients 
had onset of symptoms before the age of 15 and 34% 
before the age of 10. The nature of the condition, 
especially the hypoplasia of the vessel walls with pro¬ 
gressive enlargement, emphasizes the importance of 
early diagnosis and early surgery. The aneurysm may 
be extremely thin-walled with the risk of rupture 
great. The risk of surgical intervention is much less 
than that from morbidity and mortality caused by 
complications, the most frequent of which are rupture 
and brain abscess. 

A Comparative Investigation of the Effects of Cor¬ 
ticotropin, Cortisone, Prednisone, and Prednisolone on 
Tuberculin Allergy. R. Bulgarelli and C. Romano. Mi¬ 
nerva pediat. 8:1257-1261 (Oct. 20) 1956 (In Italian) 
[Turin. Italy]. 

The authors studied the effects of corticotropin, 
cortisone, prednisone, and prednisolone on tuberculin 
reaction in 23 children from 2 to 11 years of age. The 
children received hormonal treatment for from 5 to 6 
days. Intradermal reactions were studied before the 
hormonal treatment, 4 days after the beginning of the 
treatment, and 1 week and 24 hours after the end of 
the treatment. From 0.10 to 0.20 ce. of diagnostic 
tuberculin was given to each child. The hormonal 
treatment did not suppress the positivity of the in¬ 
tradermal reaction; sensitivity to tuberculin decreased 
in all patients; erythema decreased markedly. The 
effects of corticotropin, cortisone, and prednisolone 
were very much alike. The effect of cortisone was less 
constant and did not last as long as the effect of cor¬ 
ticotropin, of cortisone, and especially of prednisolone. 
The authors think that the attenuating effect that the 
hormone has on the intradermal reaction is caused by 
the effect of the hormone on the mechanisms of ac¬ 
tion of the intradermal reaction; they do not exclude, 
however, that the hormone may also inhibit the pro¬ 
duction of antibodies. 


DERMATOLOGY 

Chlorpromazinc Dermatitis in Nurses. R. H. Seville. 
Brit. J. Dcrmat. 08:332-335 (Oct.) 1953 [London]. 

Ten part-time trained mental nurses, 1 full-time 
male mental nurse, and a pharmacist exhibited a 
dermatitis, which was caused by handling ehlorproma- 
zine hydrochloride (Largactil). The clinical picture was 
typical of a contact dermatitis. The onset in 5 of the 
12 patients was on the face, with redness, swelling, 
and sometimes weeping of the skin, especially around 
the eyes, but also about the mouth. The other 7 pa¬ 
tients' presented with the rash in the clefts or on the 
sides of the fingers. After the acute reaction had sub¬ 
sided, there remained a dry scaling dermatitis that 


cleared up completely when the patient had sick- 
leave or a vacation, provided exposure to sunlight 
was avoided. On the patients return to the same ward, 
the dermatitis recurred. Only 1 male nurse was 
affected. In the women’s wards, the tablets were usual¬ 
ly crushed between spoons and dissolved in boiling 
water, and from the histories of contact this would 
account for at least 7 cases. Crushing was not carried 
out by the male nurses, and this appears to be one of 
the factors responsible for the low incidence of derma¬ 
titis among them. 

Apart from one of the nurses, who had eczema, the 
others recovered following instructions concerning a 
rigid “no-touch technique.” Uncooperative patients 
were given the drug by injection, with the nurses 
wearing rubber gloves, masks, and gowns and avoid¬ 
ing droplet spray into the atmosphere by inserting the 
needle into a piece of sterile cotton wool when remov¬ 
ing the air from the syringe. Crushing or dissolving 
tablets was forbidden, and the use of syrup or solution 
of chlorpromazinc was discontinued. Contact with the 
minutest quantity of the drug will cause relapse. 
Photosensitivity is established as a contributory factor 
in causing the dermatitis. 

Localized Scleroderma: A Clinical Study of 235 Cases. 
II. B. Christian! on, C. S. Dorsey, P. A. O’Leary and 
R. R. Kierland. A. M. A. Arch. Dermal. 74:629-639 
(Dec.) 1956 [Chicago], 

’Pile authors report on 235 patients between the 
ages of 1 and 76 years with localized scleroderma who 
were seen at the Mayo Clinic between 1923 and 1954. 
Linear lesions (linear scleroderma) or localized sclero¬ 
dermatous plaques (morphea) were observed in 191 
patients and bilateral disseminated symmetrical 
plaques (generalized morphea) in 44 patients. There 
were 179 females and 56 males, a ratio of 3 to 1. 
Trauma was mentioned as a precipitating factor by 
15 patients, but its true relationship was controversial, 
as the injury often was trivial and distant from the 
primary sclerotic process. The frequency of joint pain 
and vague audominai pa,n associated with .sclero¬ 
derma was m.taole. A considerable incidence of ah- 
noimalities of the central nenous system was noted in 
bolli the padems and their relatives, suggesting a 
relationship i a'tween loca.ized scleroderma and a 
neuropathic heieuily. Congenital anomalies were ob¬ 
server! in 32 pa.ien.s. Atrophy or contracture or both 
of one or more extremities were noted in 26 patients, 
primarily in those with linear scleroderma. Facial 
hemiatrophy was often associated with localized 
scleronerma imo.ving the frontal, frontoparietal, or 
facial regions. 

The type of scleroderma observed in these patients 
was usually benign, and no deaths were attributable 
to the cutaneous disease. The average duration of the 
disease was 3 to 5 years, but it remained active for 33 
years in 1 patient. Practically all linear lesions were 
unilateral, and plaques of morphea were bilateral in 
60 (70%) of the 83 patients with this form of sclero- 
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derma. The disease often appeared at puberty and at 
the menopause, and occurred earlier in life in those 
with linear lesions than it did in those who had a few 
plaques of morphea or generalized morphea. 

Dermntomyositis: Unusual Features, Complications, 
and. Treatment. H. B. Christianson, L. A. Brunsting 
and H. 0. Perry. A. M. A. Arch. Dermat. 74:581-589 
(Dec.) 1956 [Chicago]. 

The authors report on 179 female and 91 male pa¬ 
tients between the ages of 2’i and 73 years with classic 
dermatomyositis who were seen at the Mayo Clinic 
between 1916 and 1950. The ratio of women to men 
was 2 to 1. A record of more than 1 case of the entity 
was found in only 1 family, in which 2 sisters, 1 aged 
42 years and the other 51, had the disease. Derma¬ 
tomyositis was associated with malignant disease in 
18 patients (6.7%) between the ages of 40 and 72 
years. Two patients, a 9-year-old girl and a 22-year-old 
woman, had spontaneous primary pituitary basophil¬ 
ism (Cushing’s syndrome) 6 years after the onset of 
dermatomyositis. Two patients, a 10-year-old girl and 
a 49-year-old woman, had positive results from the 
clot test for lupus erythematosus. Pityriasis rubra 
pilaris—like eruptions were observed in 2 women aged 
36 and 64 years respectively. Unusual gastrointestinal 
symptoms and signs consisted of difficulty in swallow¬ 
ing in a 43-vear-old man; abdominal pain, nausea, and 
vomiting, in a 13-year-old girl; abdominal pain in a 
74-year-old woman; and gastrointestinal hemorrhage 
in a 56-year-old man. A perforating gastric ulcer was 
revealed by autopsy in an 8-year-old boy severely in¬ 
capacitated by dermatomyositis who died within a 
year after the onset of this disease. Abdominal dis¬ 
tention, severe constipation, and atony of the intestine 
occurred in several patients. Three children between 
the ages of 6 l A and 15 yea' s had symptoms simulating 
polyneuritis, and 2 men had periods of depression fol¬ 
lowed by excitability and personality changes. Cal¬ 
cinosis was revealed by clinical and roentgenologic 
examination in 16 of 55 patients less than 16 years old. 
Twelve female patients over 16 years of age had 
calcinosis; the incidence of calcinosis among the 270 
patients thus was 10.4%. Osteoporosis was observed 
in 2 male and 10 female patients less than 16 years 
old and in 18 adults. 

Sixty-two patients representing all age groups and 
all phases of dermatomyositis were given cortisone in 
daily doses of about 100 mg. for adults and 25 or 50 
mg. for children; the drug was administered in 4 
equally divided doses. Twenty-six patients received 
the drug for a period of less than 3 months, and 36 
were given the drag for from 3 months to 5 years. 
Twenty-eight patients were improved, and 9 obtained 
a permanent remission. Fifteen were unimproved, and 
3 became worse. The drug was well tolerated by these 
patients. One patient, who had received cortisone for 
less than 3 months, died. Untoward side-effects of 
continuous cortisone therapy exceeding 6 months were 
hypertension in 3 patients, diabetes mellitus in 3, 
osteoporosis in 5, and increased weakness in 3. Im¬ 


provement resulted from cortisone therapy in a suf¬ 
ficient number of patients with dermatomyositis to 
justify prolonged administration of steroids in con¬ 
junction with other supportive measures, particularly 
physical therapy. 

The Mother-Child Relationship in the Genesis of 
Neurodermatitis. J. Marmor, M. Ashley, N. Tabachnick 
and others. A. M. A. Arch. Dermat. 74:599-605 (Dec.) 
1956 [Chicago]. 

Twenty-two mothers of children with neuroderma¬ 
titis were interviewed concerning the circumstances 
under which neurodermatitis first made its appear¬ 
ance in their children and concerning the mother’s 
personal background and history, in an attempt to eval¬ 
uate stresses in the mother-child relationship as factors 
in the genesis of the neurodermatitis. In addition, 10 
of the mothers were given a battery of 3 projective 
psychological tests. There were 10 boys and 12 girls, 
ranging in age from 6 months to 11 years. There was 
a positive family history of eczema, neurodermatitis, 
asthma, vasomotor rhinitis, or allergic urticaria in 19 
of the 22 children. 

Neglect of the child in form of separation of the 
mother from the child or too rough or insufficient 
handling was present in all of the cases. Maternal re¬ 
jection was either consciously or unconsciously mani¬ 
fested in 13 of the patients. The neglect of the child 
or separation from the mother appeared to be for¬ 
tuitous in 9 cases as when the mother had to work or 
there was illness in either the mother or some other 
member of the family. The projective psychological 
studies revealed that the 10 mothers were all emo¬ 
tionally immature women, consciously or unconscious¬ 
ly hostile to their husbands and frustrated in their 
self-expressive needs. The theory is advanced that 
neurodermatitis is a disorder of adaptation, a reac¬ 
tion to stress, in which hereditary, psychological, and 
physiological factors are all operative. 


UROLOGY 


Therapeutic Results Obtained in Patients with Uro¬ 
genital Tuberculosis at the Urologic High-Altitude 
Sanatorium in Leysin in the Period Between 1950 and 
1953. W. Kanzler. Urol. Internal. 3:80-89 (No. 2-3) 
1956 (In German) [Basel, Switzerland], 


One hundred thirty-two male and 39 female pa¬ 
tients with urogenital tuberculosis were given systemic 
and specialized treatment at the high-altitude sana¬ 
torium in Leysin, Switzerland, between 1950 and 1953. 
One hundred twenty-five of the 171 patients had re¬ 
cent urogenital tuberculosis and 46 had recurrent dis¬ 
ease. All of the 46 patients had undergone nephrec¬ 
tomy at least 1 year before treatment was started at 
Leysin; the 125 patients still had both their kidneys 
when treatment was started, but 66 had a nephrectomy 
performed at Leysin. All 171 patients were given 
chemotherapy. The drugs used were streptomycin 
aminosalicylic add (PAS), ethyl-ureide-benzal-thio- 
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seinicarbazone (Tebazyl), isoniazid and hydrochau- 
moophtiol, a proprietary preparation of chaulmoogra. 
In the beginning the patients were given any one of 
these drugs alone for periods up to I year. Later com¬ 
bined treatment with at least 2 of these drugs was 
practiced as a rule for 3 months, and then treatment 
with another combination of drugs was given. Dura¬ 
tion of treatment from 5 to 12 months was required to 
obtain satisfactory results. Streptomycin was given in 
doses of 1 gm. twice a week, aminosalicylic acid in 
doses of 8 to 12 gm. 5 times a week, isoniazid in doses 
of 5 mg. per kilogram of body weight daily, Tebazyl 
in doses of 100 mg. daily, and daily injections of 5 cc. 
of the chaulmoogra preparation were given. Early 
good results were obtained in 128 (74.8%) of the 171 
patients. Twenty-seven (58.7%) of the 12.3 patients had 
recurrent disease and 10] (80.8%) had recent dis¬ 
ease. Results were unsatisfactory in 43 patients, 19 of 
whom had recurrent disease and 24 recent disease. 
One hundred thirty-eight of the 171 patients had 
kidney lesions; 104 (75.4%) of the 138 had early good 
results and 34 had unsatisfactory results. Late results 
were evaluated in 96 patients 2 to 5 years after the 
start of the treatment, Sixty-nine of the 171 patients 
had been lost to follow-up and 6 patients bad died of 
other causes than urogenital tuberculosis. Seventy-two 
of the 96 natients had recent disease and 24 had re¬ 
current disease. Good late results were obtained in 
19 (SO.2%) of the 24 patients and in 58 (82.3%) of the 
72 patients. Early conversions therefore appear to 
have remained stable. The following combinations of 
drugs proved to be effective in the order as listed: 
Tebazyl and isoniazid; streptomycin and isoniazid; 
Tebazyl and chaulmoogra: aminosalicylic acid and 
chaulmoogra; and aminosalicylic acid and isoniazid. 
S'rentomycin, particularly in combination with isoni¬ 
azid, should not be given before the danger of stric¬ 
ture or contracted bladder has subsided. 

Thirty-two additional patients recently were given 
combined treatment with cyanoacetic acid hydrazide 
(Reazide) and Tebazyl. This combination proved to 
be at lc\st '\s effective as that of isoniazid mid Tebazyl, 
but it should not be given for more than 3 months 
continuously because of its then decreasing effect. 
Reazidc was given in doses of 10 mg. per kilogram of 
body weight daily combined with 100 mg. of Tebazyl 
daily. The reported data suggest that once again one 
lias come nearer to the aim of definite and rapid cure 
of urogenital tuberculosis by conservative treatment. 

Long-Term Chemotherapy in Renal Tuberculosis. 
J. C. Ross. Urol. Internal. 3:90-95 (No. 2-3) 1956 (In 
English) [Basel, Switzerland]. 

Four hundred sixty-six patients with renal tubercu¬ 
losis were treated with chemotherapy in a sanatorium 
at Wriglitington, England. As a result of his experience 
the author recommends the following method of 
treatment. The patient should be given 2 gm. of 
streptomycin once a day and 2o0 mg. of isoniazid once 
a day in single doses for the first 2 weeks of his 6 
months’ sojourn in the sanatorium. One gram of vio- 


mycin sulfate and 1.5 or 2 gm. of a proprietary 
preparation with a similar structure to isoniazid 
(Nupersal or H. P. 213) should be given during the 
succeeding 2 weeks. These two pairs of drugs should 
then be given alternately for 2 weeks for the full 6 
months of the patient’s sojourn in the sanatorium. 
After the patient leaves the sanatorium he should be 
given by his family doctor 250 mg. of Nupersal 4 times 
a day and 3.5 gm. of calcium aminosalicylate 4 times a 
day, together with 2 gm, of streptomycin by injection 
at a single dose twice a week. No antibiotic should be 
given alone, and the course of treatment should prob¬ 
ably last 2 years or more. 

The alternating course appears preferable for the 
following reasons. Toxicity is diminished. Larger doses 
can be given, and because of this it is possible to 
achieve a greater concentration of streptomycin suffi¬ 
cient to allow the antibiotic to enter the macrophages. 
Conversion of the urine occurred during the 1st, 2nd, 
and 3rd year after the institution of the treatment. 
The course, therefore, must be a prolonged one, and 
chemotherapy should be alternating because of the 
high potency of the drugs used. 

Treatment of Tuberculosis of the Kidney. E. Ilalkier 
and J. Meyer. Urol. Internat. 3:96-109 (No. 2-3) 1956 
(In English) [Basel, Switzerland]. 

One hundred forty-five patients with urogenital 
tuberculosis were treated at the Finsen Institute in 
Copenhagen since the advent of chemotherapy in 
1949. Only 13 of the 145 patients bad a nephrectomy. 
One hundred thirty-two patients were treated by con¬ 
servative chemotherapy, which in the beginning 
consisted of administration of streptomycin alone. 
Later, combined treatment was given with streptomy¬ 
cin and aminosalicylic acid, and, since the Fall of 
1952, combined treatment was given with isoniazid, 
dihydrostreptomycin, and aminosalicylic acid. Adults 
were given 12 gm. of aminosalicylic acid and 300 mg. 
of isoniazid daily. In the first 2 months, 1 gm. of 
dihydrostreptomycin was given daily, followed by 
1 gm. twice weekly for 4 months. The results of treat¬ 
ment in the 132 patients were compared with those in 
a control group of 90 patients, who received carbon- 
arc light therapy, sanatorium treatment, or no treat¬ 
ment at all. 

Stable conversion, i. e., repeated negative results 
from guinea pig tests for more than 6 months after 
termination of a 6-month course of chemotherapy, was 
obtained in 76% of the patients, as compared to 20% 
of the controls. Age, sex, genital lesions, and duration 
of bacilluria were of no prognostic significance. The 
percentage of conversion in the control group was 
higher among the patients with cavitary tuberculosis. 
Increasing severity, however, seemed to decrease the 
incidence of conversion among the patients who re¬ 
ceived chemotherapy, and that not because of the 
lesions as such but because of a possible decrease of 
renal function, which was the single factor giving the 
poorest prognosis. Active extraurogenital foci likewise 
seemed to worsen the prognosis in the chemotherapy 
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group and in the control group. Forty-eight patients 
required more than 1 course of chemotherapy. The 
percentages of stable conversions obtained after the 
1st, 2nd and 3rd course were 57, 33, and 19% respec¬ 
tively. The combination of isoniazid, dihydrostrepto¬ 
mycin, and aminosalicylic acid was superior to that of 
dihydrostreptomycin and aminosalicylic acid. Resist¬ 
ance developed in 21 patients who had been treated 
with either streptomycin or isoniazid alone, and only 
7 (33%) of these patients were cured. The effect of 
chemotherapy on subjective symptoms, proteinuria, 
and pyuria did not significantly exceed that of non¬ 
specific treatment. The control group was character¬ 
ized radiologically by the aggravation of lesions and 
the occurrence of new cavities. Exclusions were the 
typical feature in the patients with conversions. Cavi¬ 
ties persisting after conversion were the most striking 
picture in patients who received chemotherapy. A 
conversion was obtained by chemotherapy in 124 
(76%) of the 145 patients, and in only 13 (9%) was 
chemotherapy supplemented by nephrectomy. 

The results seem to justify the advice to always give 
conservative treatment a trial in patients with tuber¬ 
culosis of the kidney instead of subjecting them pri¬ 
marily to surgical treatment. 

OPHTHALMOLOGY 

Bilateral Posterior Uveitis Complicating a Positive 
Tuberculin Cutaneous Reaction. R. K. Miller and 
A. Smerz. A. M. A. Arch. Ophth. 56:896-897 (Dec.) 
1956 [Chicago]. 

A 29-year-old man was admitted to a Veterans Ad¬ 
ministration hospital in January, 1956. The chief 
complaint was pain in the right side of chest and 
hemoptysis. He had had “pneumonia of the bronchial 
type” in October, 1955. In December, a chest x-ray 
showed a patch of consolidation in the right upper 
lung. An intradermal tuberculin test was made in the 
left forearm in January, 1956. Test material was puri¬ 
fied protein derivative of tuberculin U. S. P. (tubercu¬ 
lin P. P. D.). The following day he showed a positive 
reaction to the P. P. D., with pain, tenderness, redness, 
and swelling at site of injection, red streaks up the arm 
to the elbow, and tender swollen nodes in the left 
axilla. These reactions subsided, but 16 days after the 
test eye symptoms developed that were typical of 
acute bilateral inflammation of the posterior uvea. 
The patient complained of blurred vision, photo¬ 
phobia, pain in eyes, and lacrimation. Objective find¬ 
ings included bulbar injection (but definitely not 
circumcomeal), keratic precipitates, aqueous flare, and 
vitreous opacities. Visual acuity deteriorated. The pa- 
—-.tient was treated with hot boric acid compresses to 
the eyes and 1% atropine drops three times a day in 
each eye. Improvement was slow, but a month after 
the appearance of the eye symptoms vision had im¬ 
proved, aqueous flare had disappeared, and the keratic 
precipitates and vitreous opacities were much less 


marked. No exudates or hemorrhages were seen by 
ophthalmoscopy. The authors cite earlier reports on 
bilateral uveitis as a complication of tuberculin tests. 

Disappearance of Bi-temporal Hemianopsia Following 
Correction of Myxedema in a Case of Chromophobe 
Pituitary Tumor. B. Skanse and A. Aren. Acta endoeri- 
nol. 23:289-294 (Nov.) 1956 (In English) [Copenhagen]. 

A woman, aged 63, had a chromophobe pituitary 
tumor, a decrease of visual acuity and bitemporal 
hemianopsia, and a severe pituitary myxedema. Fol¬ 
lowing the correction of the myxedema with desic¬ 
cated thyroid, visual acuity improved and bitemporal 
hemianopsia disappeared, A search of the literature 
failed to reveal a similar case. The reported case is 
important because it makes doubtful the need of 
surgical or irradiation treatment in myxedematous 
patients with chromophobe tumors of the pituitary 
gland. The findings also indicate that the effects of 
irradiation and/or surgery on visual disturbances of 
patients with pituitary tumors must be evaluated with 
caution if the patients are also being treated with a 
thyroid preparation. 


INDUSTRIAL MEDICINE 

Medical Problems in the Use of Atomic Energy in 
Industry. R. E. Albert. New York J. Med. 56:3315-3318 
(Nov. 1) 1956 [New York]. 

This report is concerned with the medical aspects 
of radiation hazards, particularly ionizing radiation, 
most of which are emitted from radioisotopes. As a 
radioisotope decays, it emits one or more kinds of 
radiation: alpha, beta, or gamma rays or neutrons. 
These radiations vary with respect to penetrability. 
For example, alpha particles have a maximum range 
of a few cell diameters; beta particles can travel a few 
millimeters at most, but gamma rays, in the energy 
ranges usually encountered, are capable of passing 
throueh the entire body. The depth of penetration of 
neutrons varies with their initial velocity and ranges 
from a negl'S'ldc extent to 5 cm. at 5 mev. An individ¬ 
ual can become exposed to radiation from a source 
placed internally or externally. Radiation within the 
body results from inhalation, ingestion, or skin pene¬ 
tration of isotopes. The fate of the isotope within the 
body is determined by its physical and chemical form 
and the organ into which it is first deposited. Inhaled, 
relatively insoluble radioactive particulates will re¬ 
main in the lung tissues. If the isotope is a chemical 
for which certain other tissues have a high degree of 
specificity, a gradual transfer of the isotope will take 
place. Thus, strontium and radium would be trans¬ 
ferred in part to the bone. Isotopes can produce acute 
or chronic effects; for example, large quantities of 
radium, plutonium, or strontium may cause acute 
blood changes, and all may produce bone cancer as a 
late effect. The ocular lens is particularly susceptible 
to neutrons, which result in the development of cata- 
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racts. The number of cases of serious- overexposure to 
highly penetrating radiations in the atomic energy 
industry has been small. Contamination of body sur¬ 
faces with small amounts of radioisotope is not un¬ 
common and can usually be treated simply by wash¬ 
ing with soap (or detergent) and water; however, 
when the extent and magnitude of contamination is 
great, a special decontamination facility is necessary. 

The most common medical problem with respect to 
internal deposition of isotopes is the exposure to air¬ 
borne radioactivity of sufficient extent to cause a 
measurable urinary excretion. Tin’s situation docs not 
call for medical therapy where the excretory levels 
are below permissible limits but rather serves as a 
guide for the industrial hygiene control. The internal 
deposition of radioisotopes in large amounts presents 
a difficult therapeutic problem. The objective is to 
increase the excretory rates as much as possible. With 
an isotope such as sodium, the approach is obvious, 
i. t\, the use of mercurial diuretics with administra¬ 
tion of large amounts of inert sodium. The therapeutic 
technique is also apparent with tritium—again, the 
administration of large amounts of water and use of 
diuretics. Antithyroid drugs that block iodine uptake 
would he indicated in the ease of radioiodine. For 
some isotopes, there are specific nontoxic chelating 
agents that render the isotopes chemically inert arid 
thus block deposition and increase the excretory rale. 

Calcification of the Pericardium Caused by a Hitherto 
Unrecogni'/ed Etiological Factor. M. Kleinfeld and 
C. P. Giel. Am. Heart J. 52:899-504 (Dec.) 1950 
[St. Louis]. 

In a clinicorocntgcnologic study of workers em¬ 
ployed in tale mills and mines, calcification of the 
pericardium was observed in 3 of 37 workers. In one 
patient the pericardial calcification was known to have 
existed for at least 15 years and in another for a mini¬ 
mum of 5 years. In all 3 patients the pericardial calci¬ 
fication persisted without significant changes in cardiac 
size or evidence of disturbed hemodynamics. The 
relatively advanced age of these patients (79, 68, and 
64 years) is in contrast to that found in chronic con¬ 
strictive pericarditis with calcification, where the age 
range reported has varied from 10 to 59 years. Cardiac 
enlargement was absent, and the electrocardiographic 
patterns were also essentially normal. 

The clinical picture revealed a chronic, slowly pro¬ 
gressive course, with the predominant symptoms of 
pulmonary insufficiency consistent with the average 
course of tale pneumoconiosis. This picture contrasts 
with that of constrictive pericarditis, in which the 
symptoms are of cardiac origin. None of the patients 
showed any evidence of failure of the right or the left 
side of the heart. The precordial pain similarly did not 
appear to Ire of cardiac origin, although this cannot 
he entirely ruled out. The lack of response to nitro¬ 
glycerine, the absence of any intensifying effect of 
effort, and the normal electrocardiograms after at 
least *5 years of chest pain would tend to exclude 


angina pectoris. The exact mechanism responsible for 
the calcification of the pericardium in exposure to 
talc is not known. It can best he explained by a me¬ 
chanical effect of the talc fibers resulting in a chronic 
inflammatory response and increased capillary hemor¬ 
rhage with subsequent calcium deposition. 


THERAPEUTICS 

Vaccination Against Smallpox: II, Jet Injection of 
Chorio-allanloie Membrane Vaccine. B, L. Elisberg, 
J. M. McCown and j. E. Smadel. J. Immunol. 77:340* 
351 (Nov.) 1956 [Baltimore]. 

This report is concerned primarily with cutaneous 
and serologic responses observed when smallpox 
vaccine, prepared from vaccinia virus grown on the 
chorioallantoic membrane of embryonaled eggs was 
administered by jet injection to noninmumc persons 
and to others with varying degrees of immunity. Ob¬ 
servations on persons inoculated percutaiicously or 
subcutaneously with chorioallantoic membrane vac¬ 
cine or pcrculancously will) calf lymph vaccine are 
presented for comparison. Inoculation of children and 
adults by means of Ihc jet injection syringe with 
vaccinia virus grown on the chorioallantoic membrane 
of embryonaled eggs elicited responses comparable to 
those that followed successful administration of calf 
lymph vaccine by multiple pressure method. Practic¬ 
ally all nonhnmunc children displayed n primary 
vaccinia] reaction at the site of jet injection of chorio¬ 
allantoic membrane vaccine. Hemagglutination-inhibi¬ 
tion antibodies developed in all and neutralizing 
antibodies in (he majority of children receiving chorio¬ 
allantoic membrane vaccine by jet injection. Following 
inoculation of partially immune adults with either 
chorioallantoic membrane or calf lymph vaccine, all 
persons possessed hemagglutination-inhibition anti¬ 
bodies, and the levels of these substances were compar¬ 
able in tile 2 groups. However, in many such adults, 
particularly those who already had appreciable levels 
of these antibodies, the hemagglutination-inhibition 
tilers did not increase. 

Only a few hundredths milliliters of the vaccine was 
introduced intradermally by the jet injection syringe; 
the rest of the 0.5 ml. was distributed subcutaneously. 
Nevertheless, the small portion that remained in the 
cutis seemed of paramount importance in eliciting the 
desired vaccinia) response. The distribution of the 
vaccine throughout the epidermis and subcutaneous 
tissue of the recipient resulting from the jet method 
of injection eliminates many of the factors that have 
been responsible for the technical failures that occur 
with percutaneous inoculation, immunologic failures 
arc extremely rare when vaccination is performed by 
jet injection. The availability of potent, stable, lyo- 
philized vaccine and of the jet injection instrument 
that permits the rapid, effective administration of such 
material appears to provide the necessary tools for 
prompt immunization of large populations against 
smallpox. 
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Intrahimbar Hydrocortisone Therapy of Lumbar and 
Cervical Radiculitis. A. J. M. Lohman. Nederl. tijdscbr. 
geneesk. 100:2836-2840 (Oct. 6) 1956 (In Dutch) 
[Haarlem, Netherlands]. 

Lohman resorted to the intraspinal injection of 
hydrocortisone in 13 patients with lumbar radiculitis, 
in 4 with cervicobrachial radiculitis, in 2 with herpes 
zoster, and in 1 each with ankylopoietic rheumatoid 
arthritis of the spine (Bechterew’s disease) and tuber¬ 
culous meningitis. The dosage for the intrathecal in¬ 
jection was never more than 25 mg. of hydrocortisone. 
With a slight “spinal pumping,” from 5 to 15 cc. of 
spinal fluid was removed depending on the spinal 
fluid pressure, and then the hydrocortisone was in¬ 
jected. A few patients who complained of severe 
radicular pain were given an epidural injection of 
from 0.5 to 1 cc. (10 to 20 mg.) of hydrocortisone. 
Favorable results were obtained in 6 of the 13 patients 
with lumbar radiculitis and in all 4 with cervical 
radiculitis. The patient with tuberculous meningitis 
also reacted favorably to the intrathecal hydrocorti¬ 
sone therapy. The patient with ankylopoietic rheuma¬ 
toid arthritis estimated his improvement at from 50 to 
80%, and the 2 patients with herpes zoster experienced 
prompt relief of pain and rapid disappearance of skin 
eruptions. 

Clinical Aspects and Pathogenesis of Intoxications 
with Penicillin, Penicillin Esters, and Tetracyclines. 
H. Bohn and E. Koch. Miinchen. med. Wchnschr. 
98:1589-1597 (Nov. 23) 1956 (In German) [Munich, 
Germany]. 

Bohn and Koch believe that the fact is not sufficient¬ 
ly appreciated that serious intoxications can be pro¬ 
duced by penicillin and tetracycline preparations. 
Although there have been numerous reports on such 
intoxications, it is difficult to estimate their frequency, 
because the symptoms caused by these drug intoxica¬ 
tions are easily mistaken for aggravations of the exist¬ 
ing disease. Experimental studies carried out by these 
authors demonstrated that the brain is the organ most 
sensitive to penicillin in animals as well as in man. 
The characteristic symptoms of penicillin intoxication, 
such as convulsions, pulmonary edema, pulmonary hem¬ 
orrhage, and protracted enterocolitis, are all elicited 
by way of the brain. Intramuscular administration of 
penicillin as a rule causes no symptoms of intoxication, 
even when the doses injected are fairly large, because 
the blood-brain barrier protects the brain, and the 
minute quantities of penicillin that enter the brain 
can be neutralized by the penicillinase in the brain 
substance. This is not true, however, of the esters of 
penicillin, which are available in Germany under the 
proprietary term of “Pulmo 500.” This substance passes 
unhindered through the blood-brain barrier, even 
when it is injected intramuscularly, so that the toxicity 
threshold of the brain is readily exceeded. The authors 
advise against the use of the ester form of penicillin. 
Danger of intoxication with penicillin exists also when 


penicillin is administered by the intrathecal route or 
when it is applied directly into the brain during oper¬ 
ations for brain abscess. Intravenous and intra-arterial 
administration of penicillin readily results in intoxica¬ 
tion because the blood-brain barrier can be broken 
and the effect of penicillin is more potent. 

The liver is the organ most subject to intoxication 
with the therapeutic use of the tetracyclines, particular¬ 
ly in patients with hepatic disorders. The characteristic 
symptoms are hemorrhagic diathesis in the form of 
bleeding into the mucous membranes of the lung and 
of the gastrointestinal tract. These pulmonary hemor¬ 
rhages and enterocolitis are caused by a deficiency of 
the formation of a prothrombin factor in the liver. 

Application and Conditions of Resorption of the 
Methonium Salts in Hypertension. G. Bilecki and 
J. Carlin. Ztschr. ges. inn. Med. 11:972-980 (Nov. 1) 
1956 (In German) [Leipzig, Germany]. 

The use of ganglion blocking substances, in addition 
to sympathicolytic drugs such as Rauwolfia alkaloids, 
is indispensable for a successful medical treatment of 
persistent or malignant hypertension. Hexamethonium 
salts are still the most effective of ganglion blocking 
agents, although they may produce a series of side- 
effects, inhibiting the simultaneous transmission of 
parasympathetic nervous impulse in the ganglion. 
Methonium compounds are given by mouth or paren- 
terally. Patients with renal insufficiency require con¬ 
stant clinical control to avoid acute intoxications, since 
methonium compounds are eliminated exclusively by 
the kidneys. 


PATHOLOGY 

Change in Pathology of Pulmonary Tuberculosis Un¬ 
der the Influence of the Newer Antibiotics. O. Auer¬ 
bach. New York J. Med. 56:3844-3848 (Dec. 15) 1956 
[New York]. 

The pathological findings in patients with pul¬ 
monary tuberculosis who had received long-term 
chemotherapy and in patients in whom the treatment 
was begun soon after the onset of the disease were 
compared with those in patients in whom the disease 
had run a successful course without the benefit of the 
drugs. Pulmonary tuberculosis is greatly altered under 
the influence of the newer antibiotics. The changes 
are permanent and different from those observed in 
untreated patients. The extent of the alterations is 
dependent on proximity of the treatment to the onset 
of the disease and on the duration of therapy. 

The most striking and beneficial effect of the pro¬ 
longed use of antibiotics consisted of rapid and exten¬ 
sive clearing of the perifocal reaction. The following 
changes in the tuberculous lesions were observed after 
chemotherapy: the width of the fibrous capsules 
around encapsulated necrotic foci was greatly de¬ 
creased; the thickness of the walls of the tuberculous 
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cavities and of the pleura overlying these was de¬ 
creased as compared to those of similar anatomic age; 
there was decrease in pulmonary fibrosis and pul¬ 
monary emphysema, resulting in less destruction of 
pulmonary tissue; and there was a greatly decreased 
incidence in the development of pulmonary arterial 
aneurysms and consequent decrease in massive pul¬ 
monary hemorrhages. 

The following differences in the mode of cavity 
healing were observed. Reepithelization of the ulcer¬ 
ated bronchus at the bronchocavitary junction induced 
cavity closure as a result of the disruption of the 
check-valve mechanism of the bronchus as it enters 
the cavity', and evacuation of the necrotic contents 
and open healing of the cavity when the reepitheliza¬ 
tion resulted in a wide outlet. The latter is now being 
observed with increased frequency. 

On the Incidence of Sternal Metastasis in Patients 
with Carcinoma of the Breast. L. Mussa and A. Tardy. 
Minerva med. 47:1144-1149 (Oct. 13) 1956 (In Italian) 
[Turin, Italy]. 

The authors examined 120 patients with carcinoma 
of the breast in different stages of evolution. Roent¬ 
genologic ex'amination of the thorax and other parts 
of the skeleton most frequently affected by metas¬ 
tasis was done, and metastasis was found in 88 pa¬ 
tients. Fourteen of the 88 patients had sternal 
metastasis and were divided into 3 groups. The 1st 
group was composed of 8 patients in whom sternal 
metastasis was found before or at the same time that 
metastasis was found in other parts of the skeleton; 
lymph node metastasis was present in 5 patients. The 
2nd group was composed of 5 patients in whom the 
first finding of bone metastasis was in the sternum but 
metastasis had been found before in the lymphatic 
system. Sternal metastasis of 4 patients was soon fol¬ 
lowed by other metastases produced by emboli car¬ 
ried by the blood. Other metastases in 1 patient did 
not develop after 1 year. The 3rd group was composed 
of 1 patient in whom sternal metastasis was the first 
finding of secondary neoplasia; the metastasis was still 
localized after 1 year. Thus sternal metastasis repre¬ 
sented the first finding of bone metastasis in 6 patients 
(5%). None of the findings were opposed to the hypoth¬ 
esis that sternal metastasis in patients with car¬ 
cinoma of the breast originates from the diffusion of 
emboli through the vena cava and tire lungs. Most 
careful roentgenologic examination of the sternum 
should be made in patients with carcinoma of the 
breast, because sternal metastasis is seldom mani¬ 
fested by pain. 

An Increasing Incidence of Myeloma. G. T. O’Conor 
and A. Caldarella. Connecticut M. J. 20: 864-867 (Nov.) 
1956 [New Haven]. 

The authors call attention to the increase in inci¬ 
dence of multiple myeloma in a general hospital fol¬ 
lowing tire introduction of paper electrophoresis as a 
laboratory test. Sixteen cases of plasma cell myeloma 


with diagnostic serum electrophoretic patterns were 
studied in the past year. Twelve of these represent new 
cases from 1 hospital, indicating that this disease is 
probably much more frequent than previously re¬ 
ported and often goes unrecognized. Clinically, the 
patients may present themselves with varied symp¬ 
tomatology, with no complaints, or with totally unre¬ 
lated problems. Roentgenography may likewise run 
the gamut from no bony changes, through deminerali¬ 
zation and generalized osteoporosis, to well-developed 
and readily recognizable destructive lesions. The usual 
laboratory tests are most erratic and unpredictable. 
Alterations in the albumin-globulin (A/G) ratio as or¬ 
dinarily done frequently are not seen even late in the 
disease, and changes in calcium, phosphorous, and 
alkaline phosphatase levels are entirely nonspecific. 
Examination of the bone marrow, although usually 
diagnostic late in the disease, may be negative, and 
probably in the very early stages is seldom positive, 
since success depends on biopsy of a lesion that may 
be discrete and have a spotty distribution. If hope of 
cure depends on early diagnosis, then the specific 
electrophoretic pattern demonstrated in myeloma 
would appear perhaps to be an answer, since it is to 
date the closest approach to a so-called “blood test for 
cancer,” and it is the only laboratory test which has 
given a consistently abnormal result in all stages of 
myeloma. 

The Fundus Oculi and the Determination of Death. J. 
Kevorkian. Am. J. Path. 32:1253-1269 (Nov.-Dec.) 1956 
[Ann Arbor, Mich.]. 

Kevorkian states that the rapid and striking changes 
in the retina and its vessels, resulting from the cessa¬ 
tion of blood flow to the bulbus oculi, constitute the 
earliest and most accurate sign of death. He sum¬ 
marizes previous observations on this sign and em¬ 
phasizes the importance, speed, accuracy, and ease 
of observation of the fundus oculi. He illustrates 
photographically the appearance of the retina during 
and after death and correlates the fundic changes with 
simultaneous electrocardiographic tracings. The de¬ 
scribed ophthalmoscopic signs provide a readily avail¬ 
able means of determining the fact of death, of 
differentiating apparent and actual death, of estimat¬ 
ing (within a certain range) the elapsed time after 
death, and of indicating the possibility of success from 
efforts at resuscitation. 


RADIOLOGY 

Osseous Coccidioidomycosis: A Chronic Form of Dis¬ 
semination. J. W. Birsner and S. Smart. Am. J. Roent¬ 
genol. 76:1052-1060 (Dec.) 1956 [Springfield, Ill.]. 

The authors report observations on 18 patients with 
chronic osseous coccidioidomycosis, who were fol¬ 
lowed for from 4 to 29 years. This series is unique, 
since it represents the first long-term follow-up in 
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osseous coccidioidomycosis. The patients were traced 
through the facilities of the Kern County Public 
Health Department, Bakersfield, Calif., and the Kem 
general hospital medical records librarian. The age 
range at time of onset was from 2 weeks to 56 years, 
and all but one patient have returned to full activity. 
Apparently the most favorable prognosis can be ex¬ 
pected when only 1 or 2 bones are involved. In this 
series 6 patients had involvement of 1 bone, 9 pa¬ 
tients of 2 bones, and the other 3 more than 2 bones. 
Roentgenograms demonstrated an osteolysis with or 
without cortical thickening and sclerosis. The involve¬ 
ment was frequently in the medullary portion of the 
bone and is believed to be hematogenous to bone 
rather than by direct extension from soft tissue. Al¬ 
though soft tissue involvement may occur without ap¬ 
parent bone spread, no case of subsequent bone in¬ 
vasion from a soft tissue focus was found. There is 
no known medical treatment for osseous coccidioido¬ 
mycosis; frequently, good results have been obtained 
when surgical excision or amputation could be per¬ 
formed. 

Osteoid Osteoma. R. A. Flaherty, D. G. Pugh and M. B. 
Dockerty. Am. J. Roentgenol. 76:1041-1051 (Dec.) 1956 
[Springfield, Ill.]. 

Flaherty and associates reviewed the roentgeno¬ 
grams and records of all patients seen at the Mayo 
Clinic for whom either a clinical or a roentgeno- 
graphic diagnosis of osteoid osteoma had been made. 
The study was based on the 52 cases in which patho¬ 
logical proof was obtained of this benign neoplasm of 
bone, which is characterized in the roentgenogram 
by a small tumor nidus that is usually accompanied by 
a variable amount of contiguous bony sclerosis or the 
formation of periosteal new bone. The age range of the 
52 patients was about the same as that observed by 
other investigators, the lesion being found most com¬ 
monly in older children, adolescents, and young adults. 
Forty-one of the patients were males and 11 were 
females. The bones most frequently involved were the 
femur and the tibia. Next in order of frequency were 
other long bones, the ilium, and the scapula. The ini¬ 
tial symptom was usually pain, vague at first but 
gradually increasing in severity. This pain was de¬ 
scribed as boring or aching in character and was often 
worse at night. Although many of the tumors produced 
symptoms that were localized to the immediate site 
of involvement, they not infrequently produced a more 
bizarre clinical picture. When the tumor arose in the 
proximal part of the femur and in the ilium, the in¬ 
cidence of referred pain or pain simulating that of a 
protruded intervertebral disk was high. Osteoid 
osteoma, early in its development, probably appears 
on tire roentgenogram as a small area of radiopacity 
that later becomes partially or completely radiolucent. 
The presence or absence of calcification within die 
tumor does not appear to be significant, except as an 
aid in differential diagnosis. 


It may be quite difficult to distinguish an osteoid oste¬ 
oma on roentgenographic appearance alone from a 
number of other bone diseases such as sclerosing osteo¬ 
myelitis of Garre; a small pyogenic abscess in cortical 
bone; a localized area of tuberculous or brucellar osteo¬ 
myelitis; Ewing’s tumor; osteogenic sarcoma; the osse¬ 
ous lesions of reticuloendotheliosis, or march fracture. 
The type and amount of reactive bone formation accom¬ 
panying the tumor and hence the appearance of the 
osteoid osteoma were variable. They were dependent 
on the bone involved and the position of the tumor 
within the bone. The natural history of an osteoid 
osteoma is a mystery. The cause is unknown, and its 
propensity to induce sclerosis of adjacent bone is not 
understood. It has been suggested that the symptoms 
disappear after growth of the tumor stops, but in the 
3 cases observed, in which the appearance of the tumor 
was unchanged on the roentgenogram for periods of 
6,17, and 24 months, respectively, symptoms either re¬ 
main unchanged or increased in severity. With a tumor 
that is so amenable to surgical excision and so difficult 
at times to distinguish from other lesions, it is reason¬ 
able not to wait and observe what will ultimately 
happen to it. 

The Roentgenologic Menifestations of Pancreatic Tu¬ 
mors. F. B. McGlone, D. S. Robertson and J. M. 
Grogan. Gastroenterology 31:551-565 (Nov.) 1956 [Bal¬ 
timore]. 

The authors have reviewed the histories of 115 pa¬ 
tients suspected of having carcinoma of the pancreas 
in whom the diagnosis was confirmed by endoscopic 
and surgical procedures. Ninety-three patients were 
submitted to roentgen study, and 56 of these had 
positive roentgen findings. Seventy-six patients were 
reviewed in retrospect. Fifteen of these, in whom the 
diagnosis had previously been negative, showed ad¬ 
ditional findings that were positive in retrospect. The 
location of the tumor was predominantly in the head 
of the pancreas. In 60 patients, the body and the tail 
were involved. The changes in the contour and posi¬ 
tion of the duodenum and the stomach due to 
pancreatic tumor were numerous, although not char¬ 
acteristic. Intravenous cholangiography was not suc¬ 
cessful. Splenoportography is still of academic interest 
because of the hazards involved in this test. The 
roentgen manifestations were quite significant in ar¬ 
riving at an accurate diagnosis of carcinoma of the 
pancreas. Positive roentgen abnormalties often offer 
die first definitive evidence of the presence of a tumor. 
Careful attention to defects produced in the upper 
digestive tract may lead to the diagnosis of tumor of 
the pancreas. Exploratory laparotomies could be 
avoided by attention to the radiologic findings. But 
negative findings cannot exclude the presence of a' 
carcinoma of the pancreas. Teamwork between clini¬ 
cian, radiologist, and surgeon is necessary to find the 
lesions. 
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The Happy Life of a Doctor. By Roger f. Lee, M.D. Cloth. 
$4. Pp. 278, with illustrations. Little, Brown & Company, 84 
Beacon St., Boston 6, 1956. 

In the conclusion of his autobiography, the author 
writes, “And now the simple saga of my life has been 
told.” That modest understatement follows many en¬ 
tertaining accounts of important activities and events, 
of important people whom he met, and of many im¬ 
portant positions that he held in a long and happy 
career in medicine. He writes first about his ancestors, 
tire more recent ones being New Englanders, and 
about his boyhood when he "hung around the store a 
little and the town doctors were often there.” This 
probably explains, partially at least, why he always 
had the idea of becoming a physician. He entered 
Harvard College without knowing a single soul there. 
He was not athletic, not a debater, not a "fusser,” but 
he spent a lot of time at Harvard just talking, and that 
kind of college training may account for the conver¬ 
sational appeal of this story of his life. The reader feels 
that he is sitting down with the author and pleasantly 
talking the time away. He takes you into his office, to 
France in World War I, later on trips to other foreign 
countries, then back to Harvard, where he was pro¬ 
fessor of hygiene in the school of public health, to 
Massachusetts General Hospital and its research lab¬ 
oratories, to the Harvard Corporation where he was a 
member of the Board of Overseers, and back to his 
office, where he still enjoys the practice of medicine. 

The author talks about various phases of medical 
practice, for example, physicians’ fees. He believed in 
a fixed fee for service, which could often be reduced, 
and not in a fee based on the patient’s income. He 
talks of the “prodigious advances in medicine” in his 
time, throughout which period he has believed in the 
treatment of the patient, not in the treatment of elec¬ 
trocardiographic, x-ray, immunological, and chemical 
findings. He is opposed to the patenting by physicians 
of substances or processes used in therapeutic medi¬ 
cine or public health, and he has labored for post¬ 
graduate medical education. Among his contacts with 
famous people, he laments having missed meeting 
Lord Moran, physician to Sir Winston Churchill and 
president of the Royal College of Physicians in Lon¬ 
don, who in 1950 brought the gold-headed cane to the 
United States to a meeting of the American College 
of Physicians, Lord and Lady Moran arrived, the au¬ 
thor says, “at our humble domicile,” but, owing to the 
complication of schedules, “Mrs. Lee and not I met” 
them. While the original gold-headed cane goes back 
to 1689, when it was first carried by Radcliffe, the tra¬ 
dition has been kept alive in the United States by Dr. 
William J. Kerf of the University of California who, 
Dr. Lee relates, presented the cane to him. Among 
other positions to which Dr. Lee has been elected are 
the presidency of the American College of Physicians 
and the presidency of the American Medical Associa- 
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tion, after serving the Association for many years in 
the House of Delegates and on the Board of Trustees. 
Delightfully informal, he seems to reminisce with a 
twinkle in his eye. A few pictures, including a char¬ 
acteristic one of Sir Alexander Fleming, of Lord 
Moran, of the presidents of Harvard University, and 
of the Lees with their three boys, enhance the pages 
and leave one wanting to see more of them. 

Clinical Examinations in Neurology. By members of Sections 
of Neurology and Section of Physiology, Mayo Clinic and Mayo 
Foundation for Medical Education and Research, Graduate 
School, University of Minnesota, Rochester. Cloth. $7.50. Pp. 
370, with 76 illustrations and [in back pocket] 5 charts. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W.C.2, England, 1956. 

In this volume 16 contributors present an “outline 
of the practical components of the neurological exam¬ 
ination.” The various portions of the book are contrib¬ 
uted by the several authors, each dealing with his 
special field of interest, but without specific accredita¬ 
tion of each portion to its author. This manual sets 
forth in detail the techniques of the clinical neurologi¬ 
cal examination, including the securing of the history, 
and includes special chapters on electroencephalog¬ 
raphy, electromyography, biochemical and pharmaco¬ 
logical aids in diagnosis, and the performance of 
lumbar and cisternal puncture. Practical anatomic rela¬ 
tionships, dermatomic and neuronal sensory areas, and 
electroencephalographic and electromyographic trac¬ 
ings are clearly depicted in numerous illustrations, the 
well-known Mayo Clinic system of quantitative record¬ 
ing of findings is clearly expounded, and the forms 
and charts in current use are included in a pocket sup¬ 
plement in the back of the book. A consideration of 
neuroroentgenology is omitted. In a most felicitous 
introduction, the work is gracefully dedicated to the 
two great neurologists and teachers, Henry W. Wolt- 
man and Frederick P. Moersch. 

This excellent guide is at once exhaustive and com¬ 
pact. It is in nearly every respect a worthy product of 
one of the outstanding neurological centers in the 
world. Procedures are clearly described and the signifi¬ 
cance of abnormal signs briefly indicated in a style 
notable for simplicity and uniform quality despite the 
plurality of authorship. Positions taken on disputed 
points avoid radical departure from orthodox and 
widely accepted views. Especially noteworthy are the 
admirably restrained and strictly factual chapters on 
electroencephalography and electromyography that of¬ 
fer the clinician exactly what he needs to know and, 
without the extravagance observed in some quarters, 
set these valuable techniques in their proper places in 
the whole spectrum of clinical and laboratory tests. 
This book has been written by men who have studied 
patients as well as books and machines. The distilla¬ 
tion of their practical methods and discriminating in¬ 
sights should be welcomed by every neurologist, young 
and old. 

It may seem captious, in view of these splendid qual¬ 
ities, to indicate a few faults. As examples, the dis¬ 
cussion of sensory functions is less than sophisticated. 
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especially the division into “cortical” and "thalamic” 
sensation, with foggy definitions and distinctions. A 
synthesis of the signs of cerebellar dysfunction into 
something approaching a unified whole would have 
been valuable. The discussion of aphasia, while prac¬ 
tical and unexceptionable as far as it goes,, suggests 
an undue reliance on the treacherous "mosaic” concept, 
while the statement that “ideokinetic apraxia generally 
subsides spontaneously with the passage of time” 
leaves the reader reflecting that the nature of the lesion 
must be determinative. Finally, there are in the body 
of the book only six minor bibliographical references, 
despite the need of the serious student for key citations 
to important works for further reading. Despite these 
and a few other minor defects, this admirable book 
should prove a boon for the student of neurology, 
resident, and clinician. The index is complete and well 
organized, and the whole volume a model of the pub¬ 
lishers skill. 


Medical Aspects of Traffic Accidents: Proceedings of tlie 
Montreal Conference. Harold Elliott, M.D., editor. This first 
conference was held at McGill University, May 4 and 5, 1955, 
under auspices of: McGill University, Universite de Montreal, 
Canadian Medical Association (Quebec Division), l’Association 
des medecins de langue franjaise du Canada, Montreal Nledico- 
Chirurgical Society, Societe medicale de Montreal, Royal Auto¬ 
mobile Club of Canada. This volume was published through 
kindness of Sun Life Assurance Company of Canada. Cloth. S7 
(plus 25c postage). Pp. 519, with illustrations. Traffic Accident 
Foundation for Medical Research, Room 218, Sun Life Building, 
Montreal, Canada, 1955. 

The conference that is the subject of this report was 
largely conceived and administered by the editor. The 
97 contributors, from Canada, England, and the United 
States, represented the fields of medicine, surgery, in¬ 
surance, law, education, public health and welfare, 
and automotive safety as well as the police, hospitals, 
rehabilitation centers, and the Arms', and the Navy. 
The subject matter is discussed under the following 
chapter headings: Genera] Statistical Data, Preschool 
and School Children in Accidents, Traffic in Industry, 
Auto Crash Research, Alcohol and Traffic Accidents, 
Neurological Disorders, Behavior Effects, also Ocular 
Causes, Emergency Care, First Aid and Ambulance, 
Screening Clinics, Town Planning, and Car Design. 
The volume is well indexed, and there is a complete 
bibliography. It is a limited edition. This comprehen¬ 
sive treatise is an excellent reference for students of 
traffic accidents. 

The Official American Medical Association Book of Health. 
Edited by Dr. W, V/. Bauer, chief editor, Today’s Health. 
[Articles from Today’s Health were prepared for publication by 
Mr. Ell wood Douglass, managing editor.} Paper. 35 cents. Pp. 
320, with illustrations. Dell Publishing Company, Inc., 261 Fifth 
Ave., New York 16,1957. 

ThE compilation of articles that have appeared in 
Today's Health in recent years is popularly priced in 
order to encourage wide dissemination. The articles 
are grouped in sections dealing with nutrition, rest, 
common health problems, the heart, cancer, tubercu¬ 
losis, mental health, and family problems. These ar¬ 
ticles are well selected and should acquaint the lay 
reader, for whom die volume is intended, with modem 
thought on many important phases of health. The text 


is interspersed with cartoons and epigrams also culled 
from the pages of Today’s Health. The book should 
find wide and enthusiastic acceptance among die gen¬ 
eral reading public. There is no index, but in a work 
of this kind an index is hardly necessary. 

Pre and Postoperative Care in the Pediatric Surgical Patient. 
Edited by William B. Kiesewetter, M.D., Associate Professor of 
Surgery, University of Pittsburgh, School of Medicine, Pittsburgh. 
Cloth. $7. Pp. 347, with 49 illustrations. Year Book Publishers, 
Inc., 200 E. Illinois St., Chicago 11,1956. 

This fine textbook does not treat pediatric surgical 
patients as “little adults,” but rather as a specific group 
with specific problems. An admirable feature of the 
work is that it is written not only for the specialist but 
for the “occasional pediatric surgeon” as well. Although 
much of the material is beamed to this “occasional pe¬ 
diatric surgeon,” it nevertheless has been acquired 
from the material gathered in a children’s hospital 
where many patients of each type were accessible 
rather than only an occasional one. Chapter 1, which 
deals with the child’s emotions and surgery', presents a 
down to earth discussion of the emotional problems 
involved. It fortunately' does not go overboard on con¬ 
troversial psychiatric problems. Chapter 2, entitled 
Fluid and Electrolyse Balance, is one of the best in the 
book, despite its brevity'. Practical therapeutic meas¬ 
ures for specific problems are accurately and succinctly 
described. Section three, dealing with specific pre¬ 
operative and postoperative considerations, is admir¬ 
ably divided into chapters on abdominal, thoracic, 
orthopedic, neurosurgical, plastic, urclogic, otorhino¬ 
laryngologic, and ophthalmic surgery'. A worthwhile 
feature is the addition of appendixes, which include 
forms for preoperative and postoperative care and 
notes on dehydration and acidosis, drug dosages, elec- 
troly'te solutions, blood chemistries, spinal fluid con¬ 
stituency, hematology, and liver-function studies. This 
book will not appeal to those who do not enjoy an out¬ 
line presentation, but for those who do it can be recom¬ 
mended enthusiastically. 


Diabetes Guide Book for the Physician. Second edition. Paper. 
$1. Pp. 95. American Diabetes Association, Inc., 1 E. 45th St., 
New York 17,1956. 


This little book is a revision and expansion of the 
first edition published in 1950. The work of a special 
committee of the American Diabetes Association and 
approved by its Council “in principle,” it represents, 
as nearly' as any' book can, the consensus of a group 
of experts and, in this respect at least, is unique in the 
field. It is designed “simply' to present information to 
guide immediate action in dealing with the common 
problems of diabetes.” The style is simple and clear if 
somewhat abbreviated, the layout effective, and the 
typography pleasing, especially' important sections be- 
ing presented in boldface type. The major subdivisions 
bear the titles. The Clinical Problem, Dietary' Regula¬ 
tion Insulin, Complications, and Diabetes in Children. 
” I th respect to the desirability of strict versus lax con- 
°i of gly'cosuria, the book takes a position distinctly 
to the nght of center, although not extremely so The 
chapter on diet, prepared in cooperation with a com- 
mittee of the American Dietetic Association and the 
Diabetes Field Research and Training Unit of the 
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United States Public Health Service, gives a lucid ex¬ 
position of the exchange system of diet calculation and 
provides sample meal plans covering a wide range of 
caloric allowances. Procedures for planning low-sodi¬ 
um and low-residue diets are included. Preoperative 
and postoperative management and the treatment of 
acidosis are covered especially well in a succinct and 
orderly fashion. The convenient size and low cost of 
the book should add to its other attractions to the busy 
practitioner. 

Clinical Chemistry: Principles and Procedures. By Joseph S. 
Annino, Clinical Chemist, Massachusetts Memorial Hospitals, 
Boston. Cloth. $7.50. Pp. 280, with 15 illustrations. Little, Brown 
& Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester PL, Portman Sq., London, W.l, England, 1956. 

This volume is intended for the technician whose 
interest is in the whys and wherefores of the tech¬ 
niques used in clinical chemistry in addition to the 
mechanics of the methods. The book is divided into two 
parts, the first dealing with basic techniques and the 
second with practical methods. The first part consists 
of four chapters that cover rather briefly such general 
subjects as laboratory apparatus and standard solu¬ 
tions, colorimetry, factors in quantitative analysis, and 
the collection, preservation, and identification of 
samples. The second part includes a discussion of the 
various methods available for the quantitative determi¬ 
nation of a number of substances of interest in clinical 
chemistry, the details of the procedure of the method 
of choice for each substance, standardization proce¬ 
dures, where necessary, and a brief note on the clinical 
significance of the results. Methods are included for 
the determination of carbon dioxide, chloride, sodium, 
potassium, electrolytes and pH, glucose, nitrogen, pro¬ 
tein, calcium, phosphorus, a number of enzymes, cre¬ 
atinine, creatine, and uric acid. Individual chapters on 
tire analysis of cerebrospinal fluid and the determina¬ 
tion of the level of a few of the common drugs in the 
blood are also included. The book contains chapters on 
tests of liver and kidney function. It has a subject in¬ 
dex. 

Refresher Course for General Practitioners: Specially Com¬ 
missioned Articles from the British Medical Journal. Third col¬ 
lection, April 1952 to September 1953 (fully revised). Cloth. 
25s. Pp. 548, with illustrations. British Medical Association, 19 
Tavistock Sq., London, W.C.l, England, 1956. 

This is a collection of 60 original articles that first 
appeared in the British Medical Journal and that have 
been revised and brought up to date. The prime objec¬ 
tive of tire book is to review established medical prin¬ 
ciples in the light of new developments. It performs this 
service admirably. Some of the topics include: surgical 
relief of pain, medical aspects of air travel, recurrent 
boils, and indigestion in childhood. A few articles con¬ 
sider a physicians relation to the law (e.g., psychiatric 
treatment, abortion, and the interpretation of wounds), 
and, while primarily adapted to British law, the expla¬ 
nations concerning the spirit of the law and how it 
may function will be a valuable reference to the physi¬ 
cian in any country. The articles are unusually com¬ 
plete, considering their brevity, and are competently 
illustrated where appropriate. The author of each ar¬ 


ticle is considered an authority in his field. While there 
is no bibliography, there is an ample and helpful in¬ 
dex. The style of writing is uniformly clear, and the 
unexpected and amusing wit scattered throughout the 
pages markedly adds to the textbook, which should 
be enjoyed by all physicians and students. 

Body Measurements and Human Nutrition. Edited by Josef 
Brozek. Proceedings of Conference on Role of Body Measure¬ 
ments in Evaluation of Human Nutrition, sponsored by Com¬ 
mittee on Nutritional Anthropometry, Food and Nutrition Board, 
National Research Council, and held at Harvard University, 
Cambridge, Massachusetts, June 17 and 18, 1955. Proceedings 
were originally published in May, 1956 issue of Human Biology 
(vol. 28, no. 2). Cloth. $3.50. Pp. 167, with illustrations. Wayne 
University Press, Detroit 1, Mich., 1956. 

In this book different aspects of nutritional anthro¬ 
pometry are examined in 12 different papers by various 
authorities in related fields. The need for this book 
arises from the fact that the evaluation of the nutrition¬ 
al status of man with regard to emaciation, obesity, 
growth, and skeletal and muscular development is a 
major area of human nutrition that has been neglected. 
There are at present no well-defined uniform methods 
or properly characterized standards for these purposes. 
For the development of knowledge in this area it is 
necessary to use facts and expert knowledge from sev¬ 
eral fields that do not ordinarily have contact with each 
other. Among these would be the fields of nutrition, 
physical anthropology, pediatrics, physiology, actuarial 
science, anatomy, physiological hygiene, and general 
statistics. The appearance of the study of nutritional 
anthropometry is a most welcome development for 
physical anthropologists. The provision of valid infor¬ 
mation on this subject, including the significance of the 
growth rates of children evaluated in terms of subse¬ 
quent health and longevity, is an outstanding challenge 
to students of human biology. 

Gathercoal and Wirth Pharmacognosy. By Edward P. Claus, 
Ph.D., Professor of Pharmacognosy and Head of Department, 
University of Pittsburgh School of Pharmacy, Pittsburgh. Third 
edition. Cloth. $12.50. Pp. 731, with 307 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1956. 

The two previous editions of this book were pub¬ 
lished in 19S6 and 1947. The original taxonomic meth¬ 
od of classification of the drugs in the textbook has 
been changed to the chemical method, while the orig¬ 
inal monograph form of drug presentation has been re¬ 
tained. Some of the macroscopic and microscopic de¬ 
scriptions of lesser drugs have been reduced when the 
authors believed that such information, if desired, 
would be available in earlier editions of the textbook, 
in the United States Pharmacopeia, or in the Na¬ 
tional Formulary. Much new information has been 
incorporated in the areas of the book dealing with 
antibiotics, immunizing agents, allergens and aller¬ 
genic preparations, and pesticides. Included in some 
monographs are trade names of commercial products. 
Appendixes include a taxonomic list of important drugs 
and powdered drugs, a key for identification of pow¬ 
ders, and one on the cultivation of drug plants. The 
index is adequate. However, the inconsistent illustra¬ 
tion of chemical structures is somewhat annoying. 
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PSYCHIATRIC SYNDROMES IN VETERANS 
To the Editor:— Is the clinical impression correct that 
mild persistent mental abnormalities are more fre¬ 
quent in veterans who served for long periods in the 
Pacific Theater during World War II than in soldiers 
who served at other times or in other places? The 
syndrome in such veterans is a mild but permanent 
sense of depression, a sense of futility, anxiety, and 
overpreoccupation with the reason for things— Welt- 
schmerz is the best term. In this connection it is in¬ 
teresting that such phrases as “rock-lmppy" and 
“thousand-yard stare” were part of the common vo¬ 
cabulary in that theater at that time. Are there any 
scientific data to the effect of such duty on the per¬ 
sonalities of men who served in the Pacific Theater 
for long periods during World War II? What is the 
incidence of psychoneuroses, for example , in these 
veterans compared to men who served in other times 
or places? H. L. Metzer, M.D., Clinton, III. 

Answer.— When one recalls the wide variation of 
deeply reinforced patterns of response to stress that 
soldiers bring into combat, and as one sees the tremen¬ 
dous variety of syndromes in soldiers evacuated to 
Army hospitals in time of combat, the importance of 
geographical location seems to become minimized. On 
the other hand, the combat stresses, command disci¬ 
pline and morale, disease rates, evacuation policies, 
limitations of communication, and other factors vary 
from theater to theater and from year to year. How¬ 
ever, observations of a clinical emotional syndrome 
more common in veterans who served specifically in 
the Pacific Theater in World War II have not come to 
the attention of this consultant at any time before. It 
is rather unusual to find any consistent, long-term psy¬ 
chiatric syndrome that can be shown to be attributable 
to any set of circumstances arising in a particular geo¬ 
graphical area. Such syndromes, however, have been 
seen, as for example, the large groups of symptoms 
found in many of those people who were prisoners of 
war of the Japanese for several years during World 
War II. The consensus seems to be, however, that the 
geographical aspects of their imprisonment contributed 
primarily by reason of the privations permitted by lo¬ 
cal culture, the total inadequacy of available food, and 
the drastically harsh and overwhelming stresses that 
the group experienced in common. Thus, again, the 
geographical location might be postulated as accidental 
so far as the eventual psychiatric complaints are con¬ 
cerned. 

So far as such phrases as "rock-happy” and "thou¬ 
sand-yard stare” are concerned, it seems to be a fairly 
universal phenomenon that groups under stress pick 
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out characteristic aspects of their surroundings, job, or 
dangers and weave them into a phrase that symbolizes 
a capitulation to the general stress; thus we may find 
“honeybucket fever,” "hill-happy,” “screaming mimies,” 
and good old-fashioned “shell shock.” Such pet phrases 
may be confined to a small unit or enjoy fairly exten¬ 
sive usage. Although this consultant is not able to con¬ 
firm the inquirer’s impression, opinions are offered as 
to why such a syndrome would not necessarily be ex¬ 
pected. The observation is stimulating and should offer 
incentive to confirm the ideas proposed. 

HERPES SIMPLEX OF THE VULVA 
To the Editor:—A 20-year-old nonpregnant woman 
has an unequivocal case of herpes simplex of the 
vulva. The lesions occur just prior to the menstrual 
period and are characterized by burning and itching 
about the affected part and typical vesicular lesions 
on an erythematous background. The patient has re¬ 
ceived a course of four smallpox vaccinations at 
weekly intervals and lias responded only temporarily 
to Aureomycin powders and ointment. Prior to her 
last menstrual period the lesions of the vulva were 
accompanied by lesions of the lower lips. Please give 
suggestions for therapy. M.D., Mississippi. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— The treatment of herpes simplex may be 
divided into two phases: treatment of the specific 
lesion and prophylaxis. The individual patch of vesi¬ 
cles clears rapidly with or without treatment, but ap¬ 
plication of a 2!? ammoniated mercury ointment 
constitutes an adequate local measure. Unfiltered x-ray 
therapy may be of benefit. In some instances, the local 
application of a paste made by crushing a tablet of 50 
mg. of Pyribenzamine and adding a little water will 
act to abort the attack. However, the prophylactic 
therapy employed to prevent recurrences is of erratic 
value. There has been considerable controversy regard¬ 
ing the efficacy of smallpox vaccine. Clinically, it is 
often of benefit. Three to six vaccinations should be 
given two weeks apart by the multiple puncture 
method. More trauma than usual should be employed 
to produce a reaction even in immune persons. If this 
does not give the desired therapeutic effect, the capil¬ 
lary tube containing the vaccine can be broken at each 
end and the contents aspirated into a tuberculin 
syringe through a 25-gauge or 26-gauge needle. This 
can then be administered intradermally. If there is 
little reaction to this maneuver, two tubes may be used. 
A course of superficial x-ray treatments (6 to 12 
weekly doses of 50 to 60 r each given at a half-value 
of 0.6 to 0.7 mm. of aluminum) may be of assistance 
in breaking the cycle of recurrences. In any regimen 
the precipitating factors of this condition should be 
controlled if possible. These include premenstrual 
tensions, fever, upper respiratory infections, psychoso- 
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matic influences, gastrointestinal upsets, physical fac¬ 
tors (such as sun, wind, and trauma), allergies, and 
drugs. In the patient described, the use of tranquiliz- 
ing agents for one week before the expected menstrual 
period and during the first two days or so of flow 
would be worth trying. 

Answer,— In view of the fact that the herpes simplex 
recurs before each menstrual bleeding, it is advisable 
to use the remedies that have been found helpful for 
premenstrual tension. The simplest and least expensive 
of these is ammonium chloride. The patient should 
take 0.6 gm. of ammonium chloride three times a day 
during the two weeks before the menses are expected. 
During this time she should curtail the use of table 
salt as much as possible. Another simple and effective 
remedy is the use of a 10-mg. tablet of methyltestost- 
erone taken orally or a 5-mg. sublingual or buccal tab¬ 
let daily for 10 days before the expected onset of the 
menstrual flow. There are also propietary preparations 
for premenstrual tension. In addition, the patient 
should be made comfortable until the disease runs its 
natural course. The local areas should be kept dry and 
should not be covered by ointments. An antibacterial 
lotion is sometimes helpful, as is also hydrocortisone. 

CONSENT OF PATIENT TO RELEASE 
INFORMATION 

To the Editor:— A pathologist frequently gets re¬ 
quests from other hospitals for copies of tissue re¬ 
ports and for tissue sections concerning patients who 
formerly were patients in his hospital but who now 
are in other hospitals. Sometimes the requests are in 
the form of informal letters from the doctor con¬ 
cerned, the medical superintendent, or the record- 
room librarian. On other occasions, the letter of 
request is accompanied by an elaborate certificate 
signed by the patient and even bearing the signature 
of a witness. One such certificate stated in large bold 
type: “No physician or institution may give out con¬ 
fidential information concerning the care of a pa¬ 
tient without the consent of the patient or the legal 
guardian. The signature should be witnessed 
Should the written or verbal consent of former pa¬ 
tients be required before the tissue report and tissue 
sections are sent to the hospital asking for these 
items? M.D., New York. 

Answer.— At common law confidential information 
concerning the care of a patient was not privileged, 
but this has been changed by statute in a majority of 
states. The basis of the privilege is that a physician 
is unable to adequately administer treatment to a pa¬ 
tient without a full disclosure by that patient of in¬ 
formation relating to his condition. Evidence obtained 
at autopsy is not privileged, and a dead body is not a 
patient. So far as hospital records tend to disclose what 
a physician learned- in his attendance on a case, such 
records are protected by the rule of privileged com¬ 
munications, as much so as if the physician was being 
examined as a witness (Toole v. Franklin Investment 
Co. [Wash.], 291 Pac. 1101; Metropolitan Life Ins. Co. 
v. McSwain [Miss.], 115 So. 555). 


Aside from the restrictions that exist by statute, the 
maintenance of proper relations with patients requires 
that hospitals and physicians respect the confidential 
nature of information received from patients or ob¬ 
tained in the examination or treatment of such persons. 
Copies of tissue reports and tissue sections should not 
be released by the hospital pathologist without per¬ 
mission of the patient. In order to avoid the possibility 
of misunderstanding, such permission should be ob¬ 
tained in writing and signed by the patient or his legal 
guardian and not his attorney. It is not necessary but 
as a matter of practice it is desirable to have the pa¬ 
tient’s signature witnessed by a responsible person to 
assure its authenticity. It is also desirable as a matter 
of professional courtesy to advise the patient’s physi¬ 
cian before sending tissue reports or tissue sections to 
other hospitals. 

TRANSIENT “BLACKOUT” OF VISION 
To the Editor:—A 14-year-old boy complains of 
episodes of complete blacking out of vision when 
rising from a sitting or lying position, occurring 
only when he has been sitting or lying for a period 
of an hour or so. The attacks are not associated with 
dizziness, vertigo, or loss of consciousness. After a 
few seconds the vision returns completely without 
any residual effects. The history reveals an intestinal 
allergy to milk (constipation and cramps). Blood 
pressure is 120/70 mm. Hg. Complete neurological 
and physical examinations and blood and urine 
studies were negative. Muscle tone is excellent. He 
weighs ISO lb. (59 kg.) and is 5 ft. 9 in. (175.26 cm.) 
in height. He has myopia (20/600) in each eye cor¬ 
rected by glasses to 20/20 in each eye. Eyegrounds 
are normal. Please give an opinion of this case. 

Samuel Alper, M.D., Brooklyn, N. Y. 

This inquiry was referred to two consultants, whose 
respective replies follow,— Ed. 

Answer.— The symptom described occurs commonly 
in people who have had a sympathectomy or who are 
taking ganglion-blocking agents for hypertension. By 
analogy one might then suppose a hypoactive sym¬ 
pathetic nervous system. In the recent neurophysiolog¬ 
ical terminology, this would be called a delay in the 
feedback from the peripheral postural reflexes to the 
sympathotonic centers in the brain. It might be of 
interest first to record the blood pressure with the boy 
in both the recumbent and upright positions and 
second to administer 0.2 to 0.3 cc. of epinephrine 
solution 1:1,000 intramuscularly just before the patient 
rises to a sitting position. This is a diagnostic not a 
therapeutic suggestion, since no treatment is indicated 
for these transient “blackouts.” 

Answer.— From the information given it appears 
that there are no organic disturbances and that the 
blacking out of vision is, therefore, on a functional 
basis. It is difficult to picture complete blacking out 
of vision on a circulatory basis without vertigo or loss 
of consciousness. However, it is possible that a hyper¬ 
active carotid sinus might produce this syndrome. 
Carotid sinus pressure would settle this point. Blood 
pressure determination should be made with the pa- 
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tient both in the sitting position and in the lying 
position to rule out positional hypotension. There is 
a possibility that the blacking out of vision might be 
on a psychogenic basis, in other words, a manifestation 
of hysteria. 

HORSE DANDER ALLERGY 
To the Editor:— A 9-year-old girl who is very fond of 
horses and who has been riding since the age of 3 
has developed an allergy to horse dander, character¬ 
ized by itching of the eyes and nose and, when she is 
exposed to a heavy concentration of horse dander, 
by paroxysmal sneezing. She had been able to sup¬ 
press the symptoms almost completely by the use of 
antihistamines. Is it harmful to her to continue rid¬ 
ing? Is desensitization advisable? 

M.D., New York. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer.— This patient is an atopic individual and a 
likely candidate for respiratory allergic disease. Never¬ 
theless, it is not harmful to her present health to con¬ 
tinue riding if her relatively mild symptoms are 
controlled by antihistamines. Prolonged exposure to 
an allergen may increase the development of sensitiz¬ 
ing antibodies but not of blocking or immune anti¬ 
bodies. Antihistamines simply suppress the acute 
prevailing symptoms, in this instance, vasomotor 
rhinitis, by blocking histamine. Except under occa¬ 
sional circumstances, antihistamines will not prevent 
the more severe forms of allergy such as asthma if 
the exposure is sufficiently marked. Desensitization 
to horse dander is advisable if necessary, since it may 
afford better protection against the subsequent devel¬ 
opment of asthma due to horse dander than antihista¬ 
mines alone. 

Answer.— While antihistamines may suppress symp¬ 
toms of allergy, they do not prevent progress of an 
allergic condition. If the condition is not spontaneously 
decreasing in severity, continued exposure to horse 
dander may permit the allergy to increase in severity 
so that asthma may occur. Moreover, it is possible that 
continued exposure to a potent allergen such as horse 
dander may produce greater susceptibility to sensitiza¬ 
tion with other allergens despite the use of antihista¬ 
mines. Desensitization with horse dander is difficult, 
dangerous, and frequently only partially successful. It 
should be noted that antitoxins derived from horse 
serum are dangerous in such patients. Active immuni¬ 
zation with tetanus toxoid and maintenance of im¬ 
munity with “booster” doses is essential in such in¬ 
dividuals. 

GARBAGE DISPOSAL 

To the Editor:— Please discuss the various methods of 
garbage disposal M.D., California. 

Answer.— There are at present five common methods 
of garbage disposal being used in the United States. 

Open Dump Method.— The open dump method de¬ 
scribes the situation where the refuse of a locality is 
left uncovered at ground level or in a trench for a 


period of more than one week. The use of the open 
dump generally constitutes a public nuisance and is 
not a sanitary procedure for refuse disposal. 

Incineration.— Incineration requires the complete 
reduction of garbage and other waste to ash through 
burning. Modern municipal incinerators properly 
supervised are an excellent method of garbage dis¬ 
posal. Failure to completely incinerate garbage re¬ 
sults in tire reduction of the garbage to a mass of or¬ 
ganic material that presents further sanitary disposal 
problems. Such organic residues nray well constitute 
a fly and rodent attractant. 

Sanitary Land Fill.— Sanitary land fill may be de¬ 
fined as a method of disposal of all refuse and garbage 
by thoroughly compacting and covering with earthen 
fill to the proper depth each day’s accumulation of 
refuse. This method is considered by most authorities 
to be the most sanitary procedure for the disposal of 
garbage and rubbish. 

Incineration and Sanitary Land Fill— Incineration 
and sanitary land fill combine the two methods men¬ 
tioned and assure the municipality that the incinerated 
residual will not contribute to the breeding of flies 
and rodents. 

Mechanical Grinding Units—Use of mechanical 
grinding units results in the reduction of organic 
material by thorough grinding or pulverizing such 
materials through the use of mechanical devices. 
Pulverized material is then discharged into the munic¬ 
ipal sewer lines and thereafter, along with other fluid 
waste, receives treatment at the sewage disposal plant. 
Where this method is used, careful surveys of the ade¬ 
quacy of municipal sewers and sewage treatment 
plants must be made. 

CHROMHIDROSIS 

To the Editor:—A 17-year-old girl states that for the 
past five years everything white that she wears or 
comes in close contact with, such as slips, brassieres, 
girdles, bed linen, pajamas, and shirt waists, becomes 
discolored after a short term of use. This discolora¬ 
tion is “greyish” and to the girl’s mother and her 
sister is so apparent that they can immediately tell 
which clothes the patient has worn. The girl has no 
obvious physical disease. Her skin is normal on ex¬ 
amination; it is warm and dry, and there are no signs 
of any excessive sweating. I would appreciate in¬ 
formation on the etiology of this rather peculiar 
condition. M.D., New York. 

Answer.— The patient described in this question 
probably suffers from chromhidrosis, a rare, poorly 
understood entity, in which the patient excretes colored 
perspiration. It may not be excessive in amount. There 
is no one known cause, A variety of substances may 
produce such a condition, including the excretion of 
dyes or metals (including silver) or the presence of 
chromogenic bacteria, viruses, or fungi. The dye may 
come from foodstuff, drugs, clothing, or cosmetics. 
Anything that increases perspiration will increase the 
discoloration. This, of course, includes fever, hot 
weather, exertion, or psychosomatic influences such as 
nervousness, anger, and fear. Treatment is difficult 
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and often unsuccessful. Avoidance of factors causing 
perspiration should be stressed. Cleanliness and wash¬ 
ing with an antiseptic soap or detergent is recom¬ 
mended. The wearing of dark-colored clothes and the 
use of colored cosmetics should be forbidden. Rub- 
bing-alcohol sponge baths would tend to decrease the 
bacterial flora of the skin. In addition, consideration 
must be given to the other factors mentioned above. 

X-RAY TO THYMIC AREA 

To the Editor: —Please supply information concern¬ 
ing recent publicity in the lay press regarding x-ray 
therapy for enlarged thymus. There is some claim 
to this being a specific factor in later cancer of the 
chest. A. R. Tolk, M.D., Brooklyn, N. Y- 

Answer.— From the evidence available it would 
seem that there is more than a coincidental relation 
between thyroid carcinoma and previous x-ray therapy 
to the thymus or other tissues in the thyroid area. 
Duffy and Fitzgerald ( Cancer 3:1018, 1950) sug¬ 
gested such a relationship. Simpson, Hempelmann, and 
Fuller (Radiology 64:840, 1955), who reported on the 
frequency of neoplasms in 1,400 children who had 
had x-ray therapy to the thymic area, found the num¬ 
ber of cases of thyroid cancer markedly higher in the 
treated group than in untreated children or the gen¬ 
eral population. Clark (/. A. M. A. 159:1007 [Nov. 5] 
1955) reported 13 cases of thyroid carcinoma in chil¬ 
dren. All had had previous x-ray therapy to the thy¬ 
mus, cervical glands, or tonsils and adenoids. He 
stated that about 191 such cases had been reported. 

It is now accepted by pediatricians that a widened 
mediastinal shadow due to a large thymus is not the 
cause of frequent sudden deaths as previously re¬ 
ported. On careful postmortem examination, causes 
other than a large thymus are found. With the above 
evidence it would seem that x-ray therapy to the 
mediastinal area should not be undertaken because of 
the presence of a large thymus alone. Thyroid carci¬ 
noma usually occurs six or more years after x-ray 
therapy. 

CARCINOMA OF THE PROSTATE 
To the Editor:— Is it true that, in patients with 
carcinoma of the prostate resistant to estrogens, a 
cautious trial of androgens is justifiable? 

Frederick S. Howard, M.D., S an Francisco • 

Answer.— There is no evidence to show that a cau¬ 
tious or any other type of trial of androgens is justi¬ 
fiable in patients with carcinoma of the prostate 
resistant to estrogens. A number of years ago, an 
occasional patient was found to respond temporarily 
in general health to large doses of androgens when 
suffering from carcinoma of the prostate with multiple 
metastases. The brevity of this improvement was 
emphasized by rapid dissemination of the disease and 
subsequent death. It has since been shown that the 
temporary improvement in these patients was due to 
the effect of the androgens on the patient alone and 
not on' the carcinoma. At present, any patients re¬ 
sistant to estrogens (presumably patients in whom 


estrogens do not cause a regression of the disease) are 
subjected to castration, or bilateral orchiectomy, and in 
the past bilaterial adrenalectomy was done. The latter 
procedure was not practical and lias been given up in 
most instances. More recently, liypophyseetomy lias 
been tried in a few instances to see if removal of this 
source of stimulation for androgen production would 
result in improvement. These procedures, of course, 
are extremely radical and are rarely done. 

IMPOTENCE 

To the Editor:—A 64-year-old patient has become 
depressed because he is unable to maintain an erec¬ 
tion. A brief trial with testosterone injections tons 
futile. Please supply advice as to management of 
this case. m.D., New York. 

Answer.— Impotence is often a normal development 
in a person 64 years of age, and it should hardly be of 
any great concern to him or his wife, if she is of a 
similar age. It is usually not helped by any aphrodisiac 
medication. The fact that he is disturbed to the point 
of depression might suggest a psychic factor to account 
for his difficulty, and it would be well to exclude this. 
It is also well to remember that impotence is a com¬ 
plication that is sometimes caused by constitutional 
disease such as diabetes, hepatic disease, and other 
lesions. In order to exclude this, it would be necessary 
to do a careful physical examination. 

PREPUBERAL BREAST PAIN 
To the Editor:— In the Query and Minor Note in The 
Journal, Nov. 10, 1956, page 1101, entitled “ Pre- 
puberal Breast Pain,” the consultant states that 
“pain in the nipples and breast is an infrequent 
symptom in girls of prepuberal age.” I disagree with 
this statement. Prepuberal breast pain and soreness 
is present in nearly all normalhj developing breasts. 
The preadolescent girl with this complaint is usually 
brought to the doctor by her mother because of 
enlargement and pain in one breast. The same symp¬ 
toms usually appear in the second breast in two 
to four months. Since girls of the prepuberal age are 
most modest, it is very likely that before seeking 
medical advice they “compare notes” with other girls 
of about the same development. Then, finding that 
many of their companions have the same breast sore¬ 
ness, they accept this discomfort philosophically and 
silently. In spite of disagreement as to the frequency 
and cause of prepuberal breast pain, 1 agree with 
the conclusion: “a frank discussion with the patient, 
with the assurance that there is no actual disease 
or tumor growth present, is usually sufficient.” 

Belle DeCormis Fears, M.D. 

Accomac, Va. 

Tlie above letter was referred to the consultant who 
answered the original Query and Minor Note. His 
comment is as follows: 

To the Editor:— While rapidly growing breasts are 
sometimes sensitive, as a rule there is no nipple or 
areolar pain such as was described in the original 
inquiry. 
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Two Administration Health Bills Expected • • 

Bill Would Change States PA Medical Programs • • 
Senate Clarifies Public Assistance Bill • • 

A. M. A. Witnesses to Testify on Civil Defense • • 
National Library of Medicine Regents Named • • 

FORECAST ON MEDICAL LEGISLATION 

The administration expects to work for the enact¬ 
ment of only two major bills in the health field this 
year, according to Secretary Folsom. One would au¬ 
thorize U. S. grants to help in building and equipping 
medical, dental, public health, and osteopathy schools. 
The other would waive antitrust laws to permit small 
companies to pool resources for experimentation with 
unusual risks in health insurance. 

Making these announcements at a news conference, 
Mr. Folsom also said the administration had not de¬ 
cided whether it would support legislation for federal 
guarantee of mortgages on health facilities. 

The aid to medical education proposal is the same 
one the administration also pressed last year, but this 
year it will be in the form of an amendment to the new 
act authorizing construction grants to research institu¬ 
tions. The bill for pooling of insurance money also is 
identical with the one Congress failed to act on last 
year. 

A third measure that the administration is reintro¬ 
ducing authorizes construction of hospitals and clinics 
on Indian reservations. 

At the news conference Mr. Folsom also: 

1. Confirmed that the National Institutes of Health 
would not be able to spend all of the record money 
appropriated to them last session, and would be re¬ 
turning an undetermined amount to the treasury. 
Funds returned will be in the millions of dollars. 

2. Said he hoped the social security act would not 
be opened up for more amendments this year, as the 
SS administration currently has all it can do to adjust 
itself to tile extensive amendments voted last year. This 
was in answer to a question on the proposal for gov¬ 
ernment-paid hospitalization at age 65, which would 
)e l * n ^ er social security. Mr. Folsom said that subject 
needed a lot of study, as it was “entering the area of 
compulsory health insurance.” 

3. Expressed pleasure over the rapid expansion of 
voluntary healtli insurance of all types, and said this 
points out one way the health problems of manv of 
the aged can be solved. 

Social Security Administrator Schottland, present at 
tie conference, said lie expected about half the states 
would start participating in the new program of medi- 
cal payments to public assistance beneficiaries when it 
• gets under way next July 1. He said about a dozen 
states can put the new system into operation with little 
or no change in their present laws, and that another 15 
expect to make the necessary changes before July 1. 

cZion t! ’ C WaShi " gton Offioe the,American Medical Asso- 


SENATORS PROPOSE CHANGE IN PA 
MEDICAL PAYMENTS 

Nineteen Republican and Democratic senators are 
sponsoring a bill designed to help states that fear their 
medical payments programs under public assistance 
are threatened by changes in the social security law 
that become effective July 1. 

States, under existing law, may use limited federal 
funds for payments directly to medical vendors—to 
physicians, dentists, hospitals, or nursing homes—as 
well as for subsistence. Or states may make payments 
for medical expense directly to recipient families with 
the understanding that the money will be used to pay 
medical bills. In the last seven years, 15 states and Ha¬ 
waii have set up extensive vendor-type medical pro¬ 
grams. 

Late in the last Congress the law was amended, with 
the change effective next July 1. The amendment 
separated medical payments from public assistance 
payments to dependent children, the blind, totally and 
permanently disabled, and those over 65. The new law 
offers additional federal matching for the new medical 
payments category up to one-half of $6 a month for 
each adult and one-half of $.3 for each child on assist¬ 
ance in the four categories. 

The new amendment has resulted in confusion and 
doubt in some states with medical programs under 
way for some years. Senator Douglas, one of the bill’s 
sponsors, explained the problem this way to the Senate: 

"The states can either, first, continue then systems as 
they now operate them, and lose federal funds in one 
or more of their medical payments program; or second, 
they can limit their medical payments to $6 and in¬ 
crease their cash payments, and thus receive the maxi¬ 
mum federal contribution, but at the cost of impairing 
their existing medical program. Neither alternative is 
desirable.” 

Under the new proposal the states would be per¬ 
mitted to operate medical payments plans under the 
old law just as at present, with additional federal 
matching of the one-half of $3 for each child and $6 
for each adult recipient. Senator Douglas made this 
comment: “I believe that it was the intention of Con¬ 
gress to encourage all states to develop as good a med¬ 
ical care program for the recipients of public assistance 
as they can. Tin's amendment makes it simpler to 
achieve that objective.” 

He proposed a similar revision in the social security 
amendments when they were under consideration last 
session. It actually passed the Senate but failed to 
survive when Senate and House conferees got together 
to iron out other differences. But with the amendments 
not going into effect until mid-1957, there is still time 
for passage before the new program starts. While the 
administration has not taken a stand on the bipartisan 
proposal as yet, bill draftsmen worked closely with the 
Department of Health, Education, and Welfare in 
drawing up the bill (S.1209). 

Otherwise expressed, states face a problemif they 
now give part or all of their public assistance medical 
payments directly to the doctors, hospitals, druggists 
or dentists. Additional payments under the new law 
have to go directly to these vendors of medical service, 
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but at the same time the new law specifies that if the 
states are to continue to receive medical payments 
under the old formula these payments will have to be 
in the form of cash to the individuals or families. 

Thus, states presently using tire vendor payment sys¬ 
tem have the choice of changing their state plans, built 
up over a number of years as the best and most effi¬ 
cient system, or sacrificing federal medical benefits 
under the old formula. The)' feel they cannot afford 
to lose the federal contribution, and at the same time 
they consider that vendor payments are the best 
system and the only one that insures payment to 
physicians, hospitals, dentists, and druggists. 

The change now proposed would allow all states to 
continue to use U. S. money under the “old” law as 
they now use it, and at the same time to take full ad¬ 
vantage of the new benefits. 

Sponsoring the changes are Senators Douglas, Mc¬ 
Namara, Green, Bush, Humphrey, Young, Ives, Ken¬ 
ned}', Dirksen, Neuberger, Morse, Cotton, Javits, 
Bridges, Jackson, Magnuson, Saltonstall, Danger, and 
Better. 


SENATE EASES UP ON APPROPRIATION BILL 

In the opinion of the Senate, the Social Security Ad¬ 
ministration should not be restricted in the amount of 
money it can give states to help them administer the 
public assistance grants program, which includes pay¬ 
ments for medical care. 

After the House had voted to approve a deficiency 
appropriation of 275 million dollars, but to restrict 
funds for administration to 15 million dollars, the Sen¬ 
ate Appropriations Committee reversed the latter 
action. If the Senate action is sustained in conference, 
the Social Security Administration will be able to use 
whatever money is necessary for state and local admin¬ 
istrative costs, as at present. 

The Senate concurred in House action cutting the 
total 2 million dollars. 

The Senate also voted to allow the Public Health 
Service an extra $67,500 to pay for around-the-clock 
quarantine at ports of entry. Under the present system, 
examinations are conducted only between the hours of 
6 a. m. and 6 p. m. The resulting cost to American ship¬ 
owners of holding over their vessels awaiting quaran¬ 
tine inspection is estimated at 12 million dollars annu¬ 
ally. 


A. M. A. TO TESTIFY ON CIVIL DEFENSE 

After two weeks of hearings on federal civil defense, 
the Holifield subcommittee on the House side called a 
recess until early March, when it will hear more wit¬ 
nesses, including two representing the A. M. A. Sched¬ 
uled to testify for the Association on March 7 are Dr. 
Harold C. Lueth, Chairman of the Council on National 
Defense, and Dr. Hugh H. Hussey, member of the 
board of trustees. 

While the subcommittee is looking into all the broad 
problems of civil defense, much of its attention is cen¬ 
tered on the group’s own bill, calling for an independ¬ 
ent cabinet-rank Department of Civil Defense. Hear¬ 
ing’s so far have developed that there is a split within 
the administration on the issue. While the Budget Bu¬ 
reau opposes this idea, it is favored by the present 
Federal Civil Defense Administrator, Val Peterson. 
Under subcommittee questioning, Mr. Peterson ad- 
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mitted that in his opinion the federal civil defense 
operation would win more needed support if it were 
elevated to cabinet status. 

A presidential committee also is studying civil de¬ 
fense problems, but has not yet made its report. 


REGENTS NAMED FOR NATIONAL LIBRARY 

The National Library of Medicine, created last year 
by action of Congress, has moved forward another 
step. A 10-member Board of Regents has been ap¬ 
pointed by the President, subject to confirmation by 
the Senate. 

The library, to be built around the Armed Forces 
Medical Library, remains in the old quarters of the 
AFML, which at congressional hearings were de¬ 
scribed as a threat to the library’s collections because 
of danger of fire and leaky roofs. 

The President’s budget, now before Congress, carries 
no funds to start the new building, as authorized last 
year by Congress. It was explained that no construc¬ 
tion money is being asked now in line with an admin¬ 
istrative decision not to start any new buildings unless 
absolutely necessary. 

The trustees nominated by the President, who will 
select a site for the new building, are: 

For terms of four years: 

Dr. Michael Ellis De Bakey, Texas 
Dr. Thomas Francis Jr., Michigan 
Dr. Ernest Henry Volwiler, Illinois 
For terms of three years: 

Dr. Basil G. Bibby, New York 
Dr. Jean A. Curran, Massachusetts 
Dr. Champ Lyons, Alabama 
For terms of two years: 

Miss Mar}' Louise Marshall, Louisiana 
Dr. Isidor Schwaner Ravdin, Pennsylvania 
For terms of one year: 

Dr. Worth Bagley Daniels, District of Columbia 
Dr. Benjamin Spector, Massachusetts 
Serving as exofficio members will be the chief medi¬ 
cal officers of the Public Health Service, the three mili¬ 
tary services, the Veterans Administration, and the 
National Science Foundation and the Librarian of 
Congress. 


MISCELLANY 

The House Veterans Affairs Committee has ap¬ 
proved a 10% increase in government compensation for 
veterans with service-connected disabilities. The House 
voted this same increase last year but the bill died 
in the Senate. 

The Food and Drug Administration has cautioned 
drug and pharmaceutical firms against indiscriminate 
distribution of physician’s drug samples. FDA says: 
“There recently came to our attention the fact that at 
several professional meetings potent prescription 
drugs were freely distributed to nonphysicians who 
happened to stop at the... exhibits.” 

Thomas B. McCabe of Swarthmore, Pa„ is a new 
member of the National Advisory Heart Council ol 
the Public Health Service. He is president of the Scott 
Paper Co. 

The Veterans Administration has developed a "car¬ 
diac monitor” that it says reduces the risk of sudden 
death during surgery. The portable device continuous¬ 
ly monitors the heartbeat. 
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CAUSES OF DELAYED AND OBSCURE INTRA-ABDOMINAL HEMORRHAGE 

FOLLOWING TRAUMA 

William A. Altemeier, M.D., Roger Sherman, M.D. 
and 

C. Thomas Fultz, M.1D., Cincinnati 


Trauma may result in intra-abdominal hemorrhage, 

' which may be immediate and obvious or delayed and 
obscure. The mortality' resulting from penetrating 
wounds of the abdomen with immediate hemorrhage 
has been significantly reduced from 30 to 50% to ap¬ 
proximately 10% as a result of recent advances in the 
therapy of shock and peritonitis and improved tech¬ 
niques of anesthesia. 1 On the other hand, the manage¬ 
ment of delayed intra-abdominal hemorrhage after 
trauma continues to be a problem, due to difficulties in 
diagnosis. The reported causes, of post-traumatic de¬ 
layed and obscure intra-abdominal bleeding include 
rupture of the spleen; exacerbation of temporarily 
arrested bleeding from lacerations of the liver, kidney, 
or pancreas; slow bleeding from the site of needle 
biopsy of the liver, spleen, or kidney'; the erosion of a 
_ vessel by drains or sepsis; and defects of the clotting 
mechanism, either congenital or acquired through 
disease or medication. 2 In addition, nonpenetrating 
injuries have caused isolated instances of hemorrhage 
in the mesentery of the colon or small intestine that 
became apparent only after a period of latency'. 2 Prob¬ 
lems encountered in the diagnosis and management of 
patients with obscure intra-abdominal bleeding led to 
a review of cases seen at the Cincinnati General Hos¬ 
pital during the past 16 years. 

Material of Study 

' Thirt >' patients with delayed or obscure intra-ab- 
ominal hemorrhage following trauma were seen on 
t e surgical service of the University of Cincinnati be¬ 
tween Jan. 1, 1940, and April 15, 1956 (table 1). 
etroperitoneal hematoma is more frequently en- 
' ^ countered after trauma that results in fractures of the 
rae ’ 0r sacrum * Not infrequently, patients 
* . * condition develop signs of vascular collapse 

at vanable intervals after injury. Since most of them 
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• Serious visceral injuries have sometimes been found 
in patients who at first appeared to have recovered 
promptly after nonpenetrating abdominal injuries. 
Thirty such patients between the ages of 9 and 
63 years have been classified as to the sources of 
delayed intra-abdominal hemorrhages following 
trauma. In three cases the source remained undeter¬ 
mined; in one it was the kidney; in three, the duodenal 
wall or pancreas; and in three, the liver. In 20 pa¬ 
tients, the largest group, the source was the spleen, 
and 9 of these patients had been beaten or kicked. 
The finding that delayed hemorrhage from the liver 
was less frequent than that from the spleen agrees 
with other reports indicating that when hemorrhage 
from the liver occurs it is likely to be immediate. 
Three cases are described in detail to illustrate hem¬ 
orrhage from the spleen after thoracentesis, hem¬ 
orrhage from the liver after a fall from a window, 
and subserosol hematoma of the duodenum after a 
football game. Needle biopsies were responsible for 
two instances of slow bleeding from the liver and one 
instance of hematoma of the kidney. When the diag¬ 
nosis of delayed hemorrhage with shock is estab¬ 
lished, the essential treatment is emergency operation 
to stop the bleeding at its source. 


can be managed by the prompt restoration of blood 
volume without operative intervention, they have not 
been included in this report. 

The ages of the patients included in the review 
varied from 9 to 63 years, the average age being 
34.7 years. Eighteen were males and 12 were females; 
the inequality is due to the increased exposure of 
males to trauma. The trauma responsible for the 
hemorrhage was nonpenetrating in 23 eases and 
was due to needle biopsy of the liver in 2 cases 
and to needle biopsy of the kidney in 1. Six cases 
resulted from automobile accidents, 7 from falls. 


Surgery of the Cincinnati General Hospital and the University of Cincinnati. 

on urgery, eneral and Abdominal, at the X05th Annual Meeting of the American Medical Association, 
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and 10 from abdominal blows. In all patients except 
one, the trauma could be localized over the organ in¬ 
jured. Ten of the patients, or 33%, had associated rib 
fractures. 

A period of latency with few or no symptoms after 
the original injury was present and varied from a 
minimum of 24 hours to a maximum of 15 days. The 


Tahle l.—Nature and Causes of Delayed and Obscure 
Inlra-ahdominal Hemorrhage 


Puw», 
Site of Total 
HcmorrhRKO No. 
Spleen. 20 


Liver. 3 


Duodenal. 3 

wall a ml/or 
pRnrrcftR 

Kidney. 1 


Undetermined 3 


loci- 

Nature Cause dcnce 

Delayed rupture or Auto accident........... 0 

exacerbation of Fall..................... 4 

hemorrhage Beaten or kicked. 9 

Thoracentesis........... 1 

Laceration with Fall............. 3 

exacerbation 

Slow bleeding Needle biopsy. 2 

Intramural hematoma Fall........ 2 

of duodenum 

Retroperitoneal Football Injury. 3 

hematoma 

Hematoma Needle biopsy. 3 

Postoperative Slipped ligature......... 2 

bleeding Heparin sodium. 3 


onset of delayed rupture of the spleen was not as¬ 
sociated with marked activity or secondary injury 
in this series. Three patients were awakened from 
sleep with sudden pain, and eight patients were on 
restricted activity in the hospital at the time of the 
delayed hemorrhage (table 2). 

Diagnosis 

The diagnosis of delayed intra-abdominal bleeding 
can be made clinically in a high percentage of cases if 
the examiner is familiar with the signs and symptoms 
of delayed splenic rupture, since this lesion is the most 
prevalent cause of delayed bleeding, occurring in 
two-thirds of our cases (table 3). The symptoms are 
primarily those of severe intraperitoneal hemorrhage, 
with development of shock of varying degrees and 
a falling red blood cell count, hemoglobin level, or 
hematocrit in a patient with previous injury to the 
left side of the upper part of the abdomen or the 
lower part of the left side of the chest. Pain referred 
to the shoulder (Kehr’s sign) was a persistent hut not 
constant finding in our series, being present in 17 
instances. Shifting dulness in the abdomen was an- 


Tadle 2.—Injuries Associated with Intra-abdominal Hemorrhage, 
and Patients’ Activities at Onset 


Cases, 
Site of' Total 
Hemorrhage No. 
Spleen. 20 


Associated Injuries 
Rib fractures .. 9 


Liver.... 3 

Duodenal**"* 3 

wall and/or 
pancreas 

Kidney. 3 

Undetermined 3 


Skull fracture . 3 

Rib fracture .. 1 

None 


Postoperative state 


Patient’s Activity 
at Onset 


Sleeping. 3 

Hospital patient . 8 

Ambulatory. 9 

Hospital patient . 3 

Hospital patient . 3 

Hospital patient ...... 1 

Hospital patient. 3 


other frequent sign, being noted in 15 instances. 
Pain and tenderness to palpation of the upper part of 
the abdomen were not conspicuous findings. The 
presence of tenderness in an upper abdominal quad¬ 
rant was found in 19 patients, but the intensity was 

usually not marked. 

Diagnostic paracentesis was performed on only one 
of our patients, but its more frequent use. would prob¬ 
ably be advantageous. In most eases, however, abdom¬ 


inal exploration will be indicated on the basis of 
the symptoms mentioned above, even in the event of 
a negative paracentesis. Its chief value is in those pa¬ 
tients in whom the diagnosis is obscure, Perhaps one 
of the best aids in diagnosis is a roentgenographie 
study of the abdomen, which may show medial or 
anterior displacement of the stomach with irregularity 
of the greater curvature as well as a downward dis¬ 
placement of the splenic flexure. Examination of tire 
patient in the Trendelenberg position after he has 
ingested a small amount of thin barium sulfate aids in 
establishing the presence of a perisplenic mass in 
the left subphrenic space. 

The common diagnostic errors, described by Bailey 
and Schreibcr, 2 " are caused by the lack of visible signs 
of injury to the anterior abdominal wall, a misleading 
history, a state of shock thought to be caused by 
associated injuries, or a false sense of security initiated 
by recession of the primary symptoms. In our series 
the correct diagnosis was made for all but two of the 
patients, one of whom died. Delayed bleeding from 
the liver is more difficult to diagnose than that from 
the spleen. In one case, delayed rupture was caused 
by a fall in which the patient landed on his feet with¬ 
out evident trauma to his abdomen or chest. The 
later development of shock was associated with nb- 


Tahle 2.—Symptoms and Signs of Delayed and Obscure 
Intra-abdominal Hemorrhage 

Slirnu 




Symptom* 


Upper 




0 - 

-A-— . 

- — , 

Quml- 



Corns 

Abdom¬ 



rnnt 


Site of 

Total 

inal 

Chest Shoulder 

Tender- 

Shifting Fluid 

Hemorrhage 

No. 

Pftln 

Puln 

Pain 

tiers 

DulfHw Wave 

Spleen 

20 

ir> 

5 

1G 

U 

10 2 

Liver 

3 

1 

1 

• • • 

... 

1 1 

Duodenal 

3 

3 



3 

... 

wall and/or 







puncren* 







Kidney 

1 

1 

l 

1 


l 

Undetermined 

3 

2 

1 

1 

2 

3 3 


dominal pain in the right upper quadrant, shifting 
dulness, jaundice, and pain referred to the right 
shoulder, which were helpful diagnostic signs. In pa¬ 
tients with intramural hematoma of the duodenum 
associated with retroperitoneal hematoma from injuries 
of the pancreas and duodenum, the roentgenographie 
findings are so distinctive that Felson and Levin 4 con¬ 
sider them to be pathognomonic. After a barium meal, 
swelling of the mucosa of the duodenum is obvious 
and appears as a coiled spring proximal to a filling de¬ 
fect caused by the hematoma. 

Thoracentesis or needle biopsy procedures should 
not in themselves cause shock, and any hypotension 
developing in the presence of abdominal tenderness 
and a fall of the red blood cell count after such min¬ 
imal trauma should suggest the possibility of intra¬ 
peritoneal bleeding from some source, particularly the 
spleen and liver. Delayed bleeding during the post¬ 
operative state, either from a slipped ligature or 
erosion of a vessel by infection or a drain, is partic¬ 
ularly hard to recognize. However, the same general 
principles of diagnosis obtain. 

Treatment 

Once the diagnosis of delayed hemorrhage with 
signs of shock has been established, the treatment is 
primarily one of emergency operation to control the 
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bleeding at the site of its origin. This is particularly 
true in the case of delayed rupture of the spleen. At¬ 
tempts at any procedure short of splenectomy are 
not indicated, since they subject the patient unneces¬ 
sarily to greater risks. Supportive treatment with 
blood transfusions may save the patients’ life by re¬ 
establishing the decreased blood volume and making 
possible anesthesia and operation. 

In delayed rupture of the liver or recurrent hemor¬ 
rhage from laceration or biopsy of this organ, immedi¬ 
ate laparotomy is also indicated. The treatment of 
each case depends on the type and extent of liver 
injury encountered. The general principles of man¬ 
agement of lacerations, tears, and contusions of the 
liver that are bleeding include the removal of all 
easily resected devitalized liver tissue; the arrest of 
hemorrhage by carefully placed, wide mattress sutures; 
and the use of minimal amounts of absorbable gelatin 
sponge (Gelfoam) or other foreign bodies that facil¬ 
itate clotting. The coagulating current of the Bovie 
electrosurgical unit may be used cautiously in some 
eases. All liver wounds should be adequately drained. 
In postoperative bleeding associated with shock, 
emergency laparotomy is usually indicated to secure 
the bleeding point. In some instances, however, con¬ 
servative treatment may be elected if the bleeding 
occurs into a confined space. Nonoperative treatment 
is indicated for patients with intramural hematoma of 
the duodenum unless other lesions or complications 
are present. 

Postoperative Complications .—Eight of our 30 pa¬ 
tients had postoperative complications consisting of 
partial separation of the wound in 2 patients, atelectasis 
of the lower lobe of the left lung in 1, pneumonia 
of the lower lobe of the left lung in 1, subphrenic 
abscess in 2, and pleural effusion, pulmonary’ infarc¬ 
tion, and epidural hematoma in 1 patient each. 

Three cases from this series have been selected for 
illustration of the diagnostic signs and clinical course 
presented by patients with delayed intra-abdominal 
bleeding. The abstracts of cases of patients with de¬ 
layed rupture of the spleen following thoracentesis, 
laceration of the liver in the absence of trauma to 
the abdominal or thoracic wall, and intramural hema¬ 
toma of the duodenum follow. 

Report of Cases 

Case 1.—A 34-year-old female was admitted to the medical 
service of Cincinnati General Hospital on July 19, 1952. She had 
been previously admitted in April, 1950, with the diagnosis of 
alcoholism and cirrhosis. She abstained from alcohol thereafter, 
and the hepatomegaly disappeared and normal liver function 
returned. She was seen in the obstetric clinic in the seventh 
month of pregnancy. A chest film taken during this visit showed 
a suspicious lesion in the upper lobe of the left lung and pleural 
effusion on the left side. She was admitted for further study. 
Physical examination when she was admitted revealed signs of 
fluid at the base and rales in the upper lobe of the left lung. The 
liver was palpably enlarged 1 cm. below the right costal margin. 
The hemoglobin level upon admission was 13 gm. per 100 cc., 
the white blood cell count 8,500 per cubic millimeter, and the 
urinalysis negative. 

On July 22, two attempts at thoracentesis through the left 
posterior axillary line were made. The patient complained im¬ 
mediately of pain in her left shoulder. Roentgenographie studies 
made later in the same day revealed a pleural effusion on the 
left and an active tuberculous infection of the left upper lobe. 
Roentgenograms of the abdomen showed a seven-month preg¬ 


nancy and a soft tissue mass in the left upper quadrant displacing 
the air bubble of the stomach medially and the splenic flexure of 
the colon inferiorly. 

The patient continued to complain of epigastric and left 
shoulder pain for the next few days. On the morning of July 25, 
there seemed to be much less pain, but at 6 p. m. of the same 
day, she suddenly developed severe epigastric pain radiating 
into the left lower quadrant, and her pulse rose to 124 beats per 
minute. The blood pressure was 130/80 mm. Hg, the hemoglobin 
level 8.5 gm. per 100 cc., and the white blood cell count 15,200 
per cubic millimeter. Her skin was cold and clammy. The upper 
part of the abdomen appeared to be full and there was a bulging 
umbilical hernia. Surgical consultation was obtained. A diagnosis 
of delayed rupture of the spleen was made, and abdominal 
exploration was done. There was 3,000 cc. of blood in the peri¬ 
toneal cavity, and the spleen was completely lacerated. During 
splenectomy, the patient’s blood pressure fell precipitously, but 
a higher level was reestablished with the infusion of three units 
of blood. On the third postoperative day she delivered a stillborn, 
36-week-old fetus. The patient then developed a subphrenic 
abscess that required incision nnd drainage on Aug. 22. She was 
discharged on Sept. 24. The pathology report indicated a rupture 
of a subcapsular hematoma of the spleen, and a definite hemor¬ 
rhagic tract could be seen extending from the hiium to the convex 
border of the spleen. This was thought to be the result of the 
passage of the thoracentesis needle. 

Case 2.—A 15-year-old boy was admitted to the Cincinnati 
General Hospital on June 7, 1944. He had been in good health 
until approximately one hour before admission, when he had 
jumped or fallen from a second-story window. His complaint on 
admission was abdominal pain. He was lethargic but conscious, 
and he answered questions. His blood pressure on admission was 
85/40 mm. Hg and his pulse rate 96 beats per minute. There 
was a large hematoma over the left eyelid and other small 
abrasions about the head. The abdomen was tense, with general¬ 
ized pain on palpation, particularly in the right upper quadrant. 
The hemoglobin level was 10.5 gm. per 100 cc., and the white 
blood cell count was 25,300 per cubic millimeter. Lumbar punc¬ 
ture revealed gross blood, but the tap was thought to be trau¬ 
matic. 

During transportation to the x-ray department, the patient 
suddenly became unconscious and his blood pressure fell to 
45/0 mm. Hg. Roentgenograms of the chest and abdomen were 
nondiagnostic. With the administration of blood and saline 
solution, the blood pressure rose to normal limits and the signs 
of abdominal tenderness became markedly improved. 

He was admitted for observation. During the ensuing 15 hours 
his level of consciousness steadily improved and his blood pres 
sure remained within normal range. His abdominal spasm and 
tenderness disappeared. There was no return of peristalsis. The 
sudden onset of severe pain in the right upper quadrant followed 
and was associated with an increase in his pulse rate to 135 beats 
per minute, a rapid fall in his blood pressure, and a fall in his 
hemoglobin level to 8 gm. per 100 cc. The patient was taken to 
the operating room, where exploratory laparotomy revealed mas¬ 
sive hemoperitoneum with a laceration of the right lobe of the 
liver extending from the gallbladder bed to the dome of the 
right lobe. The surfaces were bleeding freely. The laceration was 
sutured with absorbable surgical sutures, and the patient re¬ 
ceived three units of whole blood during the operative procedure. 

During the next three days, the patient rapidly developed 
marked icterus, a rising blood urea nitrogen level, and a tempera¬ 
ture of 102 F (38.9 C) to 104 F (40 C). He became comatose 
and, despite supportive therapy, died four days after admission 
to the hospital. The autopsy examination revealed that the 
hemorrhage from the liver had been controlled but that there 
were marked toxic changes of the liver parenchyma. Additional 
findings included a cerebral contusion with a small epidural 
hematoma and basal skull fracture. 


UASE J.-An 18-year-old male was admitted to the Cincinnati 
General Hospital on Nov. 17, 1951, after being struck in the 
abdomen during a football game seven hours earlier. Although 
he had been momentarily prostrated by the injury, he felt well 
for the next few hours. Three hours after the injur)', persistent 
dull pain in the upperpart of the abdomen occurred and slowly 
increased in intensity, ft was accompanied by vomiting, but not 
by hematemesis or melena. At the time of his admission, the 
patients temperature was 99 F (37.2 C), and the pulse, respira¬ 
tions, and blood pressure were within normal limits. The physical 
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examination gave negative results except for the presence of 
tenderness in the epigastrium and right flank. Laboratory data 
revealed the hemoglobin level to be 14 gm. per 100 cc., the 
white blood cell count 8,600 per cubic millimeter, the serum 
amylase level 646 Somogyi units, and the urinalysis negative. 
Roentgenograms of the abdomen with the patient in the prone 
and upright positions showed no evidence of free gas. A small 
amount of iodized oil (Lipiodol) was given by mouth and fol¬ 
lowed roentgenographically for eight hours to further rule out 
rupture of the duodenum. Except for some delay in transit, no 
abnormalities were seen. The low-grade fever and epigastric 
pain persisted. The white blood cell count rose to 14,000 per 
cubic millimeter, and the semm amylase level progressively fell 
to 124 units. 

On Nov. 21, an upper gastrointestinal series revealed a small 
extrinsic defect on the greater curvature of the gastric antrum 
and thickening of the mucosal folds of the proximal portion of 
the duodenum. In the distal part of the duodenum an intramural 
extramucosal type of defect was seen near the ligament of 
Treitz, and the valvulae conniventes in this region were crowded 
together. The roentgenographic findings were considered to be 
indicative of intramural inflammation or hemorrhage secondary 
to acute traumatic pancreatitis, possibly with perforation into 
the duodenum. A repeat examination on Nov. 25 gave similar 
findings. 

At surgical exploration on Nov. 27, a 20-cm. subserosal hema¬ 
toma was found in the distal part of the duodenum and proximal 
part of the jejunum. There was also a large hematoma in the 
adjacent retroperitoneal space, and the two hematomas com¬ 
municated, containing about 600 cc. of liquid and clotted blood. 
The head of the pancreas was indurated and showed a small area 
of fat necrosis. After the hematomas were evacuated, the ab¬ 
dominal wound was closed. The postoperative course was un¬ 
eventful, and the patient made a complete recovery. On Dec. 8, 
a gastrointestinal series showed marked regression of the previous 
roentgenographic findings. 

Pathology 

All of the spleens removed at operation and the two 
removed post mortem showed no evidence of preexist¬ 
ing disease. In the case of the laceration of die liver, 
no evidence of preexisting disease was found. Twelve 
of the 20 spleens showed a definite subcapsular hema¬ 
toma, which was massive in some instances and mul¬ 
tiple in others. 

Summary i Conclusions 

In patients with delayed or obscure intraperitoneal 
bleeding following trauma, delayed rupture of the 
spleen was the most frequent cause in our experience, 
occurring in 66% of the cases. Other causes seen by 
us during the past 16 years include delayed rupture 
of the liver, laceration of the pancreas, needle biopsies 
of the liver and kidney, intramural hematoma of the 
duodenum, and postoperative hemorrhage resulting 
from either a slipped ligature or heparin sodium 
therapy. In our experience, the incidence of im¬ 
mediate hemorrhage from a ruptured spleen was six 
times greater than that of delayed hemorrhage. The 
same incidence was reported by Bailey and Schreiber. 36 

The incidence of delayed bleeding from the liver 
following nonpenetrating trauma is more infrequent 
than that from the spleen, in our experience; hepatic 
lacerations are more productive of immediate hemor¬ 
rhage. During the period of this study, there were 11 
cases of acute rupture of the liver with intraperitoneal 
hemorrhage resulting from nonpenetrating injuries. 
The bleeding was immediate in 10 and delayed in 
only 1. However, Wright, Prigot, and Hill 21 have 


reported 27 cases of acute rupture of the liver, in¬ 
cluding 4 that might be classified as delayed rupture. 
In their experience, delayed hemorrhage from liver 
injuries had essentially the same incidence as that 
from splenic injuries, but this has not been true in our 
more limited study. 

The fact that a patient recovers promptly from a 
nonpenetrating abdominal injury does not rule out 
serious visceral injury. Lacerations may be present, 
but obscured by associated injuries, a slow rate of 
bleeding, or only temporary or. intermittent control 
of the bleeding point. 

In addition to the 30 patients who developed 
severe hemorrhage, there were an indeterminate num¬ 
ber of patients with lesser degrees of hemorrhage 
most of which went completely unrecognized. In 
some of these instances, the hematoma developing 
within the liver or spleen became transformed into a 
pseudocyst or a calcified cyst, which was found during 
autopsy after death from unrelated cases. 

The examiner should be alerted for obscure or de¬ 
layed hemorrhage when the patient has a history ol 
trauma. Other principal diagnostic aids include the 
usual signs of blood loss; the presence of abdominal 
pain, usually localized in the upper abdominal quad¬ 
rant; the reference of pain to the shoulders; the detec¬ 
tion of shifting dulness; or one or more fractured ribs. 
It is important to consider all patients with lower rib 
fractures as candidates for obscure splenic or hepatic 
bleeding. Abdominal roentgenograms and abdominal 
paracentesis are suggested for those cases in which 
the diagnosis is obscure and the patient’s condition 
will permit them. 

After the diagnosis of delayed hemorrhage with 
signs of shock has been established, tire essential treat¬ 
ment is emergency operation to control the bleeding 
at its point of origin and adequate supportive treat¬ 
ment. With accurate diagnosis and prompt surgical 
management, the prognosis in these cases is excellent. 
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CARCINOMA OF THE PROSTATE 

Rubin H. Flocks, M.D., Iowa City 


During the past 50 years, the development of knowl¬ 
edge with regard to cancer of the prostate has changed 
our concepts of this disease and made of the urologist 
not only a surgeon but a chemist, an endocrinologist, 
and a radiologist. In the context of these past 50 years 
I wish to discuss briefly some aspects of the incidence, 
life history', early diagnosis, and treatment of car¬ 
cinoma of the prostate. 

Incidence 

Hugh H. Young,’ in his paper on the early diagnosis 
and radical cure of prostatic cancer, called cancer of 
the prostate a common disease and stated that about 
one case in seven of prostatic enlargement in men 
past 50 years of age is cancerous. In this he was clear¬ 
ly ahead of his time. Soon confirmatory evidence from 
many clinics, culminating in the startling pathological 
studies of Rich” and Moore 3 and the more recent 
studies of Hinman, 4 indicated that approximately 15% 
of men over the age of 55 have cancer of the prostate 
and that, with the increasing age of our population, 
there are approximately 17 million males in the United 
States who fall into this category. Brendler 5 estimated 
from cancer mortality statistics that 5% of these would 
develop clinical cases and die of their cancer. It is of 
interest in the light of these and many other studies 
that indicate the increasing problem of prostatic can¬ 
cer to note that during the year July 1,1954, to July 1, 
1955, 182 new patients with prostatic cancer were 
seen at the University Hospitals in Iowa City. This 
was 0.8% of the admissions to the General Hospital 
and 9% of admissions to the urologic service. 

Life History 

Little is known of the etiology of prostatic cancer, 
and no relationships to other prostatie lesions, such 
as infection or hyperplasia, have been demonstrated. 
The epoch-making work of Huggins 6 with regard to 
hormonal relationships of prostatic cancer, indicating 
that administration of androgen increases the activity 
of prostatic cancer and administration of estrogen or 
castration decreases its activity, are of great interest 
and have stimulated a tremendous amount of research 
with regard to the endocrine relationships not only of 
prostatic cancer but of cancer in general, particularly 
uterine and breast cancer. However, castration, 
estrogen therapy, adrenalectomy, and hypophysecto- 
my seem to alter the life history of the cancer only 
temporarily, usually a matter of about one-half to two 
years. Then the prostatic cancer seems to continue 
its growth in an uncontrolled manner. Other types of 
palliative therapy, such as transurethral resection, 
simply correct physiological alterations produced by 

From the State University of Iowa, Department of Urology. 

Chairman’s address, read before the Section on Urology at the 
105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


• The results of palliative treatment of prostatie car¬ 
cinoma were observed in 1,249 patients followed for 
five years or more. The high incidence of this disease 
makes rectal examinations advisable in all men over 
50 years of age. The shortness of life expectancy and 
the amount of suffering seen when the treatment has 
been palliative argue in favor of radical pros¬ 
tatectomy. The advent of radical retropubic pros¬ 
tatectomy has made total extirpation more generally 
available; it has also shed new light on the mode of 
spread of the growth. Such spread was found in 30 
out of 100 patients without elevated acid phosphatase 
levels in the blood or evidence of bone involvement. 
Interstitial irradiation with a colloidal form of radio- 
go/d (Au' sb ) has been done in 389 patients with 
prostatie carcinoma that had extended too far locally 
to be operable but had not yet metastasized to ihe 
bones. It has been found possible to avoid radiation 
injury to the bladder and rectum , and of the first 100 
patients in this series 22 are alive without clinical 
evidence of disease. Endocrine therapy has often 
given dramatic though temporary improvement, and 
the relief from pain has in some cases been lasting. 
The modern treatment of prostatie carcinoma requires 
the combined resources of surgery, chemistry, en¬ 
docrinology, and radiology. 


the growth but have no influence upon its life history. 

Thus, although there are rather wide variations in 
the rate of growth of the individual tumor, and one 
may question the clinical significance of microscopic 
occult carcinoma, the clinical significance of the defi¬ 
nite cancerous nodule seems very important. This is 
confirmed by the results of a study of 1,249 patients 
treated palliatively at the University Hospitals and 
followed for five years or more (fig. 1). These results 
show dramatically that the presence of prostatie 
cancer lowers survival markedly. They do not show 
the high incidence of suffering and incapacitation as¬ 
sociated with the last few years of survival. It would 
seem clear from these observations that a search is 
still necessary for better techniques for early diagno¬ 
sis, so that surgical removal may be possible, and for 
other types of curative and palliative treatments. 

Early Diagnosis 

As yet, the only way to make an early diagnosis 
of cancer of the prostate is by biopsy of an area of the 
prostate found to be suspicious on rectal e.xamination. 
Because of the high incidence of the disease, all men 
over 50 years of age should be urged to have a rectal 
examination and all suspicious areas of firmness or 
hardness, if normal on x-ray, should be subjected to 
biopsy, unless there are contraindications with re¬ 
gard to the age and general condition of the patient. 
Biopsy can be carried out by the perineal punch. 
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transrectal punch, transurethral punch, open perineal, 
or open retropubic methods (fig. 2). Cytologieal 
methods, involving study of the prostatic secretion, 
are uncertain and may lead to dissemination of the 
tumor if one is present. If an adequate sample is to 
be obtained from a small lesion, biopsy should be 
carried out by a urologist trained in these techniques. 



Fig. 1.—Relationship of expected mortality to mortality for 
various age groups in patients with carcinoma of prostate. These 
patients were all treated palliatively, have all been followed for 
five years or more, and make up a combined study of two series 
of patients, one numbering 854 patients and the second, 395. 


Treatment 

Radical Prostatectomy .—The results of radical pros¬ 
tatectomy pioneered by the late Hugh Young and so 
ably developed by men like Belt 7 and Jewett 6 and 
others have been excellent in those cases where early 
lesions have been found. With spread beyond the 
prostatic capsule, only palliation was to be expected. 
The advent of radical retropubic prostatectomy made 
radical removal of the prostate more universally avail¬ 
able and also added the possibility of a more exact 
look at the local roots of spread of the neoplasm. To 
the high incidence of spread along local lymphatics 
about the regions of the seminal vesicles and to the 
capsule could now be added the high incidence of 
local and regional and lymph node involvement. This 
was 30% in our series of 100 cases without elevated 
acid phosphatase levels or evidence of bone involve¬ 
ment. 

Irradiation.— The advent of the radioactive isotopes 
necessitated a second look at the possibilities of adding 
radiation to our armamentarium for the management 
of carcinoma of the prostate that was not amenable 
to surgical removal by either type of radical prosta¬ 
tectomy. Interstitial irradiation for carcinoma of the 
prostate by the use of radium apparently was first 
carried out by Pasteau and Degrais in 1909 in Paris. 
Young began to use irradiation in 1914 for these cases, 
and his work culminated in a report of 100 cases 
treated at the Brady Urological Institute in Baltimore 
and reported by Clyde Deming” in 1922. These re¬ 
sults were unsatisfactory because of marked irradia¬ 


tion reactions in the adjacent bladder and rectum. 
However, they did show that the cancer did respond 
to radiation. The results of 100 cases in which the 
patients were treated with x-ray therapy at the Uni¬ 
versity Hospitals in Iowa. City in 1933, 1934, and 
1935 by Drs. N. G. A1 cock and H. D. Kerr again were 
unsatisfactory because of irradiation effects upon the 
bladder and rectum. 

The use of radioactive isotopes with their tremen¬ 
dous versatility would seem to offer the possibilities 
of intensive irradiation for the lesion and at the same 
time, associated with this', little radiation to the 
bladder and rectum, so that by making use of the 
peculiar properties of various radioactive isotopes, 
one might destroy the lesion and at the same time 
leave the surrounding normal tissues relatively intact. 
In 1951, in conjunction with H. D. Kerr of the de¬ 
partment of radiology and others, 10 I began an ex¬ 
perimental and clinical study utilizing the radioactive 
isotope of gold (Au ltlS ), which seemed to have the 
following properties peculiarly fitted for this particu¬ 
lar study: (1) nontoxic; (2) half-life of 2.7 days; (S) a 
90% beta emitter so that a large tumor dose with little 
reaction of the surrounding tissues is possible; the 
beta emission penetrates only a few millimeters be¬ 
yond its location; (4) where it has been injected it 
sets up literally billions of radiation points; and (5) 
remains at the site of injection (95%). In addition, the 
following peculiar properties of the carcinoma of the 
prostate seemed to fit it for this type of therapy: 1. 
The prostatic cancer is radiosensitive to large doses of 
irradiation. 2. It lies within a fascial capsule that holds 
the infiltrated isotope in the desired location. 3. The 
seminal vesicles and involved lymphatic vessels also 
lie in a fascia] compartment that helps to hold radio¬ 
active solution in desired location. 4. The retropubic 
approach allows ready access to all portions of the 
prostate, seminal vesicles, and regional lymphatics, so 
that the dose per gram of tissue may be easily ap¬ 
praised. 5. The over-all total dosage required is small 
because the tumor mass is relatively small. 

As a result of these studies, it was shown that the 
most difficult thing to achieve was adequate distribu- 


Complications of Interstitial Irradiation Therapy of Carcinoma 
of the Prostate in First Hundred Cases 


Total patients Involved 

Rectal Irritation. 

Rectal bleeding. 

Rectal ulceration. 

Rectal stricture. 

Colostomy... 

Rcctalurethral fistula . 
Delayed wound healing 
Urethral calculus.. 


Case No. Case No. 

1-50 51 -100 

S/23/51 to 1/18/52 to 
7/8/52 7/3/52 

15 3 

13 
4 
4 
4 
3 
1 


Total 
100 Cases 
18 
13 
4 
4 
4 
3 
1 


1 1 2 


tion of the radiation about the tumor and its extension 
to the lateral pelvic wall, to the lymphatics about the 
seminal vesicle, and to the regional lymphatics. 

However, as these studies, both clinical and experir 
mental, continued, many of the problems associated 
with distribution were overcome. It was found pos-. 
sible to avoid damage to the rectum and to the sur¬ 
rounding tissues such as that which occurred in 18 of 
the first 100 cases (see table). No rectal complications 
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have occurred in the ensuing 289 cases. The only 
complication that has occurred with any frequency in 
these latter cases has been urethral calculus, which 
has occurred in about 2% of the cases. Leukopenia 
has occurred in six instances. This has been transient 
and has readily responded to blood transfusion and 
general supportive therapy. 

It was found possible to overcome many of the 
problems of distribution by cutting the volume of the 
injected fluid down low, thus increasing the concentra¬ 
tion of radioactivity in the solution that 
is injected. It was found that repeated S 
injections were safe and useful in overcoming ; 
areas previously not destroyed (fig. 3). It was ; 
also found necessary and possible to remove 
large masses of the carcinoma, so that the total 
amount of irradiation to be applied would not 
exceed dangerous limits for the surrounding 
normal tissues. By these gradual improve¬ 
ments in technique, better results were 
achieved, with the avoidance of complications. 

Up to the present time, 389 such patients have 
been treated. These are a selected group of 
individuals who had carcinoma of the prostate 
that was not amenable to removal by radical 
surgery and, at the same time, that showed no 
evidences of dissemination of the lesion be¬ 
yond the region of the regional lymph nodes. 

Their serum acid phosphatase levels were nor¬ 
mal and x-ray studies of the bones showed no 
evidences of bony metastasis. In such a group, 
particularly in those instances where the re¬ 
gional lymph nodes were not grossly involved 
with tumor, there was evidence that interstitial 
irradiation with radioactive gold made a real 
addition to our armamentarium in the manage¬ 
ment of these patients. Our results in the first 
100 patients treated by interstitial irradiation 
with colloidal gold solution of radioactive gold 
(injected by techniques now archaic) show 
the possibilities involved: 27 are alive with 
clinical evidence of disease and 22 are alive 
without; 30 died with clinical evidence of dis¬ 
ease and 20 died without. 

Although, from a clinical point of view, a 
tremendous amount of work has been done 
since the monumental work of Huggins, en¬ 
docrine therapy for carcinoma of the prostate 
has not proved curative. However, it has defi¬ 
nitely demonstrated its value, and these state¬ 
ments may be made about it: 1. There is 
no question that, in the vast majority of pa¬ 
tients with carcinoma of the prostate, endo¬ 
crine therapy will give dramatic improvement, 
relief of pain, decrease in the size of the 
original tumor and its metastasis, and gen- 
^eral improvement. 2. This improvement is 
only temporary, with the possible exception of relief of 
pain, which may be lasting. No definite cures have been 
reported. However, the duration of the improvement 
varies tremendously from a few months to several 
years. The time and'method of administration of the 
endocrine therapy are not agreed upon. The following 


methods are in use by experienced urologists: (1) no 
endocrine therapy unless pain is present; (2) immedi¬ 
ate castration followed by estrogen therapy only if 
pain occurs; (3) immediate castration and estrogen 
therapy to inhibit the androgen from sources other 
than the testis; and (4) immediate estrogen adminis¬ 
tration (when the effects of this wear off, castration is 
carried out) or androgen administration in some cases 
in which there are extensive lesions that are not bene¬ 
fited by diethylstilbestrol therapy. 



Fig. 2.—Techniques for biopsy of prostate in cases of suspected cancer. 
A, perineal punch; B, transurethral punch; C, open perineal; and D, open 
retropubic. 


The dosage of the estrogen has varied from 1 mg. 
daily to several hundred milligrams. Larger doses are 
now being used at times. In many cases very large 
doses seem to relieve metastatic bone pain when small 
or moderate doses have failed. The recent develop¬ 
ment of diethylstilbestrol diphosphate makes it easy 
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transrectal punch, transurethral punch, open perineal, 
or open retropubic methods (fig. 2). Cytological 
methods, involving study of the prostatic secretion, 
are uncertain and may lead to dissemination of the 
tumor if one is present. If an adequate sample is to 
be obtained from a small lesion, biopsy should be 
carried out by a urologist trained in these techniques. 



Fig. 1.—Relationship of expected mortality to mortality for 
various age groups in patients with carcinoma of prostate. These 
patients were all treated palliatively, have all been followed for 
five years or more, and make up a combined study of two series 
of patients, one numbering 854 patients and the second, 395. 


Treatment 

Radical Prostatectomy .—The results of radical pros¬ 
tatectomy pioneered by the late Hugh Young and so 
ably developed by men like Belt 7 and Jewett 8 and 
others have been excellent in those cases where early 
lesions have been found. With spread beyond the 
prostatic capsule, only palliation was to be expected. 
The advent of radical retropubic prostatectomy made 
radical removal of the prostate more universally avail¬ 
able and also added the possibility of a more exact 
look at the local roots of spread of the neoplasm. To 
the high incidence of spread along local lymphatics 
about the regions of the seminal vesicles and to the 
capsule could now be added the high incidence of 
local and regional and lymph node involvement. This 
was 30% in our series of 100 cases without elevated 
acid phosphatase levels or evidence of bone involve¬ 
ment. 

Irradiation .—The advent of the radioactive isotopes 
necessitated a second look at the possibilities of adding 
radiation to our armamentarium for the management 
of carcinoma of the prostate that was not amenable 
to surgical removal by either type of radical prosta¬ 
tectomy. Interstitial irradiation for carcinoma of the 
prostate by the use of radium apparently was first 
carried out by Pasteau and Degrais in 1909 in Paris. 
Young began to use irradiation in 1914 for these cases, 
and his work culminated in a report of 100 cases 
treated at the Brady Urological Institute in Baltimore 
and reported by Clyde Deming 8 in 1922. These re¬ 
sults were unsatisfactory because of marked irradia¬ 


tion reactions in the adjacent bladder and rectum. 
However, they did show that the cancer did respond 
to radiation. The results of 100 cases in which the 
patients were treated with x-ray therapy at the Uni¬ 
versity Hospitals in Iowa City in 1933, 1934, and 
1935 by Drs. N. G. Alcock and H. D. Kerr again were 
unsatisfactory because of irradiation effects upon tire 
bladder and rectum. 

The use of radioactive isotopes with their tremen¬ 
dous versatility would seem to offer the possibilities 
of intensive irradiation for the lesion and at the same 
time, associated with this' little radiation to the 
bladder and rectum, so that by making use of the 
peculiar properties of various radioactive isotopes, 
one might destroy the lesion and at the same time 
leave the surrounding normal tissues relatively intact. 
In 1951, in conjunction with H. D. Kerr of the de¬ 
partment of radiology and others, 10 I began an ex-, 
perimental and clinical study utilizing the radioactive 
isotope of gold (Au I88 ), which seemed to have the 
following properties peculiarly fitted for this particu¬ 
lar study: (1) nontoxic; (2) half-life of 2.7 days; (3) a 
907c beta emitter so that a large tumor dose with little 
reaction of the surrounding tissues is possible; the 
beta emission penetrates only a few millimeters be¬ 
yond its location; (4) where it has been injected it 
sets up literally billions of radiation points; and (5) 
remains at the site of injection (95%). In addition, the 
following peculiar properties of the carcinoma of the 
prostate seemed to fit it for this type of therapy: 1. 
The prostatic cancer is radiosensitive to large doses of 
irradiation. 2. It lies within a fascial capsule that holds 
the infiltrated isotope in the desired location. 3. The 
seminal vesicles and involved lymphatic vessels also 
lie in a fascial compartment that helps to hold radio¬ 
active solution in desired location. 4. The retropubic 
approach allows ready access to all portions of the 
prostate, seminal vesicles, and regional lymphatics, so 
that the dose per gram of tissue may be easily ap¬ 
praised. 5. The over-all total dosage required is small 
because the tumor mass is relatively small. 

As a result of these studies, it was shown that the 
most difficult thing to achieve was adequate distribu- 


Complications of Interstitial Irradiation Therapy of Carcinoma 
of the Prostate in First Hundred Cases 


Total patients Involved. 

Rectal Irritation. 

Rectal bleeding: .. 

Rectal ulceration . 

Rectal stricture. 

Colostomy. 

Rectnluretbral fistula .. 
Delayed wound healing. 
Urethral calculus . 


Case No, Case No. 

1-50 5MOO 

3/23/51 to 1/18/52 to 
1/8/52 7/3/52 

16 3 

13 
4 
4 
4 
3 
1 

9 

1 1 


Total 
100 Cases 
38 
13 
4 
4 
4 
3 
1 
2 
2 


tion of the radiation about the tumor and its extension 
to the lateral pelvic wall, to the lymphatics about the 
seminal vesicle, and to the regional lymphatics. 

However, as these studies, both clinical and experi¬ 
mental, continued, many of the problems associated 
with distribution were overcome. It was found pos-. 
sible to avoid damage to the rectum and to the sur¬ 
rounding tissues such as that which occurred in 18 of 
the first 100 cases (see table). No rectal complications 
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have occurred in die ensuing 289 cases. The only 
complication that lias occurred with any frequency in 
these latter cases has been urethral calculus, which 
has occurred in about 2% of the cases. Leukopenia 
has occurred in six instances. This has been transient 
and has readily responded to blood transfusion and 
general supportive therapy. 

It was found possible to overcome many of the 
problems of distribution by cutting the volume of the 
injected fluid down low, thus increasing the concentra¬ 
tion of radioactivity in the solution that 
is injected. It was found that repeated S 
injections were safe and useful in overcoming 
areas previously not destroyed (fig. 3). It was : 
also found necessary and possible to remove 
large masses of the carcinoma, so that the total 
amount of irradiation to be applied would not 
exceed dangerous limits for the surrounding 
normal tissues. By these gradual improve¬ 
ments in technique, better results were 
achieved, with the avoidance of complications. 

Up to the present time, 389 such patients have 
been treated. These are a selected group of 
individuals who had carcinoma of the prostate 
that was not amenable to removal by radical 
surgery and, at the same time, that showed no 
evidences of dissemination of the lesion be¬ 
yond the region of the regional lymph nodes. 

Their serum acid phosphatase levels were nor¬ 
mal and x-ray studies of the bones showed no 
evidences of bony metastasis. In such a group, 
particularly in those instances where the re¬ 
gional lymph nodes were not grossly involved 
with tumor, there was evidence that interstitial 
irradiation with radioactive gold made a real 
addition to our armamentarium in the manage¬ 
ment of these patients. Our results in the first 
100 patients treated by interstitial irradiation 
with colloidal gold solution of radioactive gold 
(injected by techniques now archaic) show 
the possibilities involved: 27 are alive with 
clinical evidence of disease and 22 are alive 
without; 30 died with clinical evidence of dis¬ 
ease and 20 died without. 

Although, from a clinical point of view, a 
tremendous amount of work has been done 
since the monumental work of Huggins, en¬ 
docrine therapy for carcinoma of the prostate 
has not proved curative. However, it has defi¬ 
nitely demonstrated its value, and these state¬ 
ments may be made about it: 1. There is 
no question that, in the vast majority of pa¬ 
tients with carcinoma of the prostate, endo¬ 
crine therapy will give dramatic improvement, 
relief of pain, decrease in the size of the 
original tumor and its metastasis, and gen¬ 
eral improvement. 2. This improvement is 
only temporary, with the possible exception of relief of 
pain, which may be lasting. No definite cures have been 
reported. However, the duration of the improvement 
varies tremendously from a few months to several 
years. The time and'method of administration of the 
endocrine therapy are not agreed upon. The following 


methods are in use by experienced urologists: (1) no 
endocrine therapy unless pain is present; (2) immedi¬ 
ate castration followed by estrogen therapy only if 
pain occurs; (3) immediate castration and estrogen 
therapy to inhibit the androgen from sources other 
than the testis; and (4) immediate estrogen adminis¬ 
tration (when the effects of this wear off, castration is 
carried out) or androgen administration in some cases 
in which there are extensive lesions that are not bene¬ 
fited by diethylstilbestrol therapy. 



Fig. 2.—Techniques for biopsy of prostate in cases of suspected cancer 
retropubic 1 pi,nci ' ; B > transurethral punch; C, open perineal; and D, open 


The dosage of the estrogen has varied from I mg 
daily to several hundred milligrams. Larger doses are 
now being used at times. In many cases very large 
doses seem to relieve metastatic bone pain when small 
or moderate doses have failed. The recent develop¬ 
ment of diethylstilbestrol diphosphate makes it easy 
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and safe to give very large doses, as high as 1,000 to 
1,500 mg. daily, either intravenously or by mouth in 
appropriate instances. 

When the patient relapses after orchiectomy and 
estrogen administration, techniques for altering the 
function of the adrenal cortex seem to be of value. 
These consist essentially of bilateral adrenalectomy, 
cortisone administration, or irradiation of the hy¬ 
pophysis or hypophysectomy. The most recent view 
with regard to bilateral adrenalectomy is that it is of 
relatively little value (with dramatic exceptions) in pa¬ 
tients with carcinoma of the prostate who have become 
relapsed after orchiectomy and estrogen administra¬ 
tion. Cortisone administration, however, seems to be of 



Fig. 3.—Photomicrographs and drawings illustrating course of 
disease in 57-year-old male admitted Aug. 27, 1952. Top, pre¬ 
operative drawing and section; bottom, postoperative drawings 
and sections. Note rectal findings after two months of estrogen 
therapy (received 125 me. injected by combined transvesical 
extraprostatic route); secondary injection Oct. 16, 1952, resulted 
in rectal findings as illustrated on June 17, 1953. Two biopsies 
taken one year and one year and six months later by the perineal 
punch and transurethral methods have been negative. The 
prostate rectally has remain unchanged. 

help, although whether its action is mediated through 
the cortex of the adrenal or through the pituitary is 
still a moot question. It is also reported that in some 
instances hypophysectomy or destruction of the pitui¬ 
tary by irradiation is of value in the far-advanced 
cases of patients who are relapsed after estrogen 
therapy and orchiectomy. Such remissions obtained 
by cortisone or bilateral adrenalectomy or hypophys¬ 
ectomy are usually short-lived but occasionally will 
go on for many months. 

Combination therapy has also proved to he of value, 
particularly for palliation. Endocrines have been used 
to reduce the size of the lesion and thus make it, at 
times, amenable to surgical removal. At times, as 


indicated previously, irradiation has been added to the 
surgical and hormonal therapy. In some instances 
nitrogen mustard therapy has been useful for the con¬ 
trol of pain in disseminated prostatic cancer. Time 
alone will evaluate such combined therapeutic 
measures. 

Summary 

Some 50 years have served to change rather marked¬ 
ly ideas with regard to cancer of the prostate. They 
have confirmed Hugh H. Young’s impression of the 
great frequency of the disease. They have shown the 
usefulness of radical prostatectomy for early cancer 
of the prostate. They have shown the possibilities of 
radical retropubic prostatectomy. They have served 
to emphasize the high incidence of lymphatic metas¬ 
tasis in this disease. They have brought out the re¬ 
lationships of this disease and cancer in general to the 
endocrine system from both biological and therapeutic 
points of view. They have seen the development of 
radiation therapy for prostatic cancer, with the utiliza¬ 
tion of not only radium and x-ray machines but also 
radioactive isotopes. These 50 years have indeed made 
of the urologist who works with prostatic cancer a 
surgeon, a chemist, an endocrinologist, and a radi¬ 
ologist. 

University Hospitals. 
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Psychotherapy in General Practice.—There are three areas of medical practice to which 
psychologic insight may he applied constructively. In the diagnostic area we believe that 
the doctor must recognize and classify the predominant way in which the patient relates to 
him, so that a rational approach may be made to therapy. In the therapeutic area we attempt 
to indicate how clarifying the doctor-patient relationship may create an optimal therapeutic 
climate and encourage the greatest readiness to cooperate with medical procedure. The third 
area in which psychologic insight may be applied concerns the doctor and his self-awareness. 
We attempt to teach our students that some understanding of their own reactions to patients 
not only makes them more comfortable, but enhances their diagnostic and therapeutic skill. 
—E. A. Hargrove, M.D., and C. T. Bever, M.D., Psychotherapy and the Family Physician, 
North Carolina Medical Journal, October, 1956. 
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USE OF PREDNISONE, AND PREDNISOLONE IN 
TREATMENT OF ALLERGIC DISEASES 

Earl B. Brown, M.D. 
and 

Thomas Seideman, M.D., New York 


Bunim and co-workers ’ have proved that prednisone 
and prednisolone, the analogues of cortisone and 
hydrocortisone, are effective in the treatment of rheu¬ 
matoid arthritis. Several authors " have also used these 
drugs effectively in various allergies, but they have 
disagreed on dosage. We undertook a study to de¬ 
termine the optimum dosage, both initial and main¬ 
tenance, for treatment of allergies. Our study also 
included observations on side-effects, as regards their 
incidence, type, and severity, and on the other diffi¬ 
culties encountered in administering synthetic corti¬ 
costeroids. 

One hundred ninety patients with various allergies 
received prednisone or prednisolone. (No patient in 
this group had a history of diabetes mellitus, pul¬ 
monary tuberculosis, hypertension, or significant 
gastrointestinal symptoms.) Seventy-eight patients with 
hay fever served as a control group. Since we had 
previously concluded that clinical results obtained 
with the two compounds do not differ, the tables in 
this report do not specify which one of the two drugs 
any one patient received. The study, which was begun 
in April, 1955, included 64 patients with bronchial 
asthma, 38 with allergic dermatoses, 79 with seasonal 
allergic rhinitis (ragweed pollinosis), and 9 with per¬ 
ennial allergic rhinitis, as well as the control group of 
78 wtients until hay fever. 

Bronchial Asthma ' 

The 64 patients with bronchial asthma were given 
10 mg. of prednisone or prednisolone four times a day 
for two days. The dosage was then gradually de¬ 
creased so that within a week the patient was receiv¬ 
ing a maintenance dose of 5 mg. two or three times 
a day. An initial dosage of less than 40 mg. a day 
usually proved inadequate. If a patient’s condition did 
not improve when he was receiving 40 or 50 mg. of 
the drug a day, it usually did not improve when the 
dosage was increased to 60 to 100 mg. a day. 

We have found that physicians have sometimes 
misused the synthetic corticosteroids in treating 
bronchial asthma. Cases 1 and 2, given below, illustrate 
two common errors. 

Case 1.—After upper respiratory infections, a 5-year-old fe¬ 
male had asthma for one year. She had received antibiotics and 
bronchodilators. The physician had also prescribed 2.5 mg. of 
prednisone with an ephedrine capsule for relief of acute ex- 
k Rations of the asthma. However, one of us (E. B. B.) con¬ 
cluded, upon seeing the patient in consultation, that the steroid 
was not necessary, since ephedrine alone relieved the exacerba- 

From the Division of Medicine and Social Medicine, Monte- 
itore Hospital. 

Bead in the Session on Allergy before the Section on Miscel- 
aneous Topics at the 105th Annual Meeting of the American 
Medical Association, Chicago, June 14,1956. 


• Prednisone and prednisolone were administered 
interchangeably in varying dosages by mouth to pa¬ 
tients with allergies, in order to determine the quan¬ 
tities needed for initial treatment and for mainte¬ 
nance. In 64 patients with bronchial asthma, the initial 
dosage was found to be 10 mg. four times per day for 
two days, and the maintenance dosage 5 mg. two or 
three times per day. In 38 patients with allergic der¬ 
matoses the initial dosage was found to be 30 to 
40 mg. per day for three or four days, and the mainte¬ 
nance dosage 2.5 mg. per day. In 79 patients with 
seasonal allergic rhinitis the initial dosage was found 
to be 15 to 20 mg. per day for two or three weeks. 
In nine patients with perennial allergic rhinitis, the 
initial dosage was found to be 10 mg. four times per 
day If or two days) and the maintenance dosage 5 mg. 
twice per day. The histories of 13 patients are given 
to illustrate the fact that these hormones do not take 
the place of bronchodilator drugs, the need for ade¬ 
quate dosage, the usefulness of these hormones for 
either intermittent or continuous therapy, and their 
effects in rhinitis and dermatoses. The most frequent 
side-reactions noted were increased appetite and 
urinary frequency. These reactions were less frequent 
and less severe than those observed when cortisone 
and hydrocortisone are used for the above purposes. 
It was also less necessary to control the intake of 
sodium and potassium. Prednisone and prednisolone 
have substantial advantages over cortisone and hy¬ 
drocortisone in the treatment of allergies, although 
they are not a substitute for careful individual man¬ 
agement. 


tions. As a general rule, steroids cannot replace common 
bronchodilators. Only when sympathomimetic drugs fail are 
corticosteroids indicated. 

Case 2.— A 51-year-old female came to us on Oct. 22, 1955, 
during an acute exacerbation of chronic asthma, which had 
begun five days before. She had received antibiotics, potassium 
iodide, and 20 mg. of prednisone a day. Because of her cough¬ 
ing, we could not determine her vital capacity. She was given 
40 mg. of prednisone a day and within 48 hours had improved 
markedly. Her vital capacity at that time registered 1.4 liters. 
She then was given only 30 mg. of prednisone a day for two 
days. After that the dosage was decreased to 20 mg. and then to 
10 mg. daily. After four days, when her vital capacity was 1.8 
liters, medication was discontinued. This patient had required 
steroids, but the initial dosage of 20 mg. a day had been in¬ 
adequate. 

Table 1 shows the percentage of our group of 64 
patients with bronchial asthma who achieved 90-100% 
relief while on steroid therapy. As can be seen, 37 of 
the 64 patients required synthetic steroids for more 
than three weeks. Some have taken them for 9 to 12 
months without untoward effect Although most pa¬ 
tients obtained relief in 4 days, the majority needed 
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to take the drug for at least 12 days. Case reports are 
given below to illustrate the use of each general type 
of therapy—short-term, intermittent, and continuous. 

Short-term Therapy 

Case 3.— A 33-year-old male had had hay fever due to rag¬ 
weed pollen seasonally since 1946 and bronchial asthma sea¬ 
sonally since 1949. Hyposensitization had given moderate relief 
in 1950. In 1951, the patient again developed asthma during 
the ragweed season. Treatment consisted of antibiotics, ex¬ 
pectorants, and bronchodilators. In 1952, during the ragweed 
season, asthma recurred; but, after administration of cortisone 
for 15 days, the symptoms disappeared and medication was 
discontinued. However, two weeks later, cortisone therapy was 
again required for two additional weeks. In 1953 and 1954, 
when the patient had his bedroom air-conditioned, he reported 
very few allergic symptoms. However, during the 1955 ragweed 
season, he again developed asthma. Prednisone, 40 mg. daily, 
produced marked improvement in 48 hours, and his vital ca¬ 
pacity, impossible to estimate at first, was 4 liters. (His normal 
capacity was 5 liters.) Four days later, on this short-term ther¬ 
apy, the patient was completely symptom-free and his vital 

Table 1 .—Results of Treatment with Prednisone orPrednisolone° 
in Patients with Bronchial Asthma 


Patients 


1. 

Day 

No. on Therapy 

% Receiving 
90-100% ReJiel 

8 

•7 



20 

3. 



40 

\ . 


RA 




fii 

86 

0. 


i i 64 

77 

7. 


«*»»••»»» 62 

80 

8. 


. 62 

83 

n. 



82 

10. 



81 

n. 


. 57 

79 

12. 



89 

13.. 



84 

14. 



78 

15. 



71 


It;. 15 73 



. 43 

66 

65 

78 

19. 


20. 



. 37 

66 


* Initial dosage ranged from 30 to 50 mg. In S3% of patients: main, 
tcnnnce dosnge ranged from 5 to 15 mg. 

capacity had risen to 4.2 liters. The dosage of prednisone was 
reduced by 2.5 mg. a day, but, after two weeks, the drug was 
withdrawn because the patient had developed an acneform rash. 
Although the patient was symptom-free, his vital capacity did 
not return to normal until five weeks after the onset of asthma. 

Case 4.—A 60-year-old female had had three polypectomies 
in 14 years and had suffered from anosmia for 18 months. One 
year before consultation she had developed a cough and started 
having bouts of wheezing. She received 40 mg. of prednisone 
daily, with gradual reduction of the dosage to 10 mg. by the 
seventh day. Within 48 hours after therapy had been started, 
the wheezing stopped; after 72 hours, the patient’s sense of 
smell returned. During the second week, she received 2.5 to 
5.0 mg. of the drug daily. For the next 30 days she took 2.5 
mg. every other day, and her symptoms disappeared completely. 
From Sept. 1, 1955, to March 29, 1956, ephedrine controlled 
the slight bouts of wheezing. 

Cases 3 and 4 illustrate the use of prednisone for 
short-term therapy of pollen asthma. No special diet 
was necessary, and the patients accepted therapy with¬ 
out difficulty. Their weight and blood pressure re¬ 
mained constant. The urinary gtucose values were 
repeatedly found to be normal. 


J.A.M.A., March 2, 1957 

Intermittent Therapy 

Case 5.—When she was first examined on Sept. 20, 1950, a 
55-year-old female was found to have chronic pulmonary 
fibrosis, emphysema, and bronchial asthma. During her 25-year 
-history of asthma, she had been treated by many allergists in 
various parts of the country. In addition to hyposensitization, 
she constantly required bronchodilators and expectorants. On 
April 25, 1954, during a severe exacerbation of asthma, she was 
started on therapy with cortisone, 200 mg. a day. Within six- 
days her symptoms had been relieved. Dosage was gradually 
reduced and then discontinued on Oct. 12, 1954. Cortisone was 
again required two weeks later; however, use of the drug was 
finally discontinued on Dec. 21, when the patient was free of 
symptoms. While taking the steroid, the patient was on a low- 
salt diet and took supplementary potassium orally. During these 
courses of therapy, no significant side-reactions occurred. 

On April 16, 1955, the patient was given prednisone, 40 mg. 
a day, because of uncontrollable wheezing and dyspnea. After 
48 hours, symptomatic relief was marked, and the dosage was 
gradually reduced. Auscultation showed her chest to be entirely 
clear by April 22; prednisone was withdrawn two days later. 
The only significant side-reaction the patient noted was a 
marked increase fa appetite. When severe asthma recurred 1(1 
weeks later, therapy with prednisone, 30 mg. a day, was re¬ 
sumed. One week later, after her symptoms had completely 
disappeared, the dosage was reduced to 10 mg. a day; therapy 
was stopped entirely on Aug. 1, 1955. On Aug. 30, 1955, be¬ 
cause of severe hay fever and asthma, use of prednisone, 40 mg. 
a day, was again resumed. The hay fever disappeared in 12 
hours, and the asthma was controlled. Dosage was gradually 
reduced to 10 mg. daily, and, on Sept. 13, 1955, since the pa¬ 
tient was free of symptoms, the drug was withdrawn. Therapy 
with prednisone was again necessary five weeks later for a 
period of three weeks, and it also was given from Dec. 15, 1955, 
to Feb. 15, 1956. From April 15, 1955, to Feb. 14, 1956, the 
patient’s weight increased from 99.75 to 111.75 lb. (45.2 to 
50.6 kg.). Diuretics did not affect it. Blood chemistry values 
were unchanged, and her blood pressure remained within 
normal limits. Moon-face appeared during the time of therapy 
with higher dosage of prednisone, but it disappeared as the 
dosage was tapered off. Between courses of prednisone therapy, 
the patient was treated with antibiotics, expectorants, and 
bronchodilators. Thus, the patient, formerly a semi-invalid, was 
able, by intermittent use of the newer steroids, to gain weight 
and resume normal activity. No serious side-reactions have oc¬ 
curred. The patient cannot maintain improvement without 
steroid therapy for longer than six or eight weeks. 

.Case 6.—A 40-year-old male had had perennial bronchial 
asthma, bacterial in origin, for eight years. He first came to us 
on Nov. 14, 1955, after having had severe symptoms for three 
weeks. Physical examination revealed dyspnea, with the use of 
the accessory muscles of respiration. His cough was severe, and 
there was wheezing throughout his chest. The remainder of the 
physical examination, including routine blood and urine tests 
and chest x-ray, was normal. The patient was started on therapy 
with 40 mg. of prednisone a day, iodides, and antibiotics. After 
24 hours he felt. well, although his chest was not clear on 
auscultation until 11 days later. His vital capacity, at first im¬ 
possible to estimate, rose to 3.6 liters. The patient, who had 
not worked for three weeks, was able to resume his usual duties 
within 48 hours. Medication was stopped on Dec. 21, 1955. The 
patient did very well with the occasional use of ephedrine and 
iodides until Feb. 29, 1956, when he returned for treatment 
because of severe dyspnea after an upper respiratory infection. 
He was given 40 mg. a day of prednisone as well as iodides and 
an antibiotic. Prednisone was withdrawn by March 8, 1956. 
The patient continued to do well with hyposensitization to dust 
and bacteria. Thus this patient, previously disabled during an 
asthmatic attack, was enabled by intermittent short courses of 
prednisone therapy to continue working. On this regimen no 
dietary restrictions are necessary. 

Continuous Therapy 

Certain patients have become invalids or semi¬ 
invalids because of asthma. Cortisone, hydrocortisone, 
and corticotropin have helped such patients, but the 
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stringent dietary restrictions the use of these drugs 
necessitates are inconvenient. The newer steroids, 
which do not necessitate such restrictions, have been 
more convenient to use. Several of the 64 cases in this 
group illustrate this advantage of the newer steroids, 
but the following typical case suffices as an example. 

Case 7.-A 56-year-old female had had perennial bronchia! 
asthma for 22 years. She apparently had been able to perform 
her household duties until 1952, at which time she had been 
hospitalized for one month. She had been discharged with in¬ 
structions to use epinephrine (by inhalation) and other bron- 
ehodilators as necessary. She then had been comparatively well 
until Dec. 25, 1953, when she had developed severe wheezing 
and coughing after an upper respiratory infection. Hydrocorti¬ 
sone, prescribed by her family practitioner, gave no relief, and 
she was examined at Montefiore Hospital in consultation on 
May 25, 1954. Because of severe dyspnea, she was admitted to 
the hospital. X-ray of the chest, blood cell count, urinalysis, and 
shin testing gave no significant findings. Treatment with bron- 
chodilators and antibiotics proved successful, and the patient 
was discharged on June 6, 1954. Thereafter she was treated 
with bronchodilators and autogenous and stock vaccines and 
dusts. On Sept. 29, when her asthma became severe, she was 
placed on a regimen of cortisone, 50 mg. four times daily, a low- 
salt diet, and antibiotic therapy. After four days, the asthma 
was controlled and the patient did not need sympathomimetic 
drugs. However, her blood pressure had risen from 140 80 to 
190/100 mm. Hg. Her weight remained constant, but she com¬ 
plained of nervousness. The dosage of cortisone was gradually 
reduced to 50 mg. daily. 

On Oct. 18, she developed a temperature of 103 F (39.4 C) 
and was readmitted to the hospital. There bronchoscopy re¬ 
vealed an inflammatory reaction only; x-rays of the chest and 
sinuses were normal. Findings of blood studies were not signifi¬ 
cant. The patient was given inhalation therapy with Alevaire 
(a mixture of 0.125% Superinone [oxyethylated tertiary octyl- 
phenol-formaldehyde polymer], 5% glycerin, 2% sodium bicar¬ 
bonate, and water) and discharged on Oct. 31, greatly 
improved. To keep her comfortable, she was given 100 mg. of 
cortisone daily; this dosage was gradually reduced to 25 mg. 
daily. On Nov. 26, her blood pressure was 208/100 mm. Hg; 
cortisone was withdrawn. Three days later the systolic pressure 
fell to 170 mm. Hg, despite the fact the patient had been 
taking sympathomimetic drugs. 

She was readmitted to the hospital on Dec. 6 because of 
severe asthma. She responded to corticotropin (ACTH) admin¬ 
istered by slow intravenous drip, and again her examination was 
completely negative. She was finally discharged on therapy with 
hydrocortisone, 80 mg. a day. The dosage was gradually de¬ 
creased to 50 mg. a day; thereupon asthma returned, neces¬ 
sitating use of sympathomimetic drugs. Her blood pressure now 
was 180/110 mm. Hg. When the dosage of hydrocortisone was 
increased to 60 mg. a day, the patient became asymptomatic 
and her blood pressure dropped to 150/88 mm. Hg. A weight 
gain of 10 lb. (4.5 kg.) in one week was noted, as well as a 1 + 
glucosuria two hours after breakfast. Therefore the dosage of 
hydrocortisone was reduced to 40 mg. a day. While on this 
regimen, the patient continued to use sympathomimetic drugs. 

On March 19, 1955, the patient was given prednisone, 40 mg. 
daily. Since then she has been taking 15 to 20 mg. a day and 
has been hospitalized only twice, neither time for asthma but 
rather for extensive checkups, including taking of x-rays of the 
gastrointestinal tract, kidneys, gallbladder, and spine; electro¬ 
cardiography; complete blood studies, with determination of 
phosphate, potassium, sodium, and urea nitrogen levels; and 
urine studies for 17-ketosteroids. The patient’s weight has re¬ 
mained constant. She is able to go about her household duties, 
but about every two months she has hyperpyrexia, with a tem¬ 
perature of 102 to 103 F (38.9 to 39.4 C); this lasts for 48 
hours. Although an antibiotic is prescribed empirically, its ef¬ 
fectiveness cannot be evaluated. The patient complains of some 
pretibial pain, hut x-rays of the tibial bones as well as determi- 
na tj° r |s °f alkaline phosphatase values have been normal. In all 
probability, this patient will require steroid therapy indefinitely. 
Severe asthma has recurred when the patient has stopped 
medication for a week or two. 


This ease illustrates the gradual onset of severe pulmonary 
decompensation. Without steroid therapy the patient would be 
a hopeless invalid. While the older steroids gave some relief, 
they also caused a marked rise in blood pressure. Prednisone 
permitted maintenance of normal blood pressure and lessened 
the necessity for concomitant use of sympathomimetic drugs, 
which were probably also a factor in the abnormal elevation 
of the blood pressure. Hospitalization of the patient for asthma 
has been unnecessary in the past year, though it had been com¬ 
mon every two or three months before she was started on 
therapy with prednisone. The patient has been observed care¬ 
fully, and complete x-ray and blood studies have been made, 
but no abnormality has been revealed. 

Allergic Dermatoses 

Thirty-eight patients with allergic dermatoses were 
treated with prednisone and prednisolone. These drugs, 
as expected, were most effective in self-limited syn¬ 
dromes, such as drug reactions and acute contact 
dermatitis. However, long-standing contact dermatitis 
and atopic eczema, always the despair of.the allergist, 
also responded. 

Initial daily dosages were as high as 40 mg. By 
gradual reduction over a period of seven days, the 
maintenance dosage of 2.5 to 5.0 mg. a day was 
reached. Improvement was maintained in some chronic 


Table 2 .—Results of Treatment with Prednisone or Prednisolone 9 
in Patients with Allergic Dermatosesf 


Diagnosis 

Patients, 

No. 

Duration of 
Treatment 

Result 

Contact dermatitis ......... 


6 days-10 mo. 

Excellent 

Atopic eczema .... 


30 days- 3 mo. 

Excellent 

Infectious eozematold 
dermatitis .. 

. 2 

34 days 

Excellent 

Penicillin reaction .. 


5-15 days 

Excellent 

Rhus dermatitis ............ 


7-u days 

Excellent-4 

Acute urticaria .. 


2-34 days 

No results-2 
Excellent-3 

Eczema solare . 


7 days 

No results-l 
Excellent 

Phenobarbitnl reaction . 

. 3 

7 days 

Excellent 


* Patients were started on therapy with 10 nig. of prednisone or prednis¬ 
olone 4 times a day. Dosage was gradually reduced to 5 mg. 2 times a day. 
t Some of the case histories were supplied by Dr. Laurence Palitz. 


cases with as little as 5 to 10 mg. given every 7 to 10 
days. Table 2 summarizes the results in the cases under 
study. The case reports given below illustrate in 
greater detail the use of prednisone and prednisolone 
in various allergic dermatoses. 


t-»ASE O.- 


--a n u-year-oja male nao nad atopic 

over 10 years on the cubital and popliteal fossae as well as on 
the anterior aspect of his right ankle. The patient had been 
treated in a variety of ways by many doctors with little success. 
Examination on Nov. 24, 1955, showed weeping and itching of 
all eczematous sites, with marked evidence that they had been 
scratched. The patient was immediately given prednisone, 40 
mg. a day. In four days, 70% improvement occurred; dosage 
was then reduced to 20 mg. a day. Two days later the dosage 
was reduced to 15 mg. a day; on Dec. 2, 1955, since the patient 
was asymptomatic, the dosage was reduced to 5 mg. a day. 
Concomitant use of a bland ointment was prescribed, and 17 
days later prednisone was withdrawn. While the patient was 
receiving steroid therapy, he had an examination for allergy; 
he is now undergoing hyposensitization to dust, vaccine, and 
wool. Exacerbations of eczema have been controlled with 10 
mg. of prednisone daily; such therapy is necessary for only two 
or three days about once every five to six weeks. 

Case 9.-A 7-year-old male had had the onset of typical 
atopre eczema at 6 weeks of age. It had disappeared spon- 

veatft^ ' V R 6n he e vas 2 yearS o!d but llad reappeared three 
years later. He was first examined here on April 20, 1955 when 

he was 7 years old, because of dermatitis involving both hands 
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and wrists. He was given 30 mg. of prednisolone daily, with 
gradual reduction in dosage to 10 mg. daily. By May 24, 1955, 
the eczema had almost completely disappeared, and use of the 
steroid was discontinued. The patient was given skin and 
dietary tests and subsequently underwent hyposensitization and 
was placed on a special diet. Two subsequent exacerbations of 



August )Z September I September 30 

- pontnts freaUct - control • --tfoily pollen count 

Severity of symptoms of seasonal allergic rhinitis in patients 
treated with prednisone or prednisolone and in controls as 
plotted against pollen count during period Aug. 13 to Sept. 
30, 1955. 


eczema were treated with prednisolone, 20 mg. a day for a 
week. This dosage was gradually reduced to 5.0 to 7.5 mg. 
daily, with the drug being withdrawn after four weeks. Since 
then the patient has required therapy with 10 mg. of prednis¬ 
olone daily for two or three days every 8 to 10 weeks. 

Case 10.—A 42-year-old physician had a typical serum-sick¬ 
ness type of penicillin reaction. Since self-medication %vith anti¬ 
histamines and epinephrine was not effective, he began to take 
25 tug. of prednisone a day. AVhen this also was ineffective, he 
consulted one of us (E. B. B.). The dosage of prednisone was 
increased to 40 mg. a day, and an antihistamine was given. 
Within 24 hours the patient was asymptomatic. He reduced the 
dosage gradually by 2.5 mg. a day and discontinued the use 
of the drug after a total of two weeks. He has since been 
completely asymptomatic. 

Case 11.— An 18-year-old male had repeated attacks of Rhus 
dermatitis, necessitating his frequent hospitalization until 1954, 
l rom 1954 on, hyposensitization was attempted with poison ivy 
extracts, but he developed lesions in 1954 and 1955. In 1954 a 
combination of neoantergan and hydrocortisone controlled the 
poison ivy in three days. In 1955, he was given prednisone, 20 
mg. a day, for severe poison ivy, and after four days he was 
asymptomatic. 

Seasonal Allergic Rhinitis 

Our study of results of therapy with prednisone or 
prednisolone in seasonal allergic rhinitis, to be re- 
norted in detail elsewhere, 3 will only be summarized 
here. In 1953, we 4 used small doses of cortisone in 
combination with an antihistamine and failed to show 
that this combination was better than the antihistamine 
alone. In 1954, one of us s repeated this study with 
a hydrocortisone-antihistamine combination with no 
better results. The plan of study used in the present 
group of 157 patients was similar to that already de¬ 
scribed. Upon onset of symptoms, 79 patients received 
prednisone or prednisolone, 15 to 20 mg. a day, for 
two to three weeks. Seventy-five of the 79 patients 
obtained 75% or more relief. In the control group, 
78 similar patients were given no steroids but were 
allowed to take antihistamine at will. Only 19.of these 
had comparable relief. 
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In the figure the relief experienced by the treated 
patients and that experienced by the control group is 
plotted against the pollen count on specific days during 
the season. All patients’ symptoms increased as the 
pollen count rose, but those receiving steroid therapy 
were much more comfortable than the others. In three 
patients the symptoms were abolished by doubling the 
steroid dosage. 

Perennial Allergic Rhinitis 

The conditions of 9 patients (10 trials) with peren¬ 
nial allergic rhinitis were promptly relieved by an 
initial dosage of 10 mg. of the newer steroids four 
times a day. The relief, continued as long as the 
steroid was given. Within five or six days relief was 
maintained on therapy with as little as 5 mg. of the 
steroid twice a day. Two to six weeks after with¬ 
drawal of the medicament, symptoms recurred, but 
the initial dosage required for relief was lower than 
that used in the original course of treatment. 

Table 3 summarizes the patients’ reactions to the 
steroid therapy. As can be seen, the majority of pa¬ 
tients responded within four days on therapy with an 
initial dosage of 40 mg. a day. The dosage then was 
rapidly reduced, and relief was maintained. The two 
case histories given below are typical of those of the 
nine patients in this group. 

Case 12.—A 31-year-old male had had typical grass and rag¬ 
weed pollinosis since 1948 and perennial eoryzal symptoms 
since 1951. He had had repeated nasal polypectomies as well 
as treatment with the indicated pollens, stock dust, and bac¬ 
terial extracts. Such therapy was only moderately successful. 


Table 3.—Results of Treatment with Prednisone or Prednisolone • 
in Patients with Perennial Allergic Rhinitis 
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On .March 15, 1955, after the most recent polypectomy, he de¬ 
veloped a cough. His chest was normal, with x-ray films show¬ 
ing no changes; his cough was believed to be due to a 
recurrence of chronic nasopharyngitis. He was given prednisone, 
40 mg. a day. Within three days his cough had disappeared, 
and the dosage was reduced to 20 tng. a day. There were no 
nasal symptoms. The patients'only complaint was of undue 
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fatigue after a clay’s work. Studies of metabolism, blood pres¬ 
sure, and weight showed no changes. After reduction of the 
dosage of prednisone to 10 mg. a day, the patient was com¬ 
pletely symptom-free and his tiredness had disappeared. When 
dosage was further reduced to 5 mg. a day, the symptoms 
returned. On May 18, however, prednisone was withdrawn, and 
since then the patient has obtained 70% relief on therapy with 
as little as 5 mg. a day. The patient noted that 5 mg. daily for 
three to four days provided relief for seven to eight days after 
the steroid was withdrawn. 

Case 13.-A 55-year-old male had a 30-year history of re¬ 
peated nasal polypectomies. He had been treated with ragweed, 
dust, and vaccine with fair results for five years before lie came 
to us. In November, 1955, because of severe nasal obstruction 
due to polyps and because of edema of the nasal mucosa, be 
was started on therapy with prednisone, 40 mg. a day. Within 
24 hours, be obtained 70% relief. The dosage was gradually 
reduced, until seven days later the patient was taking only 20 
mg. a day. He stated that he experienced the greatest relief he 
had had in years. He was on maintenance therapy with 10 mg. 
a day for one week and then 5 mg. a day for the subsequent 
week. On Dec. 21, 1955, the drug was withdrawn entirely. The 
patient remained completely free of symptoms for the following 
five weeks; then they returned. He stated that 5 mg. of either 
prednisone or prednisolone gave him, in 15 minutes, relief that 
lasted for six hours. 

Side-reactions 

All patients were carefully observed for changes in 
weight or blood pressure. Spot checks were made to 
observe changes in white or red blood cell count; 
serum sodium, potassium, calcium, or urea nitrogen 
level; and blood sugar values. Tests for glycosuria 

Table 4.—Incidence a) Side-reactions “ During Treatment with 
Prednisone or Prednisolone 


Body System and Type of Reaction Frequency 

Xervous System 

Insomnia . 9 

Headache . 3 

Euphoria ..... G 

Fatigue . 3 

Gastrointestinal System 

Flatulence ..................... 3 

Heartburn . 2 

Abdominal cramps . 3 

Epigastric distress . 3 

inerease of appetite . 10 

Genitourinary System 

Urinary frequency . n 

Nocturia .......,... 7 

SUm 

Acneform eruption . 1 

Eeehyraosis .. 1 

Miscellaneous 

Water retention .. 3 

Glycosuria . 2 


*07 reactions in S3 of 190 patients treated. 

were made, and 24-hour urinary excretion of calcium 
was checked. The patients were specifically asked 
during each visit if they had any gastrointestinal dis¬ 
comfort, increase of irritability, headaches, fatigue, or 
genitourinary symptoms. In patients who had been 
taking steroids lor long periods, x-rays of the complete 
gastrointestinal tract and spine were made. Among the 
190 patients with one of the four major allergic syn¬ 
dromes (bronchial asthma, allergic dermatosis, sea¬ 
sonal allergic rhinitis, or perennial allergic rhinitis), 
33 developed a total of 67 side-reactions. The types of 
reactions and their incidence are given in table 4. 


Administration of the steroid had to be stopped only 
once, when a patient developed severe abdominal 
cramps. No side-reaction continued for more than 72 
hours after withdrawal of the steroid. 

Comment 

An effort has been made to determine the optimum 
dosage of prednisone or prednisolone for relief of the 
four major allergic syndromes. We believe that the 
dosage schedule outlined in table 5 will be effective in 

Table 5.—Dosage Schedule for Relief of Patients with 
One of the Four Major Allergic Syndromes 

Dosage 

Initial Maintenance 

10 mg. 4 times/d ay 5 mg. 2-3 times/day 
for 48 hr. 

30-40 mg./day for 2.5 mg./day— 

3 or 4 days 5 rag. 2 times/wk. 
15-20 mg./day for 
2-3 \vk. 

10 mg. 4 times/day 5 mg. 2 times/day 


Allergic Syndrome 
Bronchial asthma . 

Allergic dermatosis. 

Allergic rhinitis (seasonal)., 

Alicrgic rhinitis (perennial), 


most patients. The same precautions observed in the 
use of the older steroids apply to the administration 
of prednisone and prednisolone. Patients should be 
carefully screened for a history of hypertension, pul¬ 
monary tuberculosis, diabetes mellittis, significant gas¬ 
trointestinal illness, and psychoses. 


In some patients with asthma in our group who were 
given a variety of sympathomimetics with a resulting 
systolic and diastolic hypertension, blood pressure was 
reduced to normal by the use of prednisone and/or 
prednisolone and the withdrawal of tire epinephrine- 
like compounds. Franklin 6 reported on a patient with 
chronic obstructive emphysema who was bedridden 
because of dyspnea. Just prior to the institution of 
steroid therapy, she had a massive gastrointestinal 
hemorrhage from a jejunal ulcer. The bleeding stopped, 
and the ulcer was healing at the time steroid therapy 
was instituted. Her dyspnea decreased so that she 
became ambulatory, and she had no further episodes 
of bleeding. If steroids are used in a patient with 
diabetes, the blood sugar level should be checked and, 
if necessary, additional insulin used. In prolonged 
therapy of such diseases as chronic bronchial asthma, 
chronic allergic rhinitis, and chronic dermatoses, ster¬ 
oids may mask the manifestation of infection. There¬ 


fore, the patient must be supervised constantly even 
if he is taking only 5 to 10 mg. a day. Antibiotics should 
be administered at the slightest sign of infection, and 
for severe infection the steroid dosage should be 
markedly increased. If a patient taking steroids re¬ 
quires major surgery within six months after the last 
dose, the steroids should be readministered before 
and after the operation. The steroids are most effective 
in self-limiting syndromes, such as ragweed pollinosis, 
acute contact dermatitis, and acute urticaria, which 
require brief treatment and minimum supervision. 

The advantages of prednisone and prednisolone over 
eortisone and hydrocortisone appear to be (I) the 
minimal dietary restrictions required (patients do not 
usually require salt-free diets or supplementary potas¬ 
sium) and (2) less frequent and less severe side- 
reactions. It should not be assumed that all patients 
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with allergies require steroid therapy. On the con¬ 
trary, every effort should be made to control symptoms 
with safer and older methods. Only when these fail 
should steroids be considered. At present, no substi¬ 
tute exists for good management of patients with 
allergies. 

39 W. 55th St. (19) (Dr. Brown). 

The prednisone and prednisolone used in this study were sup¬ 
plied as Deltra and Hydeltra, respectively, by the medical di¬ 
vision of Merck & Co., Inc., Rahway, N. J. 
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ADVANTAGES OF HOSPITAL ADMISSION CHEST X-RAY EXAMINATIONS 

Abraham Melamed, M.D., Milwaukee 


Routine hospital admission chest x-ray examinations 
are performed in only 30.1% of all hospitals in the 
United States and in 20.1% of short-term general and 
special hospitals. 1 It is difficult to comprehend the 
reasons for such complacency when Hodges 2 and 
others as long as 20 years ago demonstrated the utility 
of such examinations. Chest x-ray examinations should 
be considered a necessary and integral part of a pa¬ 
tient’s studies in the hospital for the reasons given 
below. 

Reasons for X-ray Examination 

Decrease in Communicable Diseases.— Routine chest 
x-ray examination of the hospital population provides 
a method of decreasing communicable diseases and is 
important to all hospital personnel and their families. 
The incidence of tuberculosis, for example, is said to 
be greater among hospital personnel than among 
workers in any other industry. The same applies to 
other communicable respiratory diseases. Preemploy¬ 
ment and at least annual chest x-ray examinations of 
employees are essential in any hospital chest x-ray 
program. Also inherent in such programs is the making 
of semiannual chest x-rays of those on the attending 
and house staffs. 

Good Business.—It is good business for hospitals to 
perform admission chest x-ray examinations. 3 The cost 
of hospital compensation insurance is dependent on or 
based on the number of past claims. Fewer claims 
result in savings to the hospital. It is predicted that 
the cost of compensation insurance will decrease when 
all hospitals provide routine admission chest x-ray 
examinations. 


From the departments of radiology, Evangelical Deaconess 
Hospital, Milwaukee, and St. Joseph’s Hospital, West Bend, Wis. 

Read in part in the Panel Discussion on the Value of the 
Routine Chest X-ray Examination before the Section on Dis¬ 
eases of the Chest at the 105th Annual Meeting of the Ameri¬ 
can Medical Association, Chicago, June 13, 1956. 


• Examination of the chest by x-ray as a routine part 
of admission to the hosital offers many advantages. 
The detection of unsuspected communicable disease 
in a new patient helps to protect hospital personnel as 
well as other patients. The chest x-ray has been shown 
to reduce the number of erroneous diagnoses, to be 
valuable to the anesthesiologist before surgery, to be 
an important part of the records in accident and com¬ 
pensation cases, and to be especially useful in teach¬ 
ing hospitals. It is essential to the control of tuber¬ 
culosis at its source and offers hope of earlier de¬ 
fection of cancer of the lung. 


Avoidance of Some Errors in Diagnosis of Chest 
Diseases.—Over 20 years ago, at the University of 
Michigan, Hodges 2 demonstrated the value and neces¬ 
sity of admission chest x-ray examination. He proved 
that as a group the physicians at the University of 
Michigan Hospitais committed one gross error a day 
without the benefit of such chest x-rays. Such a dem¬ 
onstration in itself warrants the adoption of routine 
admission chest x-ray examination of all hospital pa¬ 
tients. 

Discovery of Unsuspected Cases of Chest Disease.— 
Many unsuspected cases of chest disease amenable to 
treatment are uncovered by admission chest x-ray 
examination. Prompt treatment of these patients de¬ 
creases morbidity and mortality rates and the length 
of hospitalization. In this day and age of high hospital 
costs and shortages of hospital beds, the length of 
hospitalization is no minor consideration. 

Valuable Preoperative Chest Evaluation.—In the 
evaluation and preparation of the surgical patient, the 
routine admission chest x-ray is of inestimable value 
to surgeons and anesthesiologists. The correlation of 
the physical findings with the x-ray findings provides 
a more accurate appraisal of the patient’s cardiopul¬ 
monary status than either of the findings alone, par¬ 
ticularly when inhalation anesthesia is used. The 
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x - ra y findings often have a direct bearing on the 
choice of the anesthetic agent and type of surgical 
procedure. 4 

Record of Past Condition of the Chest.~ln everyday 
roentgenography of the chest, we are faced with the 
problems of ascertaining, if possible, the acuteness or 
chronicity of thoracic abnormalities. Many such ques¬ 
tions can be resolved promptly and easily if previous 
chest x-rays are available for comparison. Admission 
chest x-rays provide such valuable records, particular¬ 
ly in patients with postoperative and other types of 
thoracic complications. X-ray diagnosis of chest dis¬ 
ease is thus made more reliable and accurate. 

Valuable Data for Study of Life History of Disease. 
-Over 20 million patients are admitted to hospitals an¬ 
nually. Chest x-ray examination of all such patients 
would, of course, provide information of immediate im¬ 
portance to the patient but also valuable data for sub¬ 
sequent study of tire natural history of many chest dis¬ 
eases. Rigler 5 has demonstrated the potentialities of 
the use of such data in the study of primary cancer 
of the lung. 

Important Record in Compensation and Accident 
Cases.— In accident and compensation cases, as in 
other types of medical practice, negative and positive 
findings are of equal importance. The availability of 
a routine chest x-ray in compensation and accident 
cases provides data valuable in the treatment of the 
patient and in the consideration of compensation 
claims. Unsuspected traumatic lesions of the chest and 
adjoining tissues are not infrequently uncovered by 
admission chest x-rays. Traumatic hernias of the dia¬ 
phragm may not produce immediate symptoms." Un¬ 
suspected contrecoup injuries can be present. 

Trauma to other parts of the body may often be 
suspected or indicated on the basis of intrathoracic 
changes. For example, basilar atelectatic foci might 
reflect injury to intra-abdominal and/or diaphragmatic 
structures. 

Important in Teaching Program in General Hospi¬ 
tals.— Survey chest x-rays provide the members of the 
house staff with an opportunity to become acquainted 
with the appearance of the average or “normal” chest 
x-ray. These films also provide a necessary check on 
the physical findings of the members of the house and 
attending staffs. From such correlations the house 
staff members learn of the limitations of the various 
forms of examination and the indications for further 
x-ray investigation. 

The routine chest x-ray is an invaluable component 
of the examination of patients in hospitals. Programs 
of making chest x-rays on admission make the hospital 
an educational center for detection, diagnosis, treat¬ 
ment, and even follow-up. 3 

Important Routine Hospital Examination.— Chest 
x-ray screening of hospital patients reveals significant 
positive abnormalities in 10 to 15% of patients. It is 
granted that the presence of many of these abnormali¬ 
ties is suspected, but, in just as large a percentage, 
the severity or extent of disease and/or reactivation 
of previous disease is very often unsuspected. The 
percentage of significant positive findings disclosed 
by admission chest x-ray examination is greater than 
that revealed by any other routine hospital laboratory 
procedure. 1 
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Detection of Tuberculosis.—The great strides recent¬ 
ly made in the treatment of tuberculosis have given 
us a false sense of security and have resulted in er¬ 
roneous conclusions. Although the death rate from 
tuberculosis has fallen precipitously, the case rate in 
most areas has shown no corresponding or significant 
change. In the state of Wisconsin, for example, there 
has been only a slight decrease in the number of cases 
reported since the advent of therapy with streptomy¬ 
cin sulfate. 

Pulmonary tuberculosis is found in 1 to 3% of pa¬ 
tients in general hospitals. This disease accounts for 
about 10 to 15% of the significant positive findings in 
patients admitted to general hospitals. In some locali¬ 
ties, as in the state of Wisconsin, the percentage of 
previously unsuspected cases of active pulmonary 
tuberculosis found in hospital surveys is low (about 1 
per 1,000 patients examined). Those cases of “healed” 
tuberculosis with unsuspected reactivation are not 
included in this group. If we remember Myers’ ad¬ 
monition that "tuberculosis is a life-time disease,” 
such cases might be better controlled and improved 
follow-up procedures might be devised. 

Although the danger should not be overemphasized, 
a hazard exists for employees who are in close contact 
with patients with tuberculosis in hospitals and sana- 
toriums. The rate of tuberculosis found among hospi¬ 
tal patients is 2 to 8 times the rate found in mass 
surveys. 8 Ill patients entering general hospitals are 
also more likely to have more advanced forms of tu¬ 
berculosis. Tuberculosis is more frequently overlooked 
in hospital patients over the age of 50 years than in 
those under tire age of 40 years. 9 Myers 10 emphasizes 
the necessity of examining the aged—“the neglected 
seed-bed of the tubercle bacillus,” This segment of our 
population might very well account for the sustained 
rate of transmission and case rate of tuberculosis. 
Emphasis on the need for the examination of the older 
segment of the population is timely. It is apropos to 
quote the statistics gathered during a community sur¬ 
vey in Minneapolis in 1947. Anderson and co-work¬ 
ers,” using the life-table method of studying survival, 
showed that the chance of death occurring within four 
years in a patient in whom tuberculosis was detected 
in a survey was 1 out of 10, whereas the chance of 
death occurring in a patient whose condition was not 
detected by a survey was 1 out of 3. The same statis¬ 
tics probably apply to hospital surveys. 

Detection of Disease Other Than Tuberculosis.—Dis¬ 
eases other than tuberculosis are found in 80 to 90% of 
the patients in whom there are significant positive find¬ 
ings in hospital admission surveys. It is not my intent 
to discuss the wide variety of lesions found in this 
group. A few topics will be discussed briefly. Many 
great-vessel and cardiac abnormalities are found in 
hospital chest x-ray surveys. The presence of some 
or most of these lesions is previously suspected, but 
in many patients the severity of the condition is under¬ 
estimated. The number of patients in whom heart dis¬ 
ease is detected is at least four times the number of 
those in whom tuberculosis is found. 15 Screening sur- 
veys provide an excellent means of detecting patients 
with heart disease as well as those with tuberculosis, 
ifae cardiothoraeic ratio is an adequate basis for the 
sorting of heart size as shown on 4-by-5-in. roentgeno- 
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grams and probably on smaller sizes as well, accord¬ 
ing to Jacobs and Nussbaum. 10 They claim that tire 
use of the eardiothoracic ratio on 14-bv-17-in. x-rays 
is of questionable value because too many normal 
variations are also sorted out. 

Diaphragmatic abnormalities and changes in the 
lungs due to atelectasis that are revealed on admission 
x-rays often provide early clues or hints of the pres¬ 
ence of intra-abdominal disease. On the other hand, I 
have seen patients admitted with diagnoses of intra¬ 
abdominal disease in whom admission x-rays have 
showed primary intrathoracic disease to be responsible 
for the symptoms. When portions of the upper extrem¬ 
ities and lower neck are included on admission chest 
minifilms, it is not unusual for unsuspected lesions in 
these areas to be detected. 

The results of chest x-rays surveys for the detection 
of curable cancer of the lung have been disappointing. 
The poor results obtained to date are not attributable 
to the x-ray method but more probably to lack of ap¬ 
preciation and delineation of the x-ray signs of early 
cancer of the lung. Unfortunately, when the x-ray 
evidence is characteristic, cure is almost impossible. 
Boucot 14 has shown that only 10% of proved lung 
cancers detected in surveys occur in asymptomatic 
persons. Our attention, therefore, must be focused on 
asymptomatic patients if we are to make any signifi¬ 
cant advance in the treatment of this disease. Boucot 
has shown that such surveys yield impressive divi¬ 
dends when abnormal shadows of any kind are sus¬ 
pected of indicating carcinoma in men over the age 
of 45. Rigler 5b has pointed out that x-ray evidence 
of lung cancer is present in the average case for more 
than 24 months before the diagnosis is established. It 
is possible to detect the presence of cancer earlier if 
our suspicion is aroused by any unexplained pulmo¬ 
nary abnormality. 

Summary and Conclusions 

For many reasons routine hospital admission chest 
x-ray examinations should be required and performed 
in all hospitals. There are advantages to the patient and 
hospital personnel resulting from such examinations. 
Such examinations represent an integral part of and 
an advance in up-to-date hospital and medical care, 

620 N. 19th St. (3). 
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Radiation Protection.—Although the problem of protection from the effects of ionizing radia¬ 
tion has been with us since the world became aware of the injuries suffered by the pioneers in 
radiology, the focus of concern has shifted from the field of somatic injuries to that of genetic 
injuries. This changed perspective has resulted from a lowered incidence of gross overexposure 
following better understanding of methods of protection; an increase in the number of people 
subjected to radiation exposure as a result of i ncreased medical, industrial, and military use of 
x-ray generators and radioactive materials; and the discovery that genetic injuries can be pro¬ 
duced by exposure to radiation in amounts well below the so-called maximum tolerance dose. 
The concept of the permissible dose includes the acceptance of a limited .degree of genetic 
damage to a limited population so that mankinds genetic stream, though altered, will not be 
overwhelmed by undesirable traits. The amount of damage that is acceptable is a matter of 
philosophy. There is no experimental evidence specific to man that would indicate what this 
dose should be. It is obvious that efforts to reduce gonadal exposure to radiation should be as 
thorough as practical means will allow.—Major Norman Bolker, M.G., U. S. Army, Radiation 
Protection in the Diagnostic X-Ray Department, United States Armed Forces Medical Journal, 
September, 1956. 
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HEMOSTASIS AND PREVENTION OF OSTEITIS PUBIS 
IN RETROPUBIC PROSTATECTOMY 

O. A. Nelson, M.D., Seattle 
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Osteitis pubis and hemorrhage have discouraged 
many surgeons from performing retropubic prostatec¬ 
tomy. This situation is unfortunate, for in most in¬ 
stances the patient recovers more quickly from re¬ 
moval of a sizable prostate by this operation than 
from a transurethral, perineal, or transvesical prosta¬ 
tectomy. The purpose of this paper is to describe 
methods that my co-workers and I have found satis¬ 
factory in dealing with both of these complications. 
The results obtained have indicated that osteitis pubis 
is preventable to tire extent that it should not occur 
any more frequently after retropubic prostatectomy 
than after other operations on the lower part of the 
abdomen. Furthermore, with the use of certain tech¬ 
niques, the loss of blood during and after the operation 
can also be controlled quite satisfactorily. 

Blood Supply to the Prostate 

According to Clegg 1 the location and number of 
blood vessels supplying the prostate varies in different 
individuals. However, Flocks, 2 who did extensive re¬ 
search on the subject, has demonstrated that the main 
arterial blood supply to the prostate comes from 
branches of the inferior vesical artery. Entering at the 
prostaticovesical junction, these branches arborize in 
the capsule and gland. Flocks also states that the mid¬ 
dle hemorrhoidal and internal pudendal arteries each 
send a few small branches to the inferior segment of 
the prostate. 

Beneventi and Nobaek 3 have demonstrated that 
most of the blood in the sinuses of the capsule comes 
from the deep penile veins. The arterial blood in this 
portion of the penis is from the internal pudendal 
arteries. These veins and arteries are located in close 
relation posterior to the pubic arch. Some of the blood 
in the sinuses comes from the pubic veins and ob¬ 
turator plexus. Venous blood in the loose fat anterior 
to the prostate is from the superficial dorsal veins of 
the penis. 

Hemostasis —The retropubic procedure for prosta¬ 
tectomy presents certain problems in hemostasis that 
are nonexistent in other types of prostatectomy. The 
veins and sinuses in the capsule have thin walls, and 
many are too friable for ligation except by transfixed 
sutures. If ligatures are placed before the hyperplastic 
tissue has been removed, the stitches are frequently 
loosened when the gland is shelled out and a profuse 
hemorrhage results. It has also been our experience 
that tire use of a hemostatic bag after the prostatic 
capsule is incised and sutured is unsatisfactory. 

Bleeding from die sinuses can be reduced by the 
use of pressure on the perineum under the pubic arch, 
which compresses the deep penile veins and the in¬ 
ternal pudendal arteries. A distensible bag (fig. 1) 
about 3 cm. by 5 cm., attached to a bracket supported 
by the table, is adjusted under the pubic arch and 

Read before the Section on Urology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 


• Prostatectomy by the retropubic procedure has the 
advantage that the patient usually recovers more 
quickly than when other approaches are used, but 
surgeons have been reluctant to use it because of re¬ 
ports of excessive bleeding and subsquent osteitis 
pubis. The hemorrhage can be reduced by attention 
to the vessels coming from the prostaticovesical junc¬ 
tion obove and the penis below. The latter include 
branches from the internal pudendal arteries and 
sinuses related to the deep penile veins,- most of these 
are controlled by 20 minutes of pressure on the 
perineum under the pubic arch. Hemmorrhage from 
branches of the inferior vesical artery can be checked 
by placing a forceps astride the prostatic capsule at 
the prostaticovesical junction during the dissection 
and by certain precautions as to ligatures and sutures 
after all the hyperplastic tissue has been removed. 
Osteitis pubis is probably related to the accumulation 
of pent-up serum in the retropubic space. As much as 
200 cc. has been obtained by aspiration in one cose. 
Careful drainage is now used to prevent this, with the 
result that no evidence of osteitis pubis has been seen 
after 4 7 0 retropubic prostatectomies. 


distended with air. After the interior surface of the 
gland is exposed, the loose fat containing blood ves¬ 
sels in Retzius’ space is ligated and cut. The capsule 
is incised transversally and the hyperplastic tissue is 
removed. After the pressure has been on the perineum 
for 20 minutes or longer, bleeding from the sinuses is 
usually so slight that only one or two transfixed liga¬ 
tures are necessary. 

To reduce the flow of arterial blood into the capsule 
and the operative field, a forceps is placed astride the 
capsule at the prostaticovesical junction. After all the 
hyperplastic tissue has been removed from within the 
capsule and the actively bleeding vessels have been 
ligated, the forceps is removed and sutures are placed 
through the wall of the capsule to ligate all the 
branches of the inferior vesical artery. To prevent 
formation of urinary precipitate on the cut ends of the 
suture material, the knot should be tied on the out¬ 
side of the capsule. The catheter is then placed 
through the urethra and the capsule is closed by 
figure-of-eight sutures of chromic 0 absorbable sur¬ 
gical suture, after which the bag is distended in the 
bladder. After the tissue drains, which will be de¬ 
scribed, are placed, the muscle is approximated by 
plain absorbable surgical suture, the fascia by chromic 
absorbable surgical suture, and the skin by silk. 

Cause of Osteitis Pubis 

The cause of osteitis pubis, the fibrosing process of 
the pubic bone, has not been determined definitely. 
Beneventi “ did considerable work on the problem 
and concluded that osteitis pubis is not caused by 
either trauma or infection. However, observing the 
work of other surgeons, I have noticed that the pa¬ 
tients of those surgeons who carefully drained the 
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retropubic space only occasionally had osteitis pubis, 
while the patients of those who used practically no 
drainage had a high incidence of this complication. 
Therefore, it seems likely that the pent-up serum from 
the tissue is a factor in producing osteitis pubis. It is 
also well known that plastic surgeons aspirate pent-up 
tissue fluid to prevent undesired fibrosis. 



Fig. I.—Diagram showing compression of blood vessels under 
pubic arch. 

YVe collected the fluid from the retropubic space by 
intermittent suction on the drain after SO operations. 
The greatest quantity of fluid obtained during the first 
24 hours was 200 cc. From some of the wounds only 
10 or 15 cc. of fluid was collected. Cultures were also 
made of material from the area adjacent to the pros¬ 
tatic capsule when the drains were removed on the 
sixth postoperative day. One or more pathogenic or¬ 
ganisms grew on each culture. In vitro, many of these 
organisms were sensitive to the antibiotics with which 
the patient had been treated for six or seven days. 

Drainage.—Believing that adequate drainage is im¬ 
portant in the prevention of osteitis pubis, we use a 
small split rubber or plastic tube that is pulled inside 
fenestrated Penrose tubing (fig. 2). A drain is placed 
on each side of the prostatic capsule. Both drains are 
brought through a stab wound in the abdominal wall 
and stitched to the skin. These drains are left in place 
six or more days. If the patient’s general and nutri¬ 
tional condition is fairly normal, healing and forma¬ 
tion of a sinus tract take place within that time. In 
debilitated patients drainage is done for a longer 
period. In some instances drainage of serum from the 
stab wound has continued for three weeks after re¬ 
moval of the drain. Our method of drainage has been 
used after 410 retropubic prostatectomies, with no evi¬ 
dence of osteitis pubis. 

Comment 

The technique described does not bring about com¬ 
plete hemostasis but reduces the loss of blood in most 
instances by several hundred cubic centimeters. Fur¬ 
ther reduction can be accomplished by various meth¬ 
ods. The vascularity of the gland and bleeding during 
and after the operation can be reduced by preopera¬ 
tive vesical drainage, which should be maintained for 
at least five days or longer, depending on the condi¬ 
tion of the patient. By use of antibiotics to control 
infection, drainage by urethral catheter can almost al¬ 
ways be maintained and cystostomy avoided. The in¬ 
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jection of 30 cc. of 1% solution of procaine (Novocain) 
hydrochloride containing 0.5 cc. of vasopressin (Pitres- 
sin) into the prostate reduces bleeding during the op¬ 
eration. Packing the prostatic cavity with warm moist 
sponges hastens the contraction of the prostatic cap- 
‘sule and diminishes bleeding. However, to expedite 
the contraction of the prostatic capsule and lessen the 
bleeding, it is important to remove the hyperplastic 
tissue from within the capsule as rapidly and com¬ 
pletely as possible. 

At the completion of the operation by the technique 
described, the urinary drainage is usually clear, but 
later some bleeding may occur and continue for some 
hours. Nevertheless, postoperative bleeding in our 
patients has definitely been reduced by placing sutures 
through the capsule and ligating the branches of the 
inferior vesical artery. In a few instances moderate 
bleeding has occurred several days postoperatively, 
but no profuse hemorrhage has occurred after com¬ 
plete ligation of all the arteries as described. 

Before this technique was used, 5% of the retropubic 
prostatectomies we performed were followed by 
hemorrhage necessitating transurethral evacuation of 



tubing (center) compose the assembled drain (right) for retro¬ 
pubic space. ■ _ 

clotted blood and coagulation of bleeding vessels. 
Compression of the vessels under the pubic arch re¬ 
quires special equipment and attention to details, but 
it seems worthwhile. The pressure can also elevate the 
gland to improve the exposure of the operative field 
if that is desired. 

The question has been asked whether this technique 
of hemostasis produces sexual impotency like that 
after perineal prostatectomy. Each of the patients who 
was questioned concerning this reported no particular 
change in potency after this procedure. 
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Summary 

Osteitis pubis and excessive loss of blood have de¬ 
terred many surgeons from performing retropubic 
prostatectomy. Compressing the arteries and veins 
under the pubic arch can reduce the bleeding from 
tire sinus in the prostatic capsule. The main arteries 
to the prostate can be ligated by sutures through the 
capsule at the prostaticovesieal junction. By this tech¬ 
nique several hundred cubic centimeters of blood can 
be saved in many of these operations. 

From the results obtained, it is believed that pent- 
up tissue fluid is the prime factor in producing osteitis 
pubis. If Retzius’ space is drained by a nonobstruc- 
tible drain for six or more days, osteitis pubis will 
rarely, if ever, occur. Our method of drainage has been 


used after 410 retropubic prostatectomies. No evidence 
of osteitis pubis has been present in any of these 
patients. 

719Summit Ave. (4). 
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BENIGN THYMOMA AND AGENESIS OF ERYTHROCYTES 

Edwin D. Bayrd, M.D. 
and 

Philip E. Bematz, M.D., Rochester, Minn. 


The association of benign thymic tumor and agen¬ 
esis of erythrocytes, although it is rare, has been 
noted in possibly 12 instances since 1928 (see table). 
Seven of these cases have been recorded since 1953, 
Myasthenia gravis has been present on two occasions. 
Myelopoiesis is generally unaffected and platelets are 
usually normal. Reticulocytes are much reduced in 
number or absent. Thymectomy has apparently re¬ 
sulted in cure of the anemia in two cases, improvement 
in two cases, and failure in two cases of the six cases in 
which it has been performed successfully. One other 
attempt at thymectomy resulted in postoperative 
death. 

Thymic tumor with characteristics of a benign thy¬ 
moma found at autopsy in a 62-year-old woman with 
“Biermers anemia” was reported in 1928 by Matras 
and Priesel. 1 No details regarding the anemia were 
presented. In 1934, Opsahl 2 found a thymic tumor in 
association with generalized aplasia in a 56-year-old 
man with myasthenia gravis. Opsahl considered the 
tumor malignant, but from die description and course 
of the disease others considered the tumor benign. The 
patient reported on by Radojevic and Hahn 3 had 
generalized aplasia of die marrow in association with 
a cystic fibrous tumor of the thymus. The findings 
were made at autopsy. Roentgen-ray therapy had been 
given to the thymus prior to the patient’s death. 
Davidsohn 4 in 1941 reported clinical and autopsy find¬ 
ings in a 58-year-old woman with severe anemia, 
aplastic erythrogenesis, and benign thymic tumor that 
he classified as “lympho-epithelioma.” 

Humphreys and Southworth 5 first gave meaning to 
this syndrome in 1945 when they reported that com¬ 
plete cure of severe anemia associated with hemo¬ 
globin values as low as 1.5 gm. per 100 cc. of blood 
followed surgical removal of a benign thymic tumor. 


From the Section of Medicine (Dr. Bayrd) and the Section 
tm *, gery $P T ' Berriatz), Mayo Clinic and Mayo Foundation, 
the Mayo Foundation is a part of the Graduate School of the 
University of Minnesota. 


• At least 12 instances at benign thymic tumor as¬ 
sociated with agenesis of erythrocytes have been 
noted since 1928. Six of these patients have had 
thymectomy, resulting in apparent cures for two, im¬ 
provement for two others, and failure in the last two. 
At Mayo Clinic two oddifional patients showing this 
particular syndrome received thymectomy with no evi¬ 
dent benefit after surgery. There still exists, however, 
o definite relation between the suppression of erythro¬ 
genesis in the presence of benign thymoma, although 
the exact mechanism causing the anemia is unknown. 
With the occasional exception of the use of thy¬ 
mectomy, splenectomy, transfusions, and the admin¬ 
istration of corticotropin and cortisone, treatment has 
been futile. 


Then, after a lapse of eight years, the observation of 
seven additional cases was made. Of these patients, 
one was cured by thymectomy, 6 two were benefited by 
this operation 7 when, in addition, splenectomy and 
steroid therapy were employed, and two failed to re¬ 
spond to the operation. 8 In Weinbaum and Thomp¬ 
son’s 9 case, reported in July, 1955, the patient also 
had myasthenia gravis. The diagnosis was made at 
autopsy. An operation was not performed. Agamma¬ 
globulinemia, severe leukopenia, and splenomegaly 
were noted in addition to red-cell hypoplasia and 
thymoma in the case of Ramos and Loeb. 10 Their pa¬ 
tient, aged 77 years, had thymectomy but died within 
the first 24 hours postoperatively. Reports of two new 
cases of this disease entity follow. 


Ju-* 


Case l.-A 68-year-old man who was admitted to the May 
Clinic in. mid-November, 1955, had been in apparent goo 
health until three months previously, when a "fungous infection 
ol the feet and crural areas developed. This was treated by 
dermatologist with roentgen rays and undecylenic acid wit 
good effect. However, 10 days to 2 weeks later, the patten 
noted exertional dyspnea while attempting to walk six block 
to the physicians office. Examination had revealed anemia, wit] 
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an erythrocyte count of 1,250,000 per cubic millimeter of blood. 
At that time the blood and bone marrow were studied; the 
thorax, stomach, and colon were examined roentgenographieally 
and blood (seven units), Roncovite (combination of cobaltous 
chloride and ferrous sulfate), and cortisone acetate were ad¬ 
ministered. Angiocardiography was performed and exploration 
of a thoracic tumor advised. There had been no loss of weight. 
The principal symptoms continued to be exertional dyspnea and 
fatigability. The patient came to this institution for confirmation 
of the diagnosis and treatment. 

On physical examination the principal finding was pallor. 
Blood pressure level, pulse rate, and temperature were normal. 
The liver and spleen were not palpable. There were no enlarged 
lymph nodes. A rash was still noticeable on the legs and crural 
area. A potassium-hydroxide test for fungi gave positive results, 
and dermatologists confirmed the earlier diagnosis of tinea 
pedis and tinea corporis. 

Laboratory studies disclosed a value of 7.7 gm. of hemoglobin 
per 100 cc. of blood, an erythrocyte count of 2,530,000, and a 
leukocyte count of 8,400 per cubic millimeter of blood. The 
differential leukocyte count was 34.5% lymphocytes, 6.5% mono¬ 
cytes, 50.0% neutrophils, and 9.0% eosinophils. No reticulocytes 
were noted on this or subsequent occasions. Platelets numbered 

Summary of Fourteen Reported Cases in Which a Benign 
Thymic Tumor Was Associated with Agenesis of Erythrocytes 

Myas¬ 

thenia 


Author 

Date 

Age 

Sex 

Gravis Comment 

Matras and Priesel 1 

1923 

62 

F 

No 

Died; “pernicious anemia” 
nnd thymic tumor 

Opsnhl 2 

1934 

5G 

M 

Yes 

Died; reported as thymic 
carcinoma 

Rndojevic and Hahn 3 

1933 

20 

M 

No 

Died; generalized aplasia, 
cystic, fibrous tumor of 






thymus (postradiation) 

Dnvidsohn 4 

1941 

5S 

F 

No 

Died; aplastic erythrogen- 
esis, benign thymic tumor 






at autopsy 

Humphreys and 

1945 

53 

F 

No 

Complete recovery from 

Southworth 5 





severe anemia after thym¬ 
ectomy 

Chedink and others 0 

1933 

47 

M 

No 

Anemia cured after thym¬ 
ectomy 

Chalmers and 

f 1954 

45 

M 

Yes 

Thymoma excised; anemia 

Boheimer 7 

11954 

52 

F 

No 

subsided, later splenecto¬ 
my and steroid therapy 

Ross and others 8 

ri954 

44 

F 

No 

Unimproved by thymecto¬ 

U954 

45 

F 

No 

my 

Unimproved by thymecto¬ 
my 


Weinbaum and 

1955 

78 

F 

Yes 

Died with thrombocyto¬ 

Thompson 0 





penia 

Rnmos and Boeb 10 

195G 

77 

M 

No 

Died postopcratlvcly ; also 
had granulocytopenia and 
agammaglobulinemia 


p93G 

GS 

M 

No 

No benefit from thymec¬ 

Bayrd and Bernatz* 

\l956 

5S 

AI 

No 

tomy 

No benefit from thymec- 


tomy 

* Present report. 

255,000 per cubic millimeter (high-normal count for our labora¬ 
tory). The sedimentation rate was 117 mm. in one hour (West- 
ergren method). Routine urinalysis gave completely negative 
results, as did a serologic test for syphilis. 

Roentgenograms of the thorax showed a discrete tumor in the 
anterior mediastinum (fig. 1). A provocative test for myasthenia 
gravis with curare gave negative results. Sternal aspiration re¬ 
vealed a marrow of moderate cellularity with essentially normal 
myelopoiesis and megakaryocytes (fig. 2). Nucleated erythroid 
cells were not seen even after prolonged search by several exam¬ 
iners. Small, dark, lymphoid cells were noted, as well as eosin- 
ophilia of mild degree. Biopsy of lymph nodes from the left 
supraclavicular space gave negative results. 

The mediastinal tumor was removed Dec. 2, 1955. It was 
well circumscribed and easily shelled out. Examination of the 
contents of the left side of the thorax gave otherwise negative 
results. The results of exploration of the upper part of the ab¬ 
domen through an opening in the diaphragm were likewise 
negative. The spleen was normal to palpation. The pathologist 
reported that the tumor was an encapsulated, lobulated thymoma 
of the small cell type, measuring 8 by 7 by 4.5 cm. 

Convalescence was not remarkable. The patient was released 
from the hospital on the 11th postoperative day and discharged 
from the clinic 5 days later. No reticulocyte response whatsoever 
was noticed during this time. Leukocytes and platelets remained 
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the same. With transfusions, the hemoglobin level at the time of 
dismissal was 10.2 gm. per 100 cc. A follow-up report from the 
patient’s physician five months later revealed that anemia was 
still present and that blood transfusion was required at regular 
intervals. 

i 

Fig. 1.— Roentgenogram showing tumor in anterior medias¬ 
tinum extending into area of left hilus in anteroposterior view, 
a. Lateral view shows it is in anterior mediastinum, b. 

This case appears to be a pure type, with severe 
refractory anemia and complete absence of reticulo-x 
cytes but with normal leukocytes and platelets. The 
marrow findings, namely, selective absence of red- 
blood-cell precursors, normal myelopoiesis and mega¬ 
karyocytes, mild eosinophilia, and increased number 
of small lymphoid cells, are wholly in keeping with 
those previously observed. Failure to elicit immediate 
reticulocytosis postoperatively appeared to presage' 



Fig. 2.—Photomicrograph showing small dark cells that are 
lymphoid cells. No nucleated red blood cells were observed 
(Wright’s stain; X 600). 

failure of the anemia to respond to thymectomy, which 
unfortunately, has proved to be so, as transfusions 
alone have sustained this patient during the five- 
month period that has elapsed to date of writing. 
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Cvse 2 -A 58-year-old man was admitted to the Mayo Clinic 
for the first time in April, 1952. Two months prior to admission 
1 > lnd experienced intermittent claudication, weakness, pallor, 
and dyspnea and was found l.y lus physician to have an crythro- 
'.nt of 1,600,000 per cubic millimeter of blood and 4.3 
an of hemoglobin per 100 cc. of blood. lie was given two 500- 
rc 'units of blood, with appreciable subjective improvement. In 

' addition he received iron orally and liver extract parenterally. 

Six years previously, roentgenogrnphic examination of the 
thorax had disclosed a tumor that was thought to bean ancu - 
rvsm Since that time the patient had avoided hard physical 
work The physical findings at the time of admission wore not 
remarkable except for pallor. There had been no loss of weight. 
The blood pressure level was normal. 

The value for hemoglobin was 6 gm. per 100 cc., and the 
erythroevtes numbered 2,040,000 per cubic millimeter. Leuko¬ 
cytes were normal and numbered 0,200. Tile differential count 
was 44.5% lymphocytes, 6.5% monocytes, and 49.0% neutrophils. 
There were 0.3% reticulocytes, and the platelet count was 70,000 
per cubic millimeter. Smears of the peripheral blood showed 
moderately increased rouleau formation and a normocytic, nor¬ 
mochromic picture, with mild thrombocytopenia and lympho¬ 
cytosis. An erythrocyte sedimentation rate of 75 mm. in one 
hour (Westergren) was recorded. The values for blood urea and 
serum bilirubin were normal. Studies of the gastric contents 
after a test meal showed the presence of free hydrochloric acid. 
Urinalysis gave negative results. 

-r Roentgenograms of the thorax revealed a well-circumscribed, 
mass in the anterior mediastinum beneath the sternum and 
projecting into the left side of the thorax (fig. 3). Smears on 
sternal aspiration were found to show very active myelopoiesis 
associated with a most unusual absence of crythropoiesis (fig. 4). 
No normoblasts were noted. Megakaryocytes were present but 
few in number. Fixed sections showed a slight reduction in cellu- 
larity, with cellular components in accord with those noted on 
smear preparations, except that megakaryocytes were believed 
adequate in number. However, many were large and had pvk- 
notic nuclei. 

The mediastinal tumor was thought most likely to be a tera¬ 
toma or a thymoma. However, because of the severe anemia 
present, it was decided that a course of steroid therapy should 
be tried before resection for the mediastinal tumor should he 
undertaken. 

When the patient returned seven months later, his condition 
was essentially unchanged. During the interim lie had received 
15 500-cc. units of blood. Cortisone had not appreciably altered 
the course of liis disease, although he thought it had helped. The 
physical findings were again negative except for the presence of 
pallor. No lymph nodes were palpable. The spleen was not en¬ 
larged. 
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The bone-marrow aspirate was interpreted as showing no 
remarkable change. Myelopoiesis was considered to be normal 
but with a slight increase in numbers of eosinophils. Megakary¬ 
ocytes may have been slightly reduced in number. Nucleated 
erythrocytes were virtually absent. Roentgenograms of the thorax 
showed an increase in the size of the mediastinal tumor. Surgical 
removal was recommended. The patient demurred, however, 
and returned home to follow a conservative program. 



Fig. 4.—Photomicrograph with no nucleated red-blood-cell 
precursors noted. Small, dark, lymphoid cells can be seen. 
Megakaryocytes were observed infrequently (Wright’s stain; x 
COO). ’ 

A report from the patient's physician (Dr, G. E. DeCicco, 
Youngstown, Ohio) in January, 1956, revealed that the patient 
had undergone an operation in the winter of 1953-1954 at 
which a thymoma had been removed. There was no improve¬ 
ment in his hematological status after the operation, and at 
this writing he was requiring 500 cc. of whole blood ever)' 
8 to 10 days. A plastic bag or special silicone transfusion 
flasks and tubing were used to preserve platelets, and it was 
stated that it was thus possible to keep platelets at a suffi¬ 
ciently high level to prevent hemorrhage. The patient was show¬ 
ing evidence of hemosiderosis and his condition was slowly go¬ 
ing downhill, but he had declined to undergo splenectomy. 

The marrow in this case revealed the same striking 
agenesis of red-blood-cell precursors as in the pre¬ 
ceding case, along with eosinophilia of mild degree 
and the j>resence of small, dark, lymphoid cells. This 
patient’s anemia also failed to respond to thymectomy. 
However, from the beginning the number of platelets, 
too, was reduced, and purpura ultimately became a 
clinical problem. 

Comment 

The relationship of benign thymoma and suppres¬ 
sion of erythrogenesis is not a chance one. This has 
been rather well shown by response to thymectomy in 
certain eases and by the increasing frequency of re¬ 
ports of association of these conditions in recent years. 
Thymic tumor was known to have antedated the de¬ 
velopment of anemia in five cases (Chalmers and 
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Boheimer, 7 Humphreys and Southworth, 5 case 1 of 
Ross and associates, 8 Ramos and Loeb,'° and case 2 of 
the present report). This and the occasional salutory 
effect of thymectomy suggest that the basic fault lies 
in or is mediated through the thymus and not in the 
anemia or a common etiological factor. The mechanism 
of the anemia and the nature of this relationship have 
been discussed 11 but remain an enigma. 

Clinical manifestations are principally those of 
severe anemia, exertional dyspnea, weakness, pallor, 
palpitation, intermittent claudication, and so forth, un¬ 
less myasthenia gravis is also present. Lymph nodes 
are small and unimpressive, and biopsy of them in 
three cases has been unrewarding. The spleen may be 
enlarged (it weighed 400, 450, and 730 gm., respec¬ 
tively, in three cases), but usually it is not palpable. 
Splenomegaly (440 gm.) was also noted in Davidsohn’s 
case 4 at autopsy, but this followed bacterial endo¬ 
carditis and 75 transfusions. Purpura has been ob¬ 
served in two cases. 

Anemia is severe. The average of eight reported 
values for hemoglobin was 4.2 gm. per 100 cc. on 
admission, while the lowest recorded was 1.5 gm. 
Reticulocytes are greatly reduced in number and often 
are completely absent. The number of leukocytes and 
platelets is normal as a rule; however, it would appear 
that both may be reduced at times, as granulocytopenia 
has been observed on three occasions and thrombocy¬ 
topenia on four. The sedimentation rate is often ele¬ 
vated, with rates as high as 50 mm. in one hour 
(Wintrobe method) and 160 mm. in one hour ( West- 
ergren method). 

Agammaglobulinemia was noted in the case re¬ 
ported by Ramos and Loeb, 10 which was further dis¬ 
tinguished by a leukopenia more severe than the 
anemia, normal numbers of reticulocytes in the periph¬ 
eral blood, and a hypoplastic but not aplastic 
erythroid series in the bone marrow. Perhaps the 
neutropenia and cellular granulocytic marrow were 
attributable more to splenomegaly (730 gm.) than to 
the thymoma. 

Examination of the bone marrow has revealed con¬ 
sistently depressed erythrogenesis. In seven cases, nu¬ 
cleated erythroid cells were completely or very nearly 
completely absent. In five other cases in which infor¬ 
mation is available the marrow showed appreciable to 
marked decrease in red-blood-cell precursors. Pro¬ 
longed searching of the marrow in the two cases 
herein reported failed to reveal a single nucleated 
erythrocyte. Conversely, myelopoiesis and megaktry- 
ocytopoiesis appear as a rule to be ample or in¬ 
creased. Eosinophilia has been noted, as has a slight 
increase in plasma cells. More interesting to speculate 
about is the significance of “small, dark lymphoid 
cells” in the two cases of Chalmers and Boheimer 7 and 
the two cases herein reported. They were not men¬ 
tioned by Ross and associates 8 but appear to be pres¬ 
ent in illustrations of bone-marrow smears. These cells 
may also conform to “scattered pyknotic nuclei-whose 
cellular origin could not be identified” in the case of 
Weinbaum and Thompson. 0 It is of additional interest 
to recall that similar or identical cells, referred to as 
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hematogones, have been seen in the bone marrow in 
congenital aregenerative anemia, at an age when the 
thymus is at least morphologically prominent. 

Therapy has included splenectomy, thymectomy, 
and transfusions and the administration of crude and 
refined liver extract, Valentine’s liver extract, papain 
digest of liver, iron, folic acid, cyanocobalamin (vita¬ 
min B 12 ), cobaltous chloride, pentnucleotide, vitamins, 
estrogens, corticotropin and cortisone. With the occa¬ 
sional exception of the use of splenectomy, thy¬ 
mectomy, and transfusions and the administration of 
corticotropin and cortisone, treatment has been futile. 

The administration of steroids alone in doses as high 
as 100 mg. of cortisone a day for 56 days has done 
nothing to correct the anemia. 8 However, when em¬ 
ployed by Chalmers and Boheimer 1 after both thy¬ 
mectomy and soleoectomy. these drugs seemed to have 
been of indisputable benefit. 

Splenectomy has been associated with amelioration 
of thrombocytopenia, granulocytopenia, and hemoly¬ 
sis in fh ; s syndrome even as it has been in less com¬ 
plex situations. Apparently it was also of value after 
thymectomy in both of Chalmers and Boheimer’s 
cases. 7 

Thymectomy alone has resulted in complete restitu¬ 
tion of marrow and blood to normal in two cases. 12 
One patient was a woman, the other a man, and one 
had hypoplasia while the other had severe red-blood- 
cel! miasm. Two other patients were at least somewhat 
benefited by thymectomy and ultimately rehabilitated 
by subsequent splenectomy and steroid therapy. When 
all else fails, life may be prolonged for some years 
with blood transfusions, although in time hemosider¬ 
osis and hemochromatosis will ensue. 

Summary 

To 12 previously reported cases of thymic tumor 
and anemia found in the literature, 2 new cases have 
been added. The tendency to selective severe suppres¬ 
sion of erythrogenesis in this syndrome was again 
noted. In addition granulocytopenia developed in three 
cases and thrombocytopenia in four. Splenomegaly 
was found in three patients and agammaglobulinemia 
in one. Typically the bone-marrow examination re¬ 
vealed few or no precursors of erythrocytes. Myelo¬ 
poiesis and megakaryocytes were usually ample, and 
“small, dark lymphoid cells” were also observed. 

Treatment, effective in four cases, consisted of 
thymectomy or a combination of thymectomy, splen¬ 
ectomy, and steroid administration. In other cases, 
when such treatment was unavailing, blood transfu¬ 
sions at regular intervals have provided palliation for 
as long as several years. 
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EFFECT OF HEPARIN ON LIPEMIA-INDUCED ANGINA PECTORIS 

Peter T. Kuo, M.D. 
and 

Claude E. Joyner Jr., M.D., Philadelphia 


In a controlled series of experiments, we recently 
observed that a slow intravenous injection of 15 to 20 
ml. of 10% sesame oil emulsion produced a drop in 
the oxygen tension and a decrease in the amplitude of 
myocardial contraction in a group of dogs in which a 
myocardial infarction had been produced by ligation 
of a branch of the left coronary artery. 1 Subsequently, 
in a series of clinical investigations we demonstrated 
that postprandial lipemia may induce attacks of angina 
pectoris in a small number of patients with severe 
coronary artery disease. 3 It has been shown that in¬ 
travenous injection of small doses of heparin sodium 
quickly “clears” the turbidity of lipemic plasma and 
abolishes alimentary lipemia. 3 Hence, the present 
study was made to determine whether the antilipemic 
effect of heparin is capable of providing relief to pa¬ 
tients suffering from lipemia-induced angina pectoris. 

Method of Investigation 

The present report deals with the study of seven 
patients with severe coronary heart disease, old myo¬ 
cardial infarction, and angina pectoris from the wards 
and clinics of the Hospital of the University of Penn¬ 
sylvania. Two of these seven patients have arterial 
hypertension in addition to the coronary artery disease. 
Electrocardiograms of all seven patients were ab¬ 
normal and showed characteristic patterns of old myo¬ 
cardial infarction and left ventricular abnormality. 

Lipemia was induced in each of these seven patients 
by a fatty meal of heavy cream, as described in a pre¬ 
vious report. 2 Control electrocardiograms, ballisto¬ 
cardiograms, and pneumograms were made and a 
fasting blood sample was taken from each of the pa¬ 
tients immediately prior to the administration of the 
test meal. After tire meal, the patient remained at rest 
in the laboratory. A second blood sample was taken 
with the onset of anginal pain. Continuous recordings 
of the respiration, the lead 2 electrocardiogram, and 
the ballistocardiogram were made throughout the 
whole period of the attack. An intravenous injection 
of 2 to 5 cc. of saline solution or 5 to 25 mg. of heparin 
was given at intervals varying from 5 to 15 minutes 


From the Edward B. Robinette Foundation, Medical Clinics, 
Hospital of the University of Pennsylvania. During the course 
" this study. Dr. Kuo was a Research Fellow and an Estab¬ 
lished Investigator, American Heart Association. 

Read in part before the Regional Meeting of the American 
College of Physicians, Philadelphia, Jan. 27, 1956. 


• Seven patients with severe coronary heart disease, 
old myocardial infarction, and angina pectoris in¬ 
gested a fatty meal with heavy cream for the purpose 
of inducing acute anginal attacks. Nineteen attacks 
were induced in this way after latent periods ranging 
from five fo five and a half hours. Within 15 minutes 
after the onset of pain the patient received an in¬ 
travenous injection of a solution either of sodium 
chloride or of heparin (5 to 25 mg.l. The patients did 
not know which substance they were receiving. The 
sodium chloride did not afford subjective relief in any 
of the four cases in which it was used, and it had to be 
followed by an intravenous injection of heparin to 
terminate the attack. The heparin afforded subjective 
relief within 10 minutes in 1 4 of the 15 cases in which 
it was given. Glyceryl trinitrate afforded prompt sub¬ 
jective relief in four other attacks similarly induced. 
Objective evidence of relief was seen in ballisto¬ 
cardiograms, electrocardiograms, and pneumograms. 
Studies of the blood showed that the heparin abated 
the postprandial lipemia as measured by the turbidity 
of the plasma, the concentration of neutral fat in the 
serum, and the paper electrophoretic lipoprotein pat¬ 
terns. It is recommended that dietary fat restriction , 
with or without administration of an antilipemic agent, 
be considered in the management of patients of this 
type. 


after the onset of anginal pain in each patient, ac¬ 
cording to the severity' of the attack and the general 
condition of the patient. Electrocardiographic, bal¬ 
listocardiographic, and pneumographic determinations 
were recorded at frequent intervals after the heparin 
injection. A third blood sample was taken from 15 to 
20 minutes after the intravenous injection of heparin. 
Plasma lactescence was determined by means of a 
Coleman junior spectrophotometer, with a red filter 
(650 mp) used for all readings. Serum cholesterol, phos¬ 
pholipid, and total esterified fatty acids were analyzed 
by the methods of Abell and associates," 1 Zilversmit 
and Davis, 5 and Stem and Shapiro® respectively. 
Serum lipoprotein patterns were obtained by paper 
electrophoresis according to the technique of Grass- 
mann and Hannig, 7 as modified by Von Frijtag Drabbe 
and Reinhold. 8 Lipid determination of all the samples 
taken after the injection of heparin was carried out 
within one hour after the blood samples were drawn. 
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Boheimer, 7 Humphreys and Southworth, 5 case 1 of 
Ross and associates, 8 Ramos and Loeb, 1 " and case 2 of 
the present report). This and the occasional salutory 
effect of thymectomy suggest that the basic fault lies 
in or is mediated through the thymus and not in the 
anemia or a common etiological factor. The mechanism 
of the anemia and the nature of this relationship have 
been discussed ' 1 but remain an enigma. 

Clinical manifestations are principally those of 
severe anemia, exertional dyspnea, weakness, pallor, 
palpitation, intermittent claudication, and so forth, un¬ 
less myasthenia gravis is also present. Lymph nodes 
are small and unimpressive, and biopsy of them in 
three cases has been unrewarding. The spleen may be 
enlarged (it weighed 400, 450, and 730 gm., respec¬ 
tively, in three cases), but usually it is not palpable. 
Splenomegaly (440 gm.) was also noted in Davidsohn’s 
case 4 at autopsy, but this followed bacterial endo¬ 
carditis and 75 transfusions. Purpura has been ob¬ 
served in two cases. 

Anemia is severe. The average of eight reported 
values for hemoglobin was 4.2 gm. per 100 cc. on 
admission, while the lowest recorded was 1.5 gm. 
Reticulocytes are greatly reduced in number and often 
are completely absent. The number of leukocytes and 
platelets is normal as a rule; however, it would appear 
that both may be reduced at times, as granulocytopenia 
has been observed on three occasions and thrombocy¬ 
topenia on four. The sedimentation rate is often ele¬ 
vated, with rates as high as 50 mm. in one hour 
(Wintrobe method) and 160 mm. in one hour ( West- 
ergren method). 

Agammaglobulinemia was noted in the case re¬ 
ported by Ramos and Loeb, 10 which was further dis¬ 
tinguished by a leukopenia more severe than the 
anemia, normal numbers of reticulocytes in the periph¬ 
eral blood, and a hypoplastic but not aplastic 
erythroid series in the bone marrow. Perhaps the 
neutropenia and cellular granulocytic marrow were 
attributable more to splenomegaly (730 gm.) than to 
the thymoma. 

Examination of the bone marrow has revealed con¬ 
sistently depressed erythrogenesis. In seven cases, nu¬ 
cleated erythroid cells were completely or very nearly 
completely absent. In five other cases in which infor¬ 
mation is available the marrow showed appreciable to 
marked decrease in red-blood-cell precursors. Pro¬ 
longed searching of the marrow in the two cases 
herein reported failed to reveal a single nucleated 
erythrocyte. Conversely, myelopoiesis and megakiry- 
ocytopoiesis appear as a rule to be ample or in¬ 
creased. Eosinophilia has been noted, as has a slight 
increase in plasma cells. More interesting to speculate 
about is the significance of “small, dark lymphoid 
cells” in tire two cases of Chalmers and Boheimer 7 and 
the two cases herein reported. They were not men¬ 
tioned by Ross and associates 8 but appear to be pres¬ 
ent in illustrations of bone-marrow smears. These cells 
may also conform to “scattered pyknotic nuclei-whose 
cellular origin could not be identified in the case of 
Weinbaum and Thompson. 0 It is of additional interest 
to recall that similar or identical cells, referred to as 
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hematogones, have been seen in the bone marrow in 
congenital aregenerative anemia, at an age when the 
thymus is at least morphologically prominent. 

Therapy has included splenectomy, thymectomy, 
and transfusions and the administration of crude and 
refined liver extract, Valentine’s liver extract, papain 
digest of liver, iron, folic acid, cyanocobalamin (vita¬ 
min B 15 ), cobaltous chloride, pentnucleotide, vitamins, 
estrogens, corticotropin and cortisone. With the occa¬ 
sional exception of the use of splenectomy, thy¬ 
mectomy, and transfusions and the administration of 
corticotropin and cortisone, treatment has been futile. 

The administration of steroids alone in doses as high 
as 100 mg. of cortisone a day for 56 days has done 
nothing to correct the anemia. 8 However, when em¬ 
ployed by Chalmers and Boheimer 7 after both thy¬ 
mectomy and splenectomy, these drugs seemed to have 
been of indisputable benefit. 

Splenectomy has been associated with amelioration 
of thrombocytopenia, granulocytopenia, and hemoly¬ 
sis in til’s syndrome even as it has been in less com¬ 
plex situations. Apparently it was also of value after 
thymectomy in both of Chalmers and Boheimer’s 
cases. 7 

Thymectomy alone has resulted in complete restitu¬ 
tion of marrow and blood to normal in two cases. 12 
One patient was a woman, the other a man, and one 
had hypoplasia while the other had severe red-blood- 
cel! •’olasia. Two other patients were at least somewhat 
benefited by thymectomy and ultimately rehabilitated 
by subsequent splenectomy and steroid therapy. When 
all else fails, life may be prolonged for some years 
with blood transfusions, although in time hemosider¬ 
osis and hemochromatosis will ensue. 

Summary 

To 12 previously reported cases of thymic tumor 
and anemia found in the literature, 2 new cases have 
been added. The tendency to selective severe suppres¬ 
sion of erythrogenesis in this syndrome was again 
noted. In addition granulocytopenia developed in three 
cases and thrombocytopenia in four. Splenomegaly 
was found in three patients and agammaglobulinemia 
in one. Typically the bone-marrow examination re¬ 
vealed few or no precursors of erythrocytes. Myelo¬ 
poiesis and megakaryocytes were usually ample, and 
“small, dark lymphoid cells” were also observed. 

Treatment, effective in four cases, consisted of 
thymectomy or a combination of thymectomy, splen¬ 
ectomy, and steroid administration. In other cases, 
when such treatment was unavailing, blood transfu¬ 
sions at regular intervals have provided palliation for 
as long as several years. 
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EFFECT OF HEPARIN ON LIPE MIA-INDUCED ANGINA PECTORIS 

Peter T. Kuo, M.D. 
and 

Claude R. Joyner Jr., M.D., Philadelphia 


In a controlled series of experiments, we recently 
observed that a slow intravenous injection of 15 to 20 
ml. of 10% sesame oil emulsion produced'a drop in 
the oxygen tension and a decrease in the amplitude of 
myocardial contraction in a group of dogs in which a 
myocardial infarction had been produced by ligation 
of a branch of the left coronary artery. 1 Subsequently, 
in a series of clinical investigations we demonstrated 
that postprandial lipemia may induce attacks of angina 
pectoris in a small number of patients with severe 
coronary artery disease. 5 It has been shown that in¬ 
travenous injection of small doses of heparin sodium 
quickly “clears” the turbidity of lipemic plasma and 
abolishes alimentary lipemia. 3 Hence, the present 
study was made to determine whether the antilipemic 
effect of heparin is capable of providing relief to pa¬ 
tients suffering from lipemia-induced angina pectoris. 

Method of Investigation 

The present report deals with the study of seven 
patients with severe coronary heart disease, old myo- 
oardial infarction, and angina pectoris from the wards 
and clinics of the Hospital of the University of Penn¬ 
sylvania. Two of these seven patients have arterial 
hypertension in addition to the coronary artery disease. 
Electrocardiograms of all seven patients were ab¬ 
normal and showed characteristic patterns of old myo¬ 
cardial infarction and left ventricular abnormality. 

Lipemia was induced in each of these seven patients 
by a fatty meal of heavy cream, as described in a pre¬ 
vious report. 3 Control electrocardiograms, ballisto¬ 
cardiograms, and pneumograms were made and a 
fasting blood sample was taken from each of the pa¬ 
tients immediately prior to the administration of the 
test meal. After the meal, the patient remained at rest 
in the laboratory. A second blood sample was taken 
with the onset of anginal pain. Continuous recordings 
of the respiration, the lead 2 electrocardiogram, and 
the ballistocardiogram were made throughout the 
whole period of the attack. An intravenous injection 
°f 2 to 5 cc. of saline solution or 5 to 25 mg. of heparin 
was given at intervals varying from 5 to 15 minutes 
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• Seven patients with severe coronary heart disease, 
old myocardial infarction, and angina pectoris in¬ 
gested a fatty meal with heavy cream for the purpose 
of inducing acute anginal attacks. Nineteen attacks 
were induced in this way after latent periods ranging 
from five to five and a half hours. Within 15 minutes 
after the onset of pain the patient received an in¬ 
travenous injection of a solution either of sodium 
chloride or of heparin (5 to 25 mg.). The patients did 
not know which substance they were receiving. The 
sodium chloride did not afford subjective relief in any 
of the four cases in which it was used, and it had to be 
followed by an intravenous injection of heparin to 
terminate the attack. The heparin afforded subjective 
relief within 10 minutes in 1 4 of the 15 cases in which 
it was given. Glyceryl trinitrate afforded prompt sub¬ 
jective relief in four other attacks similarly induced. 
Objective evidence of relief was seen in ballisto¬ 
cardiograms, electrocardiograms, and pneumograms. 
Studies of the blood showed that the heparin abated 
the postprandial lipemia as measured by the turbidity 
of the plasma, the concentration of neutral fat in the 
serum, and the paper electrophoretic lipoprotein pat-- 
terns. It is recommended that dietary fat restriction, 
with or without administration of an antilipemic agent, 
be considered in the management of patients of this 
type. 


after the onset of anginal pain in each patient, ac¬ 
cording to the severity of the attack and the general 
condition of the patient. Electrocardiographic, bal¬ 
listocardiographic, and pneumographic determinations 
were recorded at frequent intervals after the heparin 
injection. A third blood sample was taken from 15 to 
20 minutes after the intravenous injection of heparin. 
Plasma lactescence was determined by means of a 
Coleman junior spectrophotometer, with a red filter 
(650 mp) used for all readings. Serum cholesterol, phos¬ 
pholipid, and total esterified fatty acids were analyzed 
by the methods of Abell and associates/ Zilversmit 
and Davis/ and Stem and Shapiro 0 respectively. 
Serum lipoprotein patterns were obtained by paper 
electrophoresis according to the technique of Grass- 
mann and Hannig/ as modified by Von Frijtag Drabbe 
and Reinhold. Lipid determination of all the samples 
taken after the injection of heparin was carried out 
within one hour after the blood samples were drawn. 
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A high-frequency Starr-type ballistocardiograph was 
used for this study. The lead 2 electrocardiogram and 
the pneumogram were recorded simultaneously with 
the ballistocardiogram by a Sanborn direct-writing 
Poly-Viso recorder. 

Results 


Effect of Intravenously Given Heparin on Lipemia- 
lnduced Angina Pectoris .—Fifteen attacks of angina 
pectoris were induced in seven selected patients five 
to five and a half hours after the ingestion of the fatty 
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Fig. 1.—Serial changes in ballistocardiogram, lead 2 electro¬ 
cardiogram, and pneumogram from patient with coronary heart 
disease, old myocardial infarction, and angina pectoris. A, trac¬ 
ings obtained with patient in fasting state. Ballistocardiogram is 
quite abnormal. B and C, progressive deterioration of ballisto¬ 
cardiogram three and five hours, respectively, after ingestion of 
fat. D, tracings obtained during anginal pain, occurring five 
hours after fat ingestion, showing labored respiration, increase in 
heart rate, and bizarre ballistocardiogram dominated by respira¬ 
tory movements. E and F, tracings taken 5 and 10 minutes, 
respectively, after injection of heparin, illustrating return of 
graphic changes toward control (fasting) level. 


meal. Intravenous injection of 5 to 25 mg. of heparin 
without the knowledge of the patient completely re¬ 
lieved the anginal pain on 14 occasions in from 5 to 10 
minutes, irrespective of the duration of the pain prior 
to injection. Subjectively, the tightness in the chest and 
difficulty in breathing generally began to ease up 
within 2 to 3 minutes, while definite improvements in 
the ballistocardiogram and pnenmogram were ob¬ 
served from 5 to 10 minutes after the injection. The 


characteristic electrocardiographic pattern of acute 
myocardial ischemia was noted on only three occa¬ 
sions, although tachycardia and minor changes in the 
amplitude of the T waves were observed in all of 
these patients during the anginal attack. The RS-T 
segment and T-wave depressions in the electrocardio¬ 
gram disappeared slowly after intravenous injection 
of heparin. In two patients the acute ischemic pattern 
lasted for 15 and 18 minutes respectively. The remain¬ 
ing one patient had a prolonged bout of substernal 
distress. His electrocardiographic abnormality per¬ 
sisted for more than an hour despite the injection of 
heparin and the subsequent administration of glyceryl 
trinitrate (nitroglycerin). 

For control study, 2 to 5 ml. of isotonic sodium 
chloride solution was given to each of four patients 
at the onset of the anginal attack. Continuous elec¬ 
trocardiographic, ballistocardiographic, and pneumo- 
grapfwc determinations were made dating tire whole 
period. Preparations were made to terminate an at¬ 
tack immediately if necessary. No subjective or ob¬ 
jective improvement was observed in five or more 
minutes. All these episodes were subsequently con¬ 
trolled by intravenous injection of heparin. 

Figure 1 shows serial changes in the ballistocardio¬ 
gram, lead 2 electrocardiogram, and pneumogram of 
a 59-year-old female patient with severe coronary 
heart disease, old myocardial infarction, and angina 
pectoris. Tracings taken when she was in the fasting 
state (fig. 1A) show a very abnormal ballistocardio¬ 
gram, with small systolic ballistic complexes, a- short I 
wave, and a prominent K and large diastolic waves; 
there were quiet respiratory movements. Three hours 
after the fatty meal (fig. IB), the ballistic complexes 
became quite irregular and very low in amplitude. 
Groups of gross respiratory vibrations were noted in 
the ballistocardiogram. Her respiration increased in 
depth and frequency five hours after the meal (fig. 1C). 
Half an hour after this record was taken, the patient 
developed angina pectoris while resting on the bal¬ 
listocardiograph table. The record (fig. ID) shows an 
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Fig. 2.—Electrocardiograms obtained in patient with coronary 
heart disease. A, during attack of anginal pain five hours after 
fatty meal and, B, 15 minutes after intravenous injection of 
heparin. 

increase in cardiac rate, rapid and labored respirations, 
and a totally disorganized ballistocardiogram with 
groups of artifacts produced by heavy breathing. The 
tightness in the chest and “difficulty” in breathing be¬ 
gan to ease off two to three minutes after heparin was 
injected. Definite objective improvement in the respi¬ 
ration was recorded five v&fivntes after the injection 
(fig. IE). Ten minutes after heparin had been injected, 
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the patient was completely comfortable and all the 
vital signs had returned to their control-period status 
(fig. IF). 

Figure 2 shows that intravenously given heparin can 
apparently improve the electrocardiographic abnor¬ 
malities in a patient suffering from an attack of post- 
absorptive angina pectoris. Five hours after fat inges¬ 
tion, this 42-yeav-old female patient with essential 
familial hypercholesterolemia, old myocardial infarc¬ 
tion, and severe angina pectoris developed a fairly 
characteristic electrocardiographic pattern of acute 
myocardial ischemia with the onset of anginal pain 
(fig. 2A). Heparin, 25 mg. given intravenously, quickly 
relieved her of the subjective symptoms. However, it 
took 15 minutes for the tachycardia to subside and for 
the RS-T segments and T waves to return to their 
original levels (fig. 2B). 

Effect of Glyceryl Trinitrate on Lipemia-induced 
Angina Pcctoris.~On four occasions, administr ation of 
glyceryl trinitrate promptly relieved the patients of 
the lipemia-induced angina pectoris and reverted the 
respiration and ballistocardiogram to the control 
status. A recurrence of the anginal pain was observed 
in one of these four trials. The objective findings ob¬ 
tained in this 39-year-old female patient with hyper¬ 
lipemia and coronary heart disease and angina pectoris 
are shown in figure 3. Five hours after the meal, the 



Fig. 3.—A, ballistocardiogram, lead 2 electrocardiogram, and 
pneumogram of patient with coronary heart disease during an¬ 
ginal pain occurring five hours after ingestion of fat. B, tracing 
made three minutes after administration of glyceryl trinitrate 
(nitroglycerin), showing effect on anginal pain. C, recurrence of 
anginal pain 35 minutes after administration of glyceryl trinitrate. 
D, tracing made six minutes after intravenous injection of heparin. 

patient developed anginal pain together with a dis¬ 
organized ballistocardiogram and exaggerated respira¬ 
tory movements (fig. 3A). Three minutes after admin¬ 
istration of glyceryl trinitrate, her breathing became 
quiet and slow and her ballistocardiogram improved 
greatly (fig, 3B). The patient suffered a recurrence of 
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the anginal pain about 35 minutes after taking glyc¬ 
eryl trinitrate. Her ballistocardiogram deteriorated 
rapidly. Again, her respirations were fast and deep, 
and there was a further increase in her heart rate (fig. 
3C). She experienced subjective improvement of her 
symptoms soon after a dose of 10 mg. of heparin was 
given intravenously. In five minutes, the pneumogram 
and ballistocardiogram returned toward normal, while 
her heart rate continued to be rapid (fig. 3D). 

QD. 



Effect of Fat Ingestion and Heparin Administration 
on the Serum Lipids.—When these seven patients were 
in the fasting state, their serum cholesterol levels 
varied from 200 to 572 mg. per 100 cc., with an av¬ 
erage of 287 mg. per 100 cc. Their serum phospholipid 
levels ranged between 215 and 483 mg. per 100 cc., 
averaging 278 mg. per 100 cc. The values did not 
change significantly after either fat ingestion or in¬ 
travenous administration of heparin. On the other 
hand, the plasma lactescence and the serum total 
esterified fatty acid values showed marked changes in 
all of these patients during the postabsorptive period 
both before and after intravenous administration of 
heparin. 

Figure 4 gives a graphic presentation of the av¬ 
erage plasma turbidity and serum total esterified fatty 
acid values of this series of patients while they were 
fasting, five to five and a half hours after fat ingestion, 
and after injection of heparin. Five to five and a half 
hours after fat ingestion, both the plasma turbidity 
readings and the serum fatty acid content had risen 
sharply from their respective slightly elevated fasting 
levels. From 5 to 25 mg. of heparin given intravenous¬ 
ly at the height of the postabsorptive lipemia resulted 
in a precipitous drop of the values of both serum 
fatty acids and plasma lactescence. No significant 
change in any of the blood lipids was observed on 
four occasions following administration of glvcervl 
trinitrate. . 
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Figure 5 gives an example of the paper electro¬ 
phoretic lipoprotein patterns obtained from this series 
of patients. The fasting, postabsorptive, and post¬ 
heparin curves of this 43-year-old patient with athero¬ 
sclerosis show a relatively broad and tall beta zone 
and a rather small alpha lipoprotein zone. After fat 
ingestion, a prominent neutral fat zone can be identi¬ 
fied to the right of the beta peak, trailing back to the 
line of application. In addition, the beta zone shows a 
slight increase in size. Intravenous administration of 
heparin caused a shift of all the lipid zones toward 
the anodal direction and a decrease of the size of all 
the lipid zones. The changes of neutral fat zone with 
heparin, however, were particularly prominent. 

In brief, heparin given intravenously to these pa¬ 
tients during the height of their postprandial lipemia 
promptly reduces the neutral fat particles (chylomi¬ 
crons) in the circulating blood stream, as shown by 
plasma turbidity, serum total esterified fatty acid, and 
electrophoretic studies. The drug does not influence 
serum cholesterol and phospholipid levels. 


L 



- Distance on paper - 

Fig. 5.—Paper electrophoretic serum lipoprotein patterns in 
patient with coronary heart disease and angina pectoris. After 
fat ingestion, beta lipoprotein zone increases in size and promi¬ 
nent neutral fat zone appears to right of beta zone. After admin¬ 
istration of heparin, lipid zones show decrease in size and increase 
in anodal migration. 

Comment 

In the present study it is shown that both heparin 
and glyceryl trinitrate are effective in controlling the 
symptoms and signs of lipemia-induced angina pec¬ 
toris. The beneficial effect of the glyceryl trinitrate is 
generally attributed to coronary vasodilatation, with 
reduction in cardiac load or myocardial metabolic 
alteration as possible contributing factors. With hepa¬ 
rin, a similar result—improved myocardial oxygenation 
—is evidently accomplished by changes in the concen¬ 
tration and the physical state of the plasma chylomi¬ 
crons. 

Graham and his associates 8 first reported that bi¬ 
weekly parenteral administration of heparin resulted 
in a dramatic decrease in requirement of glyceryl 
trinitrate in a significant number of patients with 


angina pectoris. This was later confirmed by Engel- 
berg. 10 On the other hand, several other groups of 
investigators have since reassessed the clinical value 
of the drug and have reported it to be ineffective in 
the treatment of angina pectoris. 11 We are not con¬ 
cerned here with the use of heparin in the long-term 
treatment of angina pectoris and coronary athero¬ 
sclerosis in general. 

The present study deals with angina pectoris in¬ 
duced by hyperlipemia and with the use of heparin 
as a specific therapy-for it. Heparin may have no 
comparable benefit in the relief of acute angina pec¬ 
toris induced by exercise, emotion, or other precipitat¬ 
ing factors. Long-term administration of heparin might 
be effective in reducing anginal seizures in those in 
whom postprandial lipemia is often a precipitating 
factor and ineffective in individuals whose attacks are 
induced by other mechanisms. The conflicting reports 
on the value of heparin may be partly explained by 
differences in the patient material studied by the 
various investigators. 

Except in an occasional patient, dyspnea is usually 
absent during the attack of effort angina. In this study, 
however, an increase in the rate and depth of respira¬ 
tion has been demonstrated during every attack of 
lipemia-induced angina. These respiratory changes 
strongly suggest that the postabsorptive angina might 
have a different mechanism of production from the 
usual variety. A study of the effect of lipemia on pul¬ 
monary circulation may provide a better understand¬ 
ing of dyspnea in this particular type of angina pec¬ 
toris. 

The serial ballistocardiograms shown in figure 1A, 
B, and C appear to indicate that there is a progressive 
deterioration of the systolic ballistic complexes with 
the rising concentration of the neutral fat content in 
the circulating blood stream. The ballistocardiographic 
finding is in accord with our observation that in dogs 
the amplitude of myocardial contraction decreases 
with progressive increments of intravenous fat injec¬ 
tion. 1 Comparable significant changes in the hour-to- 
hour postprandial ballistocardiographic tracings, were 
not observed in the majority of our patients before the 
onset of anginal pain. However, the ballistocardio¬ 
grams were generally bizarre, even in the fasting 
state, so that it was difficult to be sure of changes un¬ 
less marked deterioration of all ballistic complexes 
occurred. 

The present study presents further evidence that 
postabsorptive lipemia can adversely affect patients 
with coronary heart disease with angina pectoris. 
Rapid lowering of the concentration of triglyceride 
particles in the blood stream by heparin can relieve 
the symptoms and signs of acute myocardial ischemia- 
These observations suggest that, in the management 
of these patients, efforts should be made to minimize 
the postprandial rise in the concentration of triglyce¬ 
ride particles in the blood. This can best be accom¬ 
plished by dietary fat restriction with or without an 
antilipemic agent, regardless of the fasting lipid levels. 

Summary 

Fifteen attacks of angina pectoris were induced in 
seven selected patients from five to five and a half hours 
after fat ingestion. Intravenous injections of 5 to 25 
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mg. of heparin sodium promptly relieved the anginal 
pain on 14 occasions. Definite improvements of the 
ballistocardiogram, electrocardiogram, and pneumo¬ 
gram were observed from 5 to 15 minutes after in¬ 
travenous injection of heparin. Glyceryl trinitrate 
(nitroglycerin) is also effective in controlling the 
lipemia-induced angina pectoris, but the anginal pain 
may recur 30 minutes after its administration. Admin¬ 
istration of heparin at the height of postabsorptive 
lipemia resulted in a rapid reduction of the plasma 
neutral fat content and a decrease in the number of 
circulating chylomicrons. These studies suggest that 
efforts should be made to minimize postprandial li¬ 
pemia in patients with severe coronary artery disease 
and angina pectoris. 

3400 Spruce St. (Dr. Kuo). 

This study has been supported in part by grants from the Life 
Insurance Research Fund and American Heart Association. 

References 

1. Sayen, J. J.; Sheldon, W. F.; Kuo, P. T.; and Joyner, C. R.. 
Jr.: Changes in Oxygen Tension and Myocardial Contractibility 
Following Fat Injection in Experimental Myocardial Infarction, 
to be published. 

2. Kuo, P. T., and Joyner, C. R., Jr.: Angina Pectoris Induced 
by Fat Ingestion in Patients with Coronary’ Artery Disease: Bal¬ 
listocardiographic and Electrocardiographic Findings, J. A. M. A. 
ISBs 1008-1013 (July 23) 1955. 

3. Hahn, P. F.: Abolishment of Alimentary Lipemia Follow¬ 
ing Injection of Heparin, Science 00:19-20 (July 2) 1943. Weld, 
B. C.: Alimentary Lipemia and Heparin, abstracted. Proceed¬ 
ings of the Eighth Annual Meeting of the Canadian Physiologi¬ 
cal Society’, Canad. M. A. J. 51:578 (Dec.) 1944. Anderson, 
N. G., and Fawcett, B.: Antichylomicronemic Substance Pro¬ 
duced by Heparin Injection, Proc. Soc. Exper. Biol. & Med. 


74:788-771 (Aug.) 1950. Grossman, M. I.: Effect of Heparin 
on Fate of Intravenously Administered Fat Emulsions, J. Lab. 
& Clin. Med. 40:805-806 (Nov.) 1952. 

4. Abell, L. L.; Levy, B. B.; Brodie, B. B.; and Kendall, F. E.: 
Simplified Method for Estimation of Total Cholesterol in Serum 
and Demonstration of Its Specificity, J. Biol. Chem. 195:357- 
366 (March) 1952. 

5. Zilversmit, D. B., and Davis, A. K.: Microdetermination of 
Plasma Phospholipids by Trichloracetic Acid Precipitation, 
J. Lab. & Clin. Med. 35:155-160 (Jan.) 1950. 

6. Stem, I., and Shapiro, B.: Rapid and Simple Method for 
Determination of Esferified Fatty Acids and for Total Fatty 
Acids in Blood, J. Clin. Path. 6:158-160 (May) 1953. 

7. Grassmann, IV., and Hannig, K.: Ein quantitatives Ver- 
fahren zur Analyse der Serumproteine durch Papier-Elektro- 
phorese, Hoppe-Seyler's Ztsehr. Physiol. Chem. 290:1, 1952. 

8. Von Frijtag Drabbe, C. A. J., and Reinhold, J. G.: Applica¬ 
tion of Zone Electrophoresis of Serum Proteins, Technique for 
Horizontal Strip Method and Evaluation of Its Precision and 
Accuracy, Anal. Chem. 27:1090-1095 (July) 1955. 

9. Graham, D. M., and others: Blood Lipids and Human 
Atherosclerosis: Influence of Heparin upon Lipoprotein Metab¬ 
olism, Circulation 4:666-673 (Nov.) 1951. 

10. Engelberg, H.: Heparin Therapy of Severe Coronary 
Atherosclerosis with Observations of Its Effects on Angina Pec¬ 
toris, Two-Step Electrocardiogram and Ballistocardiogram, Am. 
J. M. Sc. 224:487-495 (Nov.) 1952. 

11. Russek, H. I.; Urback, K. F.; and Doemer, A. A.: Effect 
of Heparin in Cases of Coronary Insufficiency: Evaluation by 
Electrocardiographic Tests, J. A. M. A. 149:1008-1010 (July 12) 
1952. Binder, M. J.; Kalmanson, G. M.j Drenick, E. J.; and 
Rosove, L.: Clinical Evaluation of Heparin in Treatment of 
Angina Pectoris, ibid. 151:967-970 (March 21) 1953. Griiner, 
A.; Hilden, T-: Raaschou, F.; and Vogelius, H.: Heparin Treat¬ 
ment of Angina Pectoris, Am. J. Med. 14:433-437 (April) 1953. 
Rinzler, S. H., and others: Effect of Heparin in Effort Angina, 
ibid. 14:438-447 (April) 1953. Chandler, H. L., and Mann, 
G. V.: Heparin Treatment of Patients with Angina Pectoris, 
New England J. Med. 249:1045-1050 (Dec.) 1953. Kory, R. C-, 
and others: Drug Evaluation in Angina Pectoris: Khellin, 
Heparin, Peritrate, Am. Heart J. 50:308-320 (Aug.) 1955. 


CLINICAL NOTES 


GIANT-CELL TUMOR OF BONE INVOLVING THE FIFTH LUMBAR VERTEBRA 

William G. Richards, M.D., Frank C. Coleman, M.D. 
and 

Noble W. Irving, M.D., Des Moines, Iowa 


Giant-cell tumor of bone is now recognized as being 
only one of a group of bone lesions that contain giant 
cells or osteoclasts. These other lesions include 
aneurysmal bone cysts, simple bone cysts, benign 
nonossifying fibromas, and fibrous dysplasia. The 
lesion most likely to be confused with a giant-cell 
tumor is the aneurysmal bone cyst. Giant-cell tumors 
usually occur, however, in the long bones of the ex¬ 
tremities in patients over 20 years of age, whereas 
aneurysmal bone cysts occur in patients under the age 
of 20 years and are located about as commonly in the 
vertebrae as they are in the long bones. 

Differentiation between these two lesions is impor¬ 
tant because of the prognostic and therapeutic differ¬ 
ences between them. About 50% of giant-cell tumors 
recur after curettage, whereas aneurysmal bone cysts 
rarely recur. Sarcomatous change in giant-cell tumors 
also occurs in a significant number of cases (possibly 


as high as 10%), whereas malignant change in an 
aneurysmal bone cyst is very rare. Irradiation may be 
used in the treatment of giant-eell tumors, while it is 
rarely, if ever, given in the treatment of aneurysmal 
bone cysts. We have recently seen a patient with a 
giant-cell tumor in a location that is very rare, for it 
involves the fifth lumbar vertebra. In fact, Lichten¬ 
stein 1 states that in his experience giant-cell tumors 
have seldom been seen in the vertebrae. He believes 
that most of the so-called giant-cell tumors that haye 
been reported in this location are really aneurysmal 
bone cysts. 

Report of a Case 

History and Examination .—A 23-year-old female began having 
back pain in March, 1952. The pain was located low in the 
lumbosacral region, and the patient first associated it with 
moving and turning over in bed. There was radiation of the 
pain down the back of her left leg. There were'several such 
episodes of radiating pain between March, 1952, and November, 
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1952, but rest in bed alleviated the symptoms each time. Shortly 
before admission to the hospital in November, 1952, the patient 
had another episode of pain originating in the lower part of the 
back and radiating down the back of her left thigh and leg. 
The pain was accentuated when she raised that leg to get out 
of the bathtub. On this occasion the pain persisted as a dull 
aching pain in the left calf and with movement radiated up the 
left thigh and into the lower part of the back. On admission to 
the hospital, the patient complained of swelling in her left calf 
and stated that her symptoms were accentuated by sneezing, 
coughing, and quick movements. 



Fig. 1.—X-ray of lumbar region, November, 1952. Preopera¬ 
tive film showing a destructive process involving the fifth lum¬ 
bar vertebra and associated lamina and transverse process on 
the left side. A soft-tissue mass is seen overlying the area of 
destruction. 


On physical examination there was tenderness to percussion 
in the lower lumbar region. Manipulation of the left leg initiated 
pain in the leg, thigh, and calf on the same side. The reflexes 
were normal, and no sensory changes were present. Babinski’s 
sign was absent. Stereoscopic and lateral films of the lumbar 
spine and pelvis showed a destructive process involving the fifth 
lumbar body and associated lamina and transverse process on 
tire right side (fig. 1). Evidence of bone production was not 
seen. The lateral view showed loss of bone substance in the 
anterior 50% of the fifth lumbar body. No areas of similar destruc¬ 
tion were seen in the remainder of the skeletal structure visual¬ 
ized. There appeared to be a soft-tissue mass overlying the area 
of the bone destruction extending from the level of the lower 
portion of the third lumbar body and down to the brim of the 
pelvis on the right side. The width of the mass measured approxi¬ 
mately 5 cm. Roentgenologic diagnoses considered were primary 
or metastatic bone malignancy and inflammatory abscess forma¬ 
tion. 

Operation ami Pathology Report— The patient was operated 
upon on Nov. 29, 1952. Ap incision was made from the second 
lumbar to the second sacral vertebrae inclusive. The muscles 
were retracted on each side, and it was noted that the muscles 
on the left side adjacent to the fifth lumbar vertebra had a 
grayish appearance. There was erosion and destruction of the 
transverse process of the fifth lumbar vertebra on the left side. 
A friable vascular, reddish gray tissue was removed from the 
region of the fifth lumbar nerve root. A frozen section was 
examined and reported as showing either giant-cell tumor or 

Hodgkin’s disease. t . , 

The specimen was composed of numerous fragments of rough, 
irregular, dark red to grayish brown tissue. The largest fragment 
measured 2.5 cm. in diameter. The lesion consisted of many 


multinucleated giant cells lying in a vascular stroma composed 
of spindle-shaped cells, with occasional mitotic figures seen in 
the single nuclei of the stromal cells (fig. 2). The giant cells 
contained nuclei varying in number from 2 or 3 to as many as 
15 to 20. The nuclei were oval to round and resembled the nu¬ 
clei of the stromal cells. The giant cells were very numerous and 
in some areas lay adjacent to each other. No osteoid or bone for¬ 
mation was present, and there was no collagen production by - 
the stromal cells. Thus the tumor was classified, according to 
Lichtenstein’s classification, as a giant-cell tumor of the fifth 
lumbar vertebra, grade 2. Sections of the tumor were sent to Dr. 
Louis Lichtenstein, and the following report was received: “I had 
hoped from your letter that the lesion you described in the fifth 
lumbar vertebra might prove to be an aneurysmal bone cyst but 
the sections (S-52-3058) show what seems clearly to be a giant 
cell tumor, one that 1 would grade as I-II. The site, 1 might 
add, is distinctly unusual.” 

Postoperative X-Ray Treatment .—Postoperative radiologic 
examination of the lumbar spine showed an increase in the de¬ 
fect previously described in the fifth lumbar body, the increase 
being no doubt due to the surgical removal of tissue and bony 
structure. The previously described soft-tissue mass now ap¬ 
peared to be absent, but there was a postsurgical defect of the 
fifth lumbar segment. 

The patient had nji uneventful postoperative course, and, 
following consultation with the neurosurgeon and pathologist, 
it was deemed advisable to give the patient a course of deep 
x-ray therapy because of the likelihood of incomplete removal's, 
of the tumor. On Dec. 8, 1952, therapy was instituted in the y 
lower lumbar area, particularly at the fifth lumbar segment. ' 
Treatment was instituted with the following factors: 200 kv. deep 
therapy unit with 20 ma., half-value layer 1.9 mm. Cu, beam size 
10 by 15 cm., distance from focal spot to exit port 50 cm. 
Treatment was given daily from Dec. 8 through Dec. 15, 1952. 
Two hundred roentgens was given each day, for a total of 
1,400 r. On March 20, 1953, a second course of irradiation was 
given with the same factors. Two hundred roentgens a day was 
given for a period of five days, for a total dose at this time of 
1,000 r, making the total dose at that time 2,400 r in air. 



Fig. 2.—Photomicrograph of lesion. Note the large numbers , 
of multinucleated giant cells lying in a vascular stroma com- / \. 

posed of uninucleated spindle-shaped cells. No collagen is ob¬ 
served. 


At that time the patient moved from Des Moines, Iowa, to 
Honolulu, Hawaii. She wrote us a letter on Oct. 27, 1955, re¬ 
porting the treatment she had received since her arrival there 
in June, 1953. On July 16, 1954, with a 200-kv. deep therapy 
machine, using 0.5 mm. Cu plus 1 mm. A1 at a 50-cm. distance, 
a 10 by 10 cm. field was used. At that time she was given a total 
dose of 2,500 r units measured in air to the right and left lateral 
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nostcrior pelvic ureas and 1,000 r measured in air to the right 
and left anterior portals erected at the body of L-5, making a 
total dose up to that time of 5,900 r through five ports. 

After receiving the additional x-ray therapy, she was advised 
to do some exercises, including swimming, to relieve a moderate 
stiffness of her hack, which was attributed to her having worn 
a back brace after her operation. At the time of her letter, she bad 
gained weight, was feeling good, and was able to do all her 
housework without difficulty. She still had occasional cramps 


Fig. 3.—X-ray of lumbar region, September, 1955. The pre¬ 
viously described defect now has a sharply defined margin and 
considerable sclerosis is noted in the area. 


CHLORPROMAZINE-BARTHOLOMEYV AND CAIN 

in her left leg but otherwise was symptom-free. Reexamination 
of the fifth lumbar segment in anteroposterior and lateral views 
on Sept. 20, 1955, showed the defect previously described; how¬ 
ever, it then had a sharply defined margin and there was con¬ 
siderable sclerosis of bony tissue about the area, indicating that 
healing had progressed satisfactorily (fig. 3). 

Comment 

The decision to follow the surgery in this patient 
with irradiation therapy was made in the realization 
that there is considerable difference of opinion as to 
the desirability of using combined therapy. It is true 
that many giant-cell tumors in long bones do not recur 
after curettage, even though bits of tumor undoubt¬ 
edly remain attached to the wall of the cyst. It has 
been suggested, however, that these fragments under¬ 
go necrosis because of the interference with the blood 
supply. In this patient the tumor involved the soft 
tissues, as well as the bone, and there was little doubt 
that viable tumor tissue remained. We also recognized 
the possibility of sarcomatous change being provoked 
by the irradiation therapy. The patient’s course, how¬ 
ever, would indicate that the combined surgery and 
irradiation therapy used on the giant-cell tumor of 
bone occurring in the fifth lumbar vertebra was satis¬ 
factory. The patient has been symptom-free for over 
three years. 

Mercy Hospital, Fourth and Ascension Street (14) (Dr. Cole¬ 
man). 
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ABDOMINAL PAIN FOLLOWING USE OF CHLOKPROMAZINE 


Lloyd G. Bartholomew, M.D. 
and 

James C. Cain, M.D., Rochester, Minn. 


Hepatitis due to chlorpromazine (Thorazine) hydro¬ 
chloride is often a diagnostic problem because it may 
mimic biliary obstruction from both the clinical and 
the laboratory standpoints. Pain, such as is commonly 
seen in biliary colic, is extremely unusual, although 
some patients complain of soreness in the upper part 
of the abdomen at the onset of the hepatitis. In a re¬ 
cent series of 23 cases of hepatitis due to chlorproma¬ 
zine encountered at the Mayo Clinic, only one patient 
■- pain that might conceivably be construed to 
represent biliary colic. We have reviewed the English 
literature with particular reference to pain and found 
it to be in agreement with our experience. It has been 
emphasized that the onset of hepatitis due to chlor- 
promazine may be sudden and associated with high 
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fever and chills. Pain of the intensity and character 
usually associated with an acute abdominal crisis has 
not been reported to our knowledge. 

Recently we encountered a patient who presented 
symptoms that suggested an acute abdominal emer¬ 
gency following the ingestion of chlorpromazine. Since 
surgical treatment would not be beneficial and would 
be potentially hazardous in any patient with hepatitis, 
we felt that this case was worthy of report. 

Report of a Case 


A 35-year-old woman was seen at the Mayo Clinic because of 
spasmodic torticollis of eight months’ duration. Her general 
health was otherwise excellent, and the results of physical exam¬ 
ination and laboratory studies were within normal limits Neu¬ 
rological examination confirmed the diagnosis of spasmodic 
torticollis, and it was thought that physical medicine and seda¬ 
tion might be helpful. A psychiatric consultant did not recom¬ 
mend extensive psychotherapy. Accordingly, tile patient was 
given a prescription for chlorpromazine to he taken in doses of 
oO mg. four times daily. 
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On May 26, 1956, she took 50 mg. of the drug after the 
morning meal and 50 mg. after the noon meal. At about 5:30 
p. m., 10 minutes after eating, severe, constant epigastric pain 
abruptly developed. In spite of this she took the third dose of 
chlorpromazine at approximately 6 p. m. The pain persisted 
and in three hours shifted to the periumbilical and right flank 
regions. It was aggravated by body movement. A chilly sensa¬ 
tion followed by sweating and nausea without vomiting devel¬ 
oped soon after the onset of pain. Three soft, but not watery, 
bowel movements were passed without any noticeable change in 
the pain. At 1:30 a. m. the following day. May 27, the pain was 
so severe that a physician was called to her home. The pain then 
appeared to be coming in waves of 5 to 10 minutes’ duration 
and was located in the right lower quadrant of the abdomen. 

Physical examination revealed a temperature of 99 F (37.2 C) 
and both direct and rebound tenderness in the right lower quad¬ 
rant of the abdomen. There were no clinical signs of jaundice. 
The liver and spleen were not palpable. The physician, unaware 
of tire previous ingestion of 150 mg. of chlorpromarin'>, sus¬ 
pected acute appendicitis. At the hospital three hours later, at 
4:30 a. m. on May 27, emergency studies revealed a leukocyte 
count of 9,500 per cubic millimeter of blood, with a differential 
count of 88.5% polymorphonuclear neutrophils, 9% lymphocytes, 
and 2.5% monocytes. Urinalysis revealed nothing unusual. At 
that time the pain had shifted to the right upper quadrant of the 
abdomen and the rebound tenderness in the right lower quadrant 
had disappeared. With the history then obtained of the recent 
ingestion of chlorpromazine and the shift of pain and tender¬ 
ness to the right upper quadrant of the abdomen, the possibility 
of hepatitis due to chlorpromazine was considered. Surgical in¬ 
tervention did not seem indicated at that time. 

Five hours later, at 9:30 a. m., the leukocyte count was 7,200 
per cubic millimeter of blood, with a differential count of 90% 
polymorphonuclear neutrophils, 7% lymphocytes, 2.5% mono¬ 
cytes, and 0.5% basophils. By that time the patient’s symptoms 
had largely subsided. The physical examination again disclosed 
no evidence of jaundice, and the liver and spleen were not pal¬ 
pable. 

On the following day, May 28, the leukocyte count was 5,100 
per cubic millimeter. The serum bilirubin measured 2.4 mg. 
per 100 cc. direct and 0.56 mg. per 100 cc. indirect. The edge 
of the liver was for the first time palpable 1 fingerbreadth be¬ 
low the right costal margin. The scleras appeared normal. The 
condition of the patient continued to improve, and on the fol¬ 
lowing morning the concentration of serum bilirubin had fallen 
to 0.6 mg. per 100 cc. direct and 0.3 mg. indirect. The value for 
alkaline phosphatase was 18.5 King and Armstrong units, and 
the retention of sulfobromophthalein was 22% in one hour. The 
thymol turbidity was 0 unit and the prothrombin time 19 sec¬ 
onds. 


Two days later the patient was clinically well but the edge of 
the liver was tender and remained palpable 1 fingerbreadth 
below the costal margin. The concentration of serum bilirubin 
had returned to norma), as evidenced by a value of 0 mg. per 
100 cc. direct and 0.84 mg. indirect. Roentgenographic exami¬ 
nation of the gallbladder disclosed a normally functioning organ 
with no stones. Two months later the patient was clinically well 
and presented no evidence of clinical jaundice or further ab¬ 
dominal pain. 

Comment 

Caution must always be exercised by any physician 
using potentially toxic drugs. The common untoward 
manifestations of chlorpromazine are well recognized 
and have been widely discussed in the medical litera¬ 
ture. In contrast to the frequent occurrence of fever, 
chills, and mild abdominal soreness at the onset of 
hepatitis due to chlorpromazine, occasionally acute 
pain simulating an abdominal emergency such as ap¬ 
pendicitis may occur as the first and only symptom. 

Hepatitis due to chlorpromazine classically is re¬ 
ferred to as “chlorpromazine jaundice.” In a previous 
report we have emphasized the anicteric form of 
hepatitis due to chlorpromazine with hepatomegaly. 1 
The case reported here represents another example of 
the clinically anicteric form of the disease but differs 
in that the first symptom was acute abdominal pain. 
As the pain subsided the liver'enlarged and became 
palpable. Although there was chemical hyperbilirubi¬ 
nemia, scleral icterus was never present. 

. Conclusions 

Acute abdominal pain may be the only symptom of 
hepatitis due to chlorpromazine. Since acute abdom¬ 
inal pain, hepatomegaly, or jaundice alone or in com¬ 
bination may be a manifestation of such hepatitis, it 
is essential that all patients with such symptoms be 
interrogated as to the ingestion of this drug. 

References 

1. Bartholomew, L. G., and Cain, J. C.: Chlorpromazine Hep¬ 
atitis Without Clinical Jaundice, Proc. Staff Meet. Mayo Clin. 
31:201-204 (April 4) 1956. 


COUNCIL ON MENTAL HEALTH 


This is the third in a series of four articles prepared btj members of the Committee on Alco¬ 
holism of the A. M. A. Council on Mental Health. The other articles appeared in The Journal 
on Dec. 29,1956 , and Feb. 16,1957. Richard J. Plunkett, M.D., Secretary. 

PSYCHIATRIC TREATMENT OF THE ALCOHOLIC 


Jackson A. 

The alcoholic is usually the last one to agree with 
the diagnosis of his condition. His family may per¬ 
suade him to visit a general practitioner for treatment 
of some physical complication of his drinking much 
x more readily and much earlier in his drinking career 
than they can persuade him to see a psychiatrist. Alco¬ 
holics do not show any great affinity' for psychiatrists 
and may openly resent being considered psychiatric 
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patients. This is an attitude that they unfortunately 
share with most nonalcoholics; therefore some tact is 
required in referring them for treatment. If the alco¬ 
holic demonstrates abnormal behavior, appears de¬ 
pressed, or evidences a disturbance in his thinking 
(most frequently, ill-founded or illogical suspicions or 
grandiose opinions), he should certainly be examined 
psychiatrically, since in such cases the drinking may 
only be symptomatic of a severe underlying mental 
disturbance. Persons with sociopathic personality dis¬ 
orders, schizophrenic reactions, and manic depres- 
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sive reactions and those who are mentally defective 
may drink excessively as a reflection of underlying 
psychopathology. Therefore, the individual on whom 
the alcohol is acting must be evaluated; however, if, 
when he is not drinking excessively, his behavior is 
relatively stable and his thinking appropriate, a psychi¬ 
atric appraisal is not mandatory. 

There are almost as many theories as to why people 
become alcoholics as there are types of alcoholics. 
They are described as belonging in various psychiatric 
diagnostic groups, although little is said about the vast 
majority of patients in these same psychiatric groups 
who do not become alcoholics. For instance, if it is 
concluded alcoholics are neurotic, what prevents all 
but a very few neurotics from becoming alcoholics? 
Too, why should Jewish people, who are not free of 
emotional illness, be comparatively free of alcoholism 
-an immunity that the Irish do not share. Alcoholics 
frequently seem to have less concern or worry over 
themselves and their difficulties than persons with 
emotional problems that are uncomplicated by ex¬ 
cessive drinking. In fact, alcoholics may even look on 
a recent severe illness due to excessive drinking as a 
revelation and make such statements as, “Ive learned 
my lesson,” etc., until it is felt that this conviction of 
(often relearned) knowledge may be so strong that it 
may lead to more drinking to mark the discovery. 

Psychiatrically, it is possible to find just about what 
is sought in a group of alcoholics. Various attempts 
have been made to explain the alcoholics’ difficulties 
on the basis of their personalities. A great deal has 
been said about tire role of latent homosexuality and 
oral eroticism in the etiology of chronic alcoholism. 
It is true that men frequently drink in the presence 
of other men, but the choice is limited only to two 
sexes, and the fact that men are as a rule more tolerant 
toward drunken behavior than are women is likely 
to be of some weight in determining the alcoholic’s 
choice of drinking companions. Furthermore, in con¬ 
sidering the factor of "oral eroticism,” one is forced 
to admit that most of the alcohol ingested enters the 
human body via die mouth; yet here again die choice 
of routes is not wide. 


Passive and Aggressive Alcoholics 

On the basis of their behavior while not drinking, 
alcoholics may be described as passive or aggressive 
in their relationships widi other people. The passive 
group is characterized by an inability to express hos¬ 
tility or anger; they are too considerate of other people 
and thereby vulnerable to imposition. They dislike 
disharmony and argument and conceal the anger and 
resentment they feel over small slights. They are well 
liked, and their family, friends, and not infrequently 
their employers are protective toward them. This at¬ 
titude in turn fosters dependence in tile patient. Their 
lack of self-confidence demands the use of alcohol to 
overcome a fear of failure when any new task is at¬ 
tempted, but the drink they take to overcome their 
tear repeatedly assures their failure. When sober, 
they are continuously dissatisfied with themselves 
over what they have failed to accomplish. Their goal 

or themselves may be grandiose as compared to their 

mPTif 1 ° r t0 ° f ea f Perfection to allow accomplish¬ 
ment. As a result they are regularly unhappy. 


In some instances such patients are almost infantile 
in their lack of self-reliance. The wife or family, after 
years of hope and disappointment, attempt to keep 
them under constant surveillance, to allow them only 
enough money for carfare or lunch, and, in essence, to 
deprive the patient of all responsibility. In an extreme 
situation, the only satisfaction such a patient experi¬ 
ences arises from the alcohol he drinks and his efforts at 
overcoming the obstacles that prevent his obtaining it. 

The aggressive group have an unusual amount of 
energy, drive, and physical stamina. They are inclined to 
continue and to “overdo” any activity, including drink¬ 
ing, until they are exhausted or comatose. Prior to the 
fourth or fifth decade of life, they show unusual 
recuperative powers and are able to recover rapidly 
after a bout of drinking. As they grow older, the inter¬ 
vals between the drinking episodes shorten as they 
gradually lose their tolerance to alcohol, and on rou¬ 
tine physical examination they may show an unex¬ 
plained enlargement of the liver. The ability and drive 
these men have frequently result in their being quite 
valuable to their firms and attaining positions of great 
responsibility. 

Consideration of Individual in Treatment 


Not infrequently the general practitioner will know 
the patient’s previous history' and will be able to evalu¬ 
ate the magnitude of the problem and tire individual’s 
capacities. The physician must avoid the tendency' 
to recount his attitudes toward drinking and his own 
personal method of handling or avoiding alcohol in 
order that the alcoholic’s difficulties may be ascer¬ 
tained. This facet of treatment cannot be overempha¬ 
sized. The unique problems of the individual alcoholic 
must be determined; the physician either has to find by 
listening and inquiring the areas of interpersonal con¬ 
flict the patient has encountered or he has to presume 
that “all” alcoholics are alike and generalize that they 
all meet and manage their problems in the same man¬ 
ner—which is not the case. 

In psychotherapy of the alcoholic, the individual’s 
capacities and limitations must be repeatedly evaluated 
and used as a guide in treatment. If the first impression 
is adhered to without change, the patient may be 
pushed too far, too fast, and his efforts at sobriety' 
may be hindered rather than helped. In other words, 
the same approach cannot be utilized for a 40-year- 
old person who is a totally dependent male, living at 
home, and supported by a possessive mother, as would 
be feasible with a 50-year-old aggressive executive 
whose drinking has only recently become an undeni¬ 
able danger to a previously successful career. The 
procedure, then, is to determine the basic, as well 
as the apparent, reasons for the drinking; this neces¬ 
sitates an appraisal of the patients social and emotional 
adequacy when sober. Literally, how competent is he 
in facing the routine demands of living? 

In chronic alcoholism, as in any other medical prob¬ 
lem, it is necessary' to have some degree of accord 
between the physician and the patient as to the exist- 
ence of the illness before the treatment is initiated 
if the patient’s cooperation is expected. This is not 
as simple as it might seem, men first seen, the patient 
not only may fail to be in accord but may find the 
diagnosis totally unacceptable and frightening, and 
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he may unhesitatingly point out that he knows the 
diagnosis is incorrect because “he can take alcohol 
or let it alone,” since on one occasion during the past 
year lie was totally abstinent for a month. He may 
admit that, until recently, he did have a problem, but 
there is no longer need for concern since he has de¬ 
cided to quit drinking and, since this is admittedly 
what is needed, he considers himself cured. This 
concept of being “cured” is unfortunately accepted 
not only by the alcoholic at face value but, on occa¬ 
sion, by those treating these patients by any new 
method. It is unlikely that any other diagnostic group 
has been so variously, frequently, and briefly “cured” 
as alcoholics. 

These objections that are so frequently raised by the 
patient to the diagnosis cannot be ignored, since 
they profoundly affect the success of any type of 
therapy. It is too much to expect a procedure to suc¬ 
ceed if the patient is not convinced of the necessity of 
undergoing treatment or if the treatment itself, perma¬ 
nent abstinence, is more than he can tolerate. The man¬ 
ner in which the physician discusses the problem at 
the time of the first visit may determine whether the 
alcoholic initiates another bout of drinking to disprove 
the diagnosis or makes a sincere effort to abstain; 
for this reason, the physician should attempt to put 
the patient at ease and make the diagnosis as accept¬ 
able as possible. 

The necessity of his existing in a permanent rather 
than a temporary state of sobriety should be stressed 
to the alcoholic only when he can tolerate the idea, 
but this is the goal of the treatment with which no 
compromise is possible. The members of Alcoholics 
Anonymous attempt to overcome the anxietv produced 
by insistence on a lifetime of abstinence by putting 
the goal on a daily and less frightening basis. 

Either attempts to frighten the alcoholic into sobri¬ 
ety are discounted by the patient because of similar 
previous efforts by the family or such threats only 
serve to increase the already-existing anxiety that he 
relieves by more drinking. The physician should be 
more interested in what makes the diagnosis unaccept¬ 
able than in attempting to force an intolerable idea 
on an unwilling patient. Most problem drinkers have a 
concept of what a man has to do to be an alcoholic, 
but they rarely include themselves in their own defini¬ 
tion. The use of attempts at frightening the patient 
into abstinence have much historical precedent, and 
the list of formidable punishments that have been de¬ 
vised, from ordinary torture, the ducking stool, and the 
public stocks to pouring molten lead down thirsty 
throats, is, if nothing else, a testimony to the sadistic 
ingenuity of sober criminologists through tire ages. 
As forms of punishment have gradually become more 
humane and less picturesque the punishment of the 
so-called crime of drunkenness has finally boiled down 
to simple imprisonment. Before the community is con¬ 
demned for its punitive efforts, however, it should be 
added that these attempts have been made for lack 
of a better solution. The answer to the problem of 
chronic. alcoholism can hardly be expected to arise 
spontaneously from the community itself. 

With alcoholics as with, the mentally ill,.there is an 
overlap in medical and legal responsibility that can¬ 
not be too consistently defined. Until a patients in¬ 


competence is at least temporarily established, it is his 
decision as to whether he will accept treatment. This 
problem is understandably disturbing to the family, 
who are anxious to have “something done” to prevent 
the patient’s continuing his rapid decline. However/ 
it must be appreciated that, if the patient is to be 
treated outside an institution, his cooperation and 
desire are essential to a change in his drinking pattern. 

Characteristics of an Alcoholic 

There are many popular theories on how and what 
an individual must drink to qualify as an alcoholic. 
For instance, some think that a man may drink a 
quart of whiskey a day provided he makes certain he 
does not drink alone or that he may routinely consume 
12 or more bottles of beer an evening if he drinks no 
whiskey; and, because he does not drink alone or 
consumes only beer in excess, according to popular 
theory he should not be considered a “real” alcoholic. 
The fact that a man never drinks alone or drinks only 
beer is not significant in determining the severity of 
his alcoholism. Also, it is not necessary for a patient to 
have delirium tremens or to become obviously intox¬ 
icated to be a chronic alcoholic. 

Neither can alcoholism be diagnosed by the clock. 
It is not necessary for an individual to start drinking 
in the morning, before lunch, or before 5 p. m. to 
qualify; although, as the illness progresses, the hour 
at which the first drink is taken may be earlier in 
the day. For instance, the patient who, after several 
years of excessive drinking begins to drink during 
the day, did not become an alcoholic the first time he 
took a drink on the job. This particular behavior is only 
indicative of the severity of the disorder. Even if a 
patient says he only has “a couple before dinner,” if 
he has a fifth after dinner, he still is an alcoholic. 

Many of these misconceptions are used by the alco¬ 
holic to disprove his diagnosis to himself. He may 
point out that he can “take it or leave it alone,” “knows 
plenty of people who drink more than he does,” “has 
been to many a party and never touched a drop/ 
etc. In essence, any individual who relies on alcohol 
to meet the ordinary demands of living and continues 
to drink excessively after alcohol has caused him 
marital or occupational difficulty is an alcoholic 
whether he drinks only in the evening, has never 
taken a drink when alone, or has not touched anything 
but beer for five years. 

The alcoholic frequently has morning nausea, with 
a chronic productive cough that may lead to vomiting 
and that the patient is more apt to attribute to smoking 
than to drinking. Like many tense people, he may not 
be able to eat an adequate breakfast, particularly on 
a working day, and he may become easily fatigued and 
have a poor appetite. If he drinks on arising, he may 
have to take two or three drinks before he can retain 
sufficient alcohol to overcome his nausea and tension. 
These misconceptions about alcoholism need to he 
clarified unequivocally to the patient, since, if the 
physician is not positive in his explanation, the pa¬ 
tient will twist the statement to further minimize the 
severity of his problem. 

The majority of chronic alcoholics have an unusual 
amount of anxiety or tension that they attempt to con¬ 
trol by drinking; this anxiety is experienced as a feeling 
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of fear, dread, or apprehension that may amount to 
panic. Most anxious patients control their tension by 
the development of some one of the psychoneurotic 
reactions. The alcoholic on the other hand may de¬ 
velop few somatic complaints to control his anxiety, 
which he tolerates poorly and attempts to relieve 
immediately by drinking; this is a temporarily effective 
measure. If the drinking is prolonged or excessive, the 
individual develops physical changes that aggravate 
and increase his tension, further decrease his toler¬ 
ance, and thereby increase even more his need for 
alcohol. A self-perpetuating cycle is established that 
may be periodically interrupted by the patients be¬ 
coming too ill physically to chink, or, in older alcoholics 
or those with a complicating physical illness, a state of 


\ 


delirium nrav ensue. 

The controversy over the need to “taper off” the 
alcoholic after a drinking bout as opposed to an abrupt 
withdrawal of all alcohol continues, and as a corollary 
the existence of a “delirium of abstinence” is still held 
by some. However, reports of the development of 
delirium in as high as 75% of such patients while the 
patient was still drinking, the increased psychological 
dependence that the medical use of alcohol may pro¬ 
duce in the patient, the aggravation of existing pa¬ 
thology, and the availability of other less toxic drugs 
militate for an abrupt and total withdrawal of all alco¬ 
hol. It may be worth pointing out that the person who 
is not an alcoholic develops a toxic state accompanied 
by anorexia, nausea, vomiting, tachycardia, profuse 
perspiration, and dehydration after an excessive intake 
of alcohol (i. e., a "hangover”); however, the nonalco¬ 
holic successfully controls the toxic state by abstaining 
from the use of alcohol, whereas the alcoholic perpetu¬ 
ates the toxic condition bv taking more alcohol to re¬ 
lieve the symptoms. Many chronic alcoholics continu¬ 
ously attempt to “taper off,” as evidenced by their 
tendency to buy only half-pints of alcohol because 
they feel that is all they will need to stop drinking. 

In an alcoholic who is anxious two things must be 
considered: first, tlie forces producing the anxiety and, 
second, the effects of the alcohol per se. The effects 
of the alcohol are more treatable and tend to be self- 
limiting if alcohol is withheld. Nevertheless, unless 
the anxiety is decreased, it may be predicted that the 
drinking will be resumed as the anxiety recurs and 
increases in intensity-. This is the most difficult part of 
me treatment, because alcohol is a pharmacologically 
powerful substance. Its effects are potent and prompt; 
under its influence, friendships ripen, social barriers 
are broken down, the pauper thinks himself a king, 
cm Kirrassment is unknown, and anxiety flees. In short, 
a coliol increases self-confidence by relieving concern, 
ear, and doubt of self. The physician, then, has an 
at \ e vs ary of no mean strength, and his ingenuity and 
l 'hmss are strained to the utmost to find a 
can compete with its lure, particularly 
immprliff 10 v r 0 const:ant b' available as a source of 
methnrl f 6 r ?i 16 * rom tension an d is an acceptable 
tu V° r * e nonakoholic. 1 

pends® h 3 a l coholism de ‘ 

beine treimr! H ?° rs ' ® rst > t ' le patients interest in 
sorium—literall , nd, , se 9° n ^> *be clearness of his sen- 

benefit from tiw- '' ’ edler lle is. sufficiently aware to 
interview. On such a basis, the acutely 


intoxicated individual and the delirious patient are 
considered unsuitable for any type of psychotherapy 
except reassurance and encouragement until their 
physical status has improved. Those patients not fall¬ 
ing into the above groups are approached on an indi¬ 
vidual basis, according to their original and remaining 
intellectual and emotional capacities. If the patient is 
uncommunicative, belligerent, and shows minimal con¬ 
cern over his own problems or little interest in being 
treated, be is a poor candidate for psychotherapy re¬ 
gardless of his intellectual endowment. If the patient 
is feeble-minded or of borderline intelligence, pro¬ 
longed or intensive psychotherapy would be pointless, 
whereas an expression of interest may be warmly re¬ 
ceived and therapeutically effective. Such an individual 
may form a strong attachment to a physician that may 
give the patient sufficient reason to abstain. 

Usually an alcoholic's determination to quit drinking 
is at a peak immediately after a bout, and diminishes 
as his confidence returns. There are various reasons for 
alcoholics’ deciding to cease drinking. Most frequently 
the necessity of abstaining does not originate with the 
alcoholic but is imposed upon him. Such factors as the 
threat of losing his job, being divorced, or being prose¬ 
cuted for driving while intoxicated motivate an appar¬ 
ently spontaneous decision to stop drinking. Unfortu¬ 
nately, when the outside pressures are relieved, the 
patient’s resolve is likely to fade and his previous 
drinking pattern will be resumed, unless the anxiety 
over the results of further drinking is greater than the 
impulse for immediate relief of tension. 

Regardless of the emotional background, the history 
of drinking, or the degree of determination the patient 
may express, he must personally conclude that for him 
drinking is impossible before much progress can he 
made. He can not abstain to humor his unduly alarmed 
wife, to placate an irate employer, or for any reason 
other than an actual understanding of the inevitable 
consequence of taking one drink. He should be in¬ 
formed of the activities of Alcoholics Anonymous, and, 
if he is willing, he should be put in contact with a 
group of similar background and interest. 

General Observation on Treatment 

In approaching the alcoholic patient, a few observa¬ 
tions should be kept in mind: the patient will inevitably 
minimize the amount he drinks, the trouble it has caused 
him, and the fears he feels about existing without alco¬ 
hol. The family will be understandably reluctant to al¬ 
low him to assume responsibility for himself; however, 
if the family hides a bottle from the patient, he is un¬ 
doubtedly successfully hiding a bottle from them. As a 
group, alcoholics respond very poorly to coercion, re¬ 
striction, or threats. Lecturing or moralizing by the 
physician is rarely of any benfit. The treatment must fit 
the individual alcoholic and not the diagnosis alone. A 
college graduate with superior intellectual endowment 
may be emotionally infantile and have a poorer prog¬ 
nosis than an alcoholic of borderline intelligence, since 
alcoholics do not drink to solve intellectual problems 
but rather to escape illogical fears. 

Frequently, the type of alcoholic, seen in general 
practice, who will accept treatment fits the following 
pattern: He has few physical complaints, has always 
been considerate of other people, and would be well 
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regarded in the community were it not for his drinking. 
As a rule, he wall have been drinking excessively five 
years or more before he is first seen for treatment of 
his alcoholism. Once he has been restored to a normal 
physical state, he may see little need for further visits 
because he has resolved to stop drinking. 

These patients may conceal the hostility they feel 
for a possessive mother, a demanding wife, or an over¬ 
bearing employer by an attitude of placid acceptance 
until they drink. These same patients, when drinking, 
may become abusive toward and/or attempt to assault 
those they fear or resent when they are abstinent, and 
the aggression released while drinking may lead to 
remorse and depression after the drinking bout is over. 
The patient’s evaluation of the changes in his behavior 
while drinking should be clarified. He may disclaim 
any logical reason for his behavior, but he may recall 
interpersonal conflicts that finally terminated in a 
drinking bout. Discussing these irritations may aid the 
alcoholic in understanding why he allows his resent¬ 
ment to accumulate and then seeks relief by drinking. 

There are several reasons for the patient’s doing the 
talking: He must clarify and explain the reasons he of¬ 
fers himself for drinking, it affords the physician insight, 
and it stresses the importance of why the individual 
drinks rather than what and how much. The briefer the 
advice the doctor gives, the more likely that it will be 
followed; a patient may remember 5 or 10 words, but he 
will seldom retain a five-minute dissertation. 

Alcoholics are especially difficult to treat when they 
have entered into a mutually dependent relationship 
with a parent or spouse who wants the patient sober 
but not less dependent. The son in his 30’s who con¬ 
tinues to live with his mother and the husband who is 
supported by his wife may have difficulty maintaining 
their self-esteem except with the help of alcohol. As 
a rule such an individual vacillates between infantile 
dependence and overt belligerence toward his bene¬ 
factor. The successful father who provides so ade¬ 
quately for his children that they are deprived of the 
satisfactions of responsibility and accomplishment may 
also provide the means for their becoming alcoholic. 


Summary 

The practitioner should evaluate all the pertinent 
data, both physical and emotional, and proceed with 
his treatment on an individual basis. The patient must 
accept the diagnosis and the need for treatment—hi 
cannot be deceived into sobriety. Tire physician shouk 
seek some logical explanation for the patient’s be 
havior and should always be guided by the patient’ 
appraisal of the relative importance and response t< 
what may have happened to him in the past that pro 
voked his drinking. The motivation of the patient’ 
behavior should be constantly sought, especially wher 
his actions are illogical or out of keeping with his his 
tory. To allow the patient to discuss his situation with 
out condemnation is in itself therapeutic, but then 
can be no compromise with the fact that either tin 
patient must be a teetotaler or else he will be drunk 

Prerequisite to psychotherapy is the patient’s capac 
ity to comprehend. The physician’s attitude shoulc 
always be one of controlled enthusiasm, and he shoulc 
not evidence disappointment if the first few attempt 
at sobriety fail or undue enthusiasm over a few week 
of abstinence. 

In essence, psychotherapy as applied to the chronic 
alcoholic is an attempt to encourage the patient to ex¬ 
press anger and, thus, to prevent its accumulating anc 
leading to increased tension, anxiety, and another bout 
The physician must also avoid allowing the patient tc 
develop undue dependence on him and must encour¬ 
age the patient to assume responsibility for his owr 
behavior. It is of no benefit for the physician to extracl 
promises of sobriety from the patient; in fact, once the 
drinking pattern is clarified, there is little reason foi 
repetitiously going over this phase of the history ai 
each visit. Ordinarily, if the patient is successful in 
abstaining, he will discuss his success with some pride; 
if he has been drinking, it is usually more helpful (and 
possibly more rational) to blame the treatment than 
the patient. 

602 S. 44th Ave. 


The Nature of Acute Gout.—There has been much speculation in regard to the pathogenesis 
of acute gout. However, apart from a keener awareness of numerous precipitating “stress” 
factors, we have no better insight actually than did Sydenham in 1683, when he rendered his 
classical description of the torture he endured during gouty attacks. For that matter, the 
basis for the specific action of colchicine in alleviating these attacks is still not understood, al¬ 
though the drug has been in use for some 1400 years. It is quite conceivable that elucidation 
of the biochemical action of this remarkable alkaloid (used also in plant breeding and ge¬ 
netics) may yet furnish the key to solution of the problem. As for direct pathologic observa¬ 
tion, according to Talbott, not a single report of the gross or microscopic examination of the 
interior of an affected joint during an acute attack has appeared, apparently because no one 
has had the temerity to secure material for biopsy in these circumstances. Nor has the condi¬ 
tion ever been reproduced or simulated experimentally by any means whatsoever. For reasons 
which have been cogently marshalled elsewhere, urate deposition per se cannot be held re¬ 
sponsible plausibly for acute gouty attacks. As Gutman has tentatively suggested, however, it 
is possible that acute gout is provoked by some precursor of uric acid, perhaps an intermediary 
purine metabolite as yet unidentified. Although the concept also has been advanced that tem¬ 
porary adrenocortical deficiency may be the trigger mechanism, the observations of Levin, 
Rivo, and Bassett would seem to cast serious doubt upon the soundness of this view. In any 
event, this factor in itself would hardly account altogether for the acute gouty episode.—L. 
Lichtenstein, M.D., H. W. Scott, M.D., and M. H. Levin, M.D., Pathologic Changes in Gout, 
American Journal of Pathology, September-October, 1956. 
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Statement of the Council 

The Council has authorized publication of the following statement. 

Philip L. White, Sc.D., Secretary. 

LOW-SODIUM MILK 


Sodium-restricted diets are being employed more 
and more in the therapy of certain disease states. Such 
diets are useful in the management of edema associated 
with congestive heart failure, cirrhosis of the liver, 
certain renal diseases, the toxemias of pregnancy, and, 
in some instances, in the treatment of hypertension. 
With the accumulating data on the sodium content 
of foods, it is now possible for the physician to con¬ 
struct a nutritionally adequate diet containing almost 
any level of sodium desired above 200 mg. daily.' 
However, the physician’s ingenuity is taxed to include 
a suitable variety of palatable foods when a high- 
protein diet of restricted sodium content is in¬ 
dicated. 

Certain basic foods that are now being processed to 
reduce their sodium content should prove to be of 
great help in the formulation of nutritionally adequate 
sodium-restricted diets. Because the manufacturing 
process employed to reduce the sodium may also affect 
the other nutrients present, information on the possible 
alterations in the nutritional value of these products 
should be made available by the manufacturers to 
physicians and dietitians. 5 

In many parts of the country there is available liquid 
whole milk that has been processed so as to reduce 
its sodium content. The process involves passing the 
milk through an ion exchange resin in the cold (35- 
40 F), resulting in the replacement of sodium with 
an equivalent amount of potassium. The taste and 
flavor of tire milk are affected very' little. 


Comparative Compositions of Low-Sodium and Whole Milk 


Composition per Ouiirt 

Solids, gm.. 

Protein, gm.. 

Pat, gm. 

Carbohydrate, gm. .. 

Ash, gtn. . 

Thiamine, mg.. 

Biboiiavln, mg.... 

Xiacin, rag.. 

Vitamin B«, meg . 

Vitamin Bit, meg. . 

Calcium, gm. 

Potassium, gm. ... . 

Phosphorus, gm.. 

Sodium, mg. . ' ‘. 


Low-Sodium f 

Whole 

Milk 

MUfc 

USDA 

sue 

115,2 

127 

120 

30.2 

34.2 

31.2 

33.5 

38.3 

35.0 

40.0 

47.8 

45.4 

7.0 

6.8 

6.8 

0.20 

0.35 

0.40 

1.29 

1.68 

1.48 

0.42 

1.3 

0.8 

330 


454 

3,5 

... 

5.3 

0.930 

3.15 

3,18 

2.30 


1.31 

0,820 

0.908 

0.908 

39.7 

... 

550 


re wealth of nutrients furnished by milk is no less 
important in sodium-restricted diets than in normal 
lets. The omission of milk from a sodium restricted 
iet makes it difficult to obtain the recommended 
amounts of protein, calcium, and riboflavin. Since 
so mm restriction necessarily limits the intake of meats 
ana other so-called protective foods that normally 
m e ug r sodium contents, the great potential value 
a ow -sodium milk in such diets is even more 


In order to obtain more specific data on the nutrient 
values of the low-sodiunr milk available in the Chicago 
area, the Council requested two laboratories to ex¬ 
amine various samples. The table summarizes the 
chemical data obtained and compares it with the 
data for whole milk given in the United States De¬ 
partment of Agriculture Handbook No. 8 and the Na¬ 
tional Research Council Publication 254, “The Compo¬ 
sition of Milks.” The data represent seven different 
samples obtained over a three-month period. 


Sodium, less than. 50 mg. 

Potassium, less than. 2.5 mg. 

Thiamine, at least. 0.15 mg. 

Riboflavin, at least. 1.0 mg. 

Niacin, at least. 0.4 mg. 

Vitamin B», at least. 300 meg. 

Vitamin 13at least. 3 meg. 


On the basis of the table, it would appear that liquid 
whole milk processed to remove more than 90% of the 
sodium should be extremely useful to the physician 
prescribing sodium-restricted diets. It compares favor¬ 
ably with whole milk in many nutrients. When such a 
product is used, however, cognizance should be taken 
of the reduction by' almost 50% of thiamine, niacin, 
and vitamin B I;; , and the reduction of calcium and 
vitamin B r , to about 75% of their values in whole milk. 
The potassium content is increased to almost twice that 
of liquid whole milk. There is no reason to anticipate 
that this increase will have any adverse effect, since 
it is within the range of the normal physiological intake 
for adults of 3 to 5 gm. of potassium per day'. Because 
of the increased potassium, the ash content of the low- 
sodium milk is about 12% greater than that of liquid 
whole milk. 

The Council urges that producers of low-sodium 
milk make periodic analyses of their product in order 
to assure that it meets the following tentative nutrient 
levels per quart; 

The Council stresses that the data given are limited 
and will not allow for the setting of final standards, 
but the tentative nutrient levels are presented for 
guidance in planning nutritionally adequate sodiuni- 
restricted diets. 

The Council wishes to acknowledge the cooperation of Dr. 
Henry Scott of the Wisconsin Alumni Research Foundation 
laboratories and Mr. James Kottemann of .the chemical labora¬ 
tory of the American Medical Association in performing the 
chemical and microbiological analyses. 
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regarded in the community were it not for his drinking. 
As a rule, he wall have been drinking excessively five 
years or more before he is first seen for treatment of 
his alcoholism. Once he has been restored to a normal 
physical state, he may see little need for further visits 
because he has resolved to stop drinking. 

These patients may conceal the hostility they feel 
for a possessive mother, a demanding wife, or an over¬ 
bearing employer by an attitude of placid acceptance 
until they drink. These same patients, when drinking, 
may become abusive toward and/or attempt to assault 
those they fear or resent when they are abstinent, and 
the aggression released while drinking may lead to 
remorse and depression after the drinking bout is over. 
The patient’s evaluation of the changes in his behavior 
while drinking should be clarified. He may disclaim 
any logical reason for his behavior, but he may recall 
interpersonal conflicts that finally terminated in a 
drinking bout. Discussing these irritations may aid the 
alcoholic in understanding why he allows his resent¬ 
ment to accumulate and then seeks relief by drinking. 

There are several reasons for die patient’s doing the 
talking: He must clarify and explain the reasons he of¬ 
fers himself for drinking, it affords the physician insight, 
and it stresses the importance of why the individual 
drinks rather than what and how much. The briefer the 
advice the doctor gives, the more likely that it will be 
followed; a patient may remember 5 or 10 words, but he 
will seldom retain a five-minute dissertation. 

Alcoholics are especially difficult to treat when they 
have entered into a mutually dependent relationship 
with a parent or spouse who wants the patient sober 
but not less dependent. The son in his 30’s who con¬ 
tinues to live with his mother and the husband who is 
supported by his wife may have difficulty maintaining 
their self-esteem except with the help of alcohol. As 
a rule such an individual vacillates between infantile 
dependence and overt belligerence toward his bene¬ 
factor. The successful father who provides so ade¬ 
quately for his children that they are deprived of the 
satisfactions of responsibility and accomplishment may 
also provide the means for their becoming alcoholic. 


Summary 

The practitioner should evaluate all the pertinent 
data, both physical and emotional, and proceed with 
his treatment on an individual basis. The patient must 
accept the diagnosis and the need for treatment—he 
cannot be deceived into sobriety. The physician should 
seek some logical explanation for the patient’s be¬ 
havior and should always be guided by the patient’s 
appraisal of the relative importance and response to 
what may have happened to him in the past that pro¬ 
voked his drinking. The motivation of the patient’s 
behavior should be constantly sought, especially when 
his actions are illogical or out of keeping with his his¬ 
tory. To allow the patient to discuss his situation with¬ 
out condemnation is in itself therapeutic, but there 
can be no compromise widi the fact that either the 
patient must be a teetotaler or else he will be drunk. 

Prerequisite to psychotherapy is the patient’s capac¬ 
ity to comprehend. The physician’s attitude should 
always be one of controlled enthusiasm, and he should 
not evidence disappointment if the first few attempts 
at sobriety fail or undue enthusiasm over a few weeks 
of abstinence. 

In essence, psychotherapy as applied to the chronic 
alcoholic is an attempt to encourage the patient to ex¬ 
press anger and, thus, to prevent its accumulating and 
leading to increased tension, anxiety, and another bout. 
The physician must also avoid allowing the patient to 
develop undue dependence on him and must encour¬ 
age the patient to assume responsibility for his own 
behavior. It is of no benefit for the physician to extract 
promises of sobriety from the patient; in fact, once the 
drinking pattern is clarified, there is little reason for 
repetitiously going over this phase of the history at 
each visit. Ordinarily, 'if the patient is successful in 
abstaining, he will discuss his success with some pride; 
if he has been drinking, it is usually more helpful (and 
possibly more rational) to blame the treatment than 
the patient. 

602 S. 44th Ave. 


The Nature of Acute Gout.—There has been much speculation in regard to the pathogc- 

of acute gout. However, apart from a keener awareness of numerous precipitatin'" 

factors, we have no better insight actually than did Sydenham in 1683, when b 

classical description of the torture he endured during gouty attacks. F" 

basis for the specific action of colchicine in alleviating these attacks F 

though the drug has been in use for some 1400 years. It is quite 

of the biochemical action of this remarkable alkaloid (used 

netics) may yet furnish the key to solution of the problen 

tion, according to Talbott, not a single report of the gro 

interior of an affected joint during an acute attack has app:.. 

has had the temerity to secure material for biopsy in these circui. 

tion ever been reproduced or simulated experimentally by any means 

which have been cogently marshalled elsewhere, urate deposition per se 

sponsible plausibly for acute gout)' attacks. As Gutman has tentatively sugges. 

is possible that acute gout is provoked by some precursor of uric acid, perhaps an i. 

purine metabolite as yet unidentified. Although the concept also has been advanced u 

porary adrenocortical deficiency may be the trigger mechanism, the observations of L 

Rivo, and Bassett would seem to cast serious doubt upon the soundness of this view. In an. 

event, this factor in itself would hardly account altogether for the acute gouty episode.—L. 

Lichtenstein, M.D., H. W. Scott, M.D., and M. H. Levin, M.D., Pathologic Changes in Gout, 

American Journal of Pathology, September-October, 1956. 
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COUNCIL ON FOODS AND NUTRITION 


Statement of the Council 

The Council has authorized publication of the following statement. 

Philip L. White, Sc.D., Secretary. 

LOW-SODIUM MILK 


Sodium-restricted diets arc being employed more 
nd more in the therapy of certain disease states. Such 
lets are useful in the management of edema associated 
rath congestive heart failure, cirrhosis of the liver, 
:ertain renal diseases, the toxemias of pregnancy, and, 
n some instances, in the treatment of hypertension. 
,Vith the accumulating data on the sodium content 
>f foods, it is now possible for the physician to con¬ 
tract a nutritionally adequate diet containing almost 
ny level of sodium desired above 200 mg. daily. 1 
However, the physician’s ingenuity is taxed to include 
. suitable variety of palatable foods when a high- 
irotein diet of restricted sodium content is in- 
licated. 

Certain basic foods that are now being processed to 
educe their sodium content should prove to be of 
»reat help in the formulation of nutritionally adequate 
iodium-restricted diets. Because the manufacturing 
process employed to reduce the sodium may also affect 
the other nutrients present, information on the possible 
alterations in the nutritional value of these products 
should be made available by the manufacturers to 
physicians and dietitians." 

In many parts of the country there is available liquid 
vhole milk that has been processed so as to reduce 
ts sodium content. The process involves passing the 
nilk through an ion exchange resin in the cold (35- 
10 F), resulting in the replacement of sodium with 
m equivalent amount of potassium. The taste and 
Savor of the milk are affected very little. 


Comparative Compositions of Low-Sodium and Whole Milk 


Composition per Quart 

Solids, gm... 

Protein, gm. ...... 

Fat, gm... 

Carbohydrate, gm.,. 

Ash, gm.... 

Thiamine, mg. ... 

Riboflavin, mg.... 

Niacin, mg... . 

Vitamin B«, meg.’* 

Vitamin Bis, meg. .. 

Calcium, gm. ... 

Potassium, gm. .... 

Phosphorus, gm. .* 

Sodium, mg. .*' 


Whole Milk 


Low-Sodium/ 

Milk 

USD A 

XttC 

115.2 

127 

120 

30.2 

34.2 

31.2 

83.0 

38.1 

35.0 

46.0 

47.8 

45.4 

7.G 

6.8 

6.8 

0.20 

0.S5 

0.40 

1.29 

1,68 

1.49 

0.42 

1.1 

0.8 

330 


454 

3.5 


5.3 

0.930 

1.35 

1.18 

2.36 


1.31 

0.820 

0.908 

0.908 

19.7 

... 

550 


The wealth of nutrients furnished by milk is no less 
important in sodium-restricted diets than in normal 
diets. The omission of milk from a sodium restricted 
diet makes it difficult to obtain the recommended 
amounts of protein, calcium, and riboflavin. Since 
sodium restriction necessarily limits the intake of meats 
and other so-called protective foods that normally 
have high sodium contents, the great potential value 
of a low-sodium milk in such diets is even more 


In order to obtain more specific data on the nutrient 
values of the low-sodium milk available in the Chicago 
area, the Council requested two laboratories to ex¬ 
amine various samples. The table summarizes the 
chemical data obtained and compares it with the 
data for whole milk given in the United States De¬ 
partment of Agriculture Handbook No. 8 and the Na¬ 
tional Research Council Publication 254, “The Compo¬ 
sition of Milks.” The data represent seven different 
samples obtained over a three-month period. 


Sodium, less than. 50 mg. 

Potassium, less than. 2.5 mg. 

Thiamine, at least. 0.15 mg. 

Riboflavin, at least....... 1.0 mg. 

Niacin, at least. 0.4 mg. 

Vitamin Bn, at least.300 meg. 

Vitamin B„, at least. 3 meg. 


On the basis of the table, it would appear that liquid 
whole milk processed to remove more than 90% of the 
sodium should be extremely useful to the physician 
prescribing sodium-restricted diets. It compares favor¬ 
ably with whole milk in many nutrients. When such a 
product is used, however, cognizance should be taken 
of the reduction by almost 50% of thiamine, niacin, 
and vitamin B )2 , and the reduction of calcium and 
vitamin B, ; to about 75% of their values in whole milk. 
The potassium content is increased to almost twice that 
of liquid whole milk. There is no reason to anticipate 
that this increase will have any adverse effect, since 
it is within the range of the normal physiological intake 
for adults of 3 to 5 gm. of potassium per day. Because 
of the increased potassium, the ash content of the low- 
sodium milk is about 12% greater than that of liquid 
whole milk. 

The Council urges that producers of low-sodium 
milk make periodic analyses of their product in order 
to assure that it meets the following tentative nutrient 
levels per quart: 

The Council stresses that the data given are limited 
and will not allow for the setting of final standards, 
but the tentative nutrient levels are presented for 
guidance in planning nutritionally adequate sodium- 
restricted diets. 


The Council wishes to acknowledge the cooperation of Dr. 
Henry Scott of the Wisconsin Alumni Research Foundation 
laboratories and Mr. James Kottemann of the chemical labora¬ 
tory of the American Medical Association in performing the 
chemical and microbiological analyses. 


1. Sodium-Restricted Diets, Report of the Food and Nutri¬ 
tion Board, National Research Council, Publication 325 1954. 

2. Nutritional Implications of Sodium Restriction, Council on 
Foods and Nutrition, J. A. M. A. 149:1317 (Aug o) 1952 
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COMMITTEE ON COSMETICS 


Report to the Committee 

The following paper teas presented at the symposium, “The Rational Use of Cosmetics in 
Medical Practice,” in Chicago, June 13,1956. This symposium was sponsored htj the Committee 
on Cosmetics in cooperation with the Section on Dermatology at the 105th Annual Meeting of 
the American Medical Association. This is the first in a series of papers that will appear in The 
Journal. Veronica Lucey Conley, Secretary. 

CLINICAL APPRAISAL OF DERMATOSES DUE TO COSMETICS 

Carl T. Nelson, M.D., New York 


The term “cosmetic dermatitis” refers to an eruption 
that results from contact of the skin with a cosmetic 
preparation. 

Mechanism 

A dermatitis from cosmetics may be'caused in one 
if three ways: 

1. It may result from the direct chemical or physical 
irritation of normal, nonsensitized skin by an ingredi¬ 
ent in the cosmetic. Such a primary cutaneous irritant 
causes a dermatitis by its action at the site of contact 
without the need for a previous sensitizing exposure. 
In sufficient concentration it will produce a dermatitis 
in practically anyone exposed to its action for a suffi¬ 
cient length of time. Also included here are greasy 
cosmetics, which may cause pustule formation by 
blocking the pilosebaceous apparatus or miliaria by 
plugging the sweat pores. 

2. It may be caused by an otherwise harmless in¬ 
gredient to which the skin becomes allergic. The true 
cutaneous sensitizer usually does not produce a derma¬ 
titis on initial contact but does so after an incubation 
period of a week or more. When this acquired allergic 
sensitivity has developed, the entire skin will be sensi¬ 
tive to the agent upon subsequent exposure. 

3. It may result from contact with an ingredient 
that renders the skin locally hypersensitive to light of 
certain wavelengths. This is a so-called photosensitiza- 
tion dermatitis. 

Most of the infrequent dermatoses caused by cos¬ 
metics today are due not to the direct irritant or the 
photosensitizing properties of the cosmetic but to the 
fact that the patient becomes allergic to one or more 
of its ingredients. In other words, most of the cosmetic 
dermatoses seen at die present time are true acquired 
allergic sensitivities. (An exception to this is the com¬ 
mon housewife’s eczema. When an eczema is caused 
by the use of soap or similar products, the dermatitis 
results from direct irritant action rather than from 
allergic sensitization.) 

On the other hand, a primary irritant may also be 
a sensitizer. When an individual becomes allergic to a 
primary irritant, reexposure to a very small amount of 
the agent will cause a dermatitis, although similar un¬ 
toward reactions are not produced in other persons 


From the Department of Dermatology, College of Physicians 
and Surgeons, Columbia University, and the Dermatology Serv¬ 
ice, Presbyterian Hospital. 


with that particular concentration. Some of the differ¬ 
ences in the behavior of primary irritants and true 
cutaneous sensitizers are .shown in figures 1 and 2. 

A primary irritant may cause a dermatitis on first 
exposure if it is permitted to act in sufficient concen¬ 
tration for a sufficient length of time. As shown in fig. 
1, everyone exposed is ultimately affected by a primary 
irritant, although some will develop a dermatitis more 
readily than others. On the other hand, in the case of 
the true cutaneous sensitizer, only a certain percentage 
of those exposed will become sensitized and develop a 
dermatitis (fig. 2). Once a person becomes sensitized, 
however, subsequent contact with the allergen in die 
same or other areas of skin will cause a dermatitis. 

When a primary irritant also acts as a sensitizer, 
concentrations of the irritant that are too weak to affect 
normal skin may cause a dermatitis in the allergic 
person. For example, phenol in a concentration of 95% 
is a primary irritant and will cause a severe reaction 
in any normal skin, whereas a concentration of 0.1% 
will not irritate normal skin. A dermatitis produced by 
this very weak concentration of phenol is allergic in 
origin. Patch tests of 0.1% phenol on distant uninvolved 
areas of skin will give positive reactions in sensitized 
individuals but will cause no reaction in persons who 
are not allergic to this substance. 

Incidence 

The use of cosmetics is a very old art. However, it was 
not until the present century, when the use of cosmetics 
by women of the so-called civilized countries became 
more or less universal, that untoward reactions to cos¬ 
metics in the form of a dermatitis became a well-recog¬ 
nized clinical entity’'. As is usual in sensitization phe¬ 
nomena of this sort, die number of individuals sensitized 
is proportional to some extent to the degree of exposure 
(i. e., the number at risk) as well as the sensitizing pow¬ 
ers of the particular agents involved. For a long time 
dermatologists have recognized, studied, reported on, 
and treated these cases of cosmetic dermatitis. When 
sales in the cosmetic industry increased from 40 million 
dollars annually in 1914 to more than 1 billion dollars 
during recent years, the total number of cases of cos¬ 
metic dermatitis increased sufficient!}’ to impress the 
physicians who were not dermatologists. 

It is extremely difficult, however, to obtain accurate 
data on the incidence of cosmetic dermatitis or un¬ 
toward reactions to the use of cosmetic agents. One 
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reason for this may be that only a relatively small 
percentage of persons with these reactions will consult 
a physician about them. Apparently, in most instances, 
the patients will recognize and remove the cause of 
their cosmetic dermatitis before it becomes severe 
enough to require medical attention. 

In any event, considering the ever-increasing use of 
cosmetics in recent years, the number of persons who 
develop dermatitis or other untoward reactions from 



Fig. 1.—Graph showing the behavior of primary cutaneous 
irritants. Weak concentrations of an irritant may affect few nor¬ 
mal skins. As the degree of exposure increases, however, more 
and more individuals will be affected. Beyond a certain point in 
concentration or time of exposure, a dermatitis will be produced 
in virtually everyone. 

their use is quite small. One must conclude, therefore, 
that the preparations available today are generally 
harmless. 

Not only is the true over-all incidence of cosmetic 
dermatitis difficult to estimate, but it is also hard to 
obtain accurate data on the relative frequency with 
which different types of cosmetic preparations cause 
a dermatitis. Experiences of various dermatologists 
differ in this regard. Moreover, some cosmetic agents 
that formerly were rather common causes of dermatitis 
now rarely are responsible for such reactions. At the 
present time, deodorants, depilatories, hair tonics and 
pomades, lipsticks, and nail polishes appear to be the 
more frequent causes of dermatitis due to cosmetics. 
Other cosmetics, of course, may also cause a dermatitis, 
hut apparently they now do so relatively less often 
than do the aforementioned items. 

Diagnosis 

The cutaneous eruptions caused by the use of cos- 
metics ordinarily have the characteristics of a contact 
dermatitis. Redness and edema, with the formation 
of papules and vesicles, are the rule, but more chronic 
changes, such as lichenification and hyperpigmenta¬ 
tion, are rare. Usually the eruption is localized to the 
area of application of the cosmetic, but this is not 
a ways so. Sometimes the eruption appears at a dis- 
ance from the site of application of the cosmetic, as, 
°r example, in the case of dermatitis from nail polish. 

ihe key to the diagnosis of a dermatitis due to cos¬ 
metics is the history of the patient. The appearance of 
ie ernphon, its localization, and clinical improvement 
atter the discontinuance of the use of cosmetics are 
almost as important as the history in determining the 
diagnosis. The history is often difficult to elicit, and to 
do so may require some time and effort. A woman and 


her cosmetics are not easily separated, and, although 
these patients do not mean to be dishonest, it is some¬ 
times difficult to convince them that their cosmetics 
have played them false. Incidentally, when taking a 
history with the view to eliminating cosmetics, it is 
surprising how many patients do not consider wave 
set, shampoo, tooth paste, mouthwash, cologne, toilet 
water, and hand cream to be cosmetics. 

Once the diagnosis has been determined, it may be 
confirmed by selective patch testing or, better still, by 
producing some recurrence of the dermatitis through 
limited reuse of the suspected cosmetic. 

The patch test must never be used as a substitute 
for a good clinical history. A negative result means 
little, and, in actual practice, one may expect to confirm 
the diagnosis of a contact dermatitis in only about 
30 to 35% of cases through the use of such tests. Thus, 
patch tests are of limited value and should not be used 
indiscriminately. Instead they should be used selec¬ 
tively, as the suggestive leads obtained from a good 
clinical history indicate. In many cases the usage test 
will prove to be a more satisfactory procedure in con¬ 
firming the clinical diagnosis of a cosmetic dermatitis. 

Treatment 

If the key to the diagnosis of a cosmetic dermatitis 
is the history, the key to its treatment is avoidance. 
The treatment seldom presents a problem once the 
precipitating cause is removed. For this reason, the first 
step in therapy is the avoidance of all cosmetics of the 
type under suspicion. If there is doubt regarding the 
nature of the preparation responsible for the eruption, 
it is better to advocate complete elimination of all 
types of cosmetics for a while. 

The use of simple wet compresses and calamine 
liniment or a bland emollient ointment will usually 
suffice for local therapy. When the eruption has sub¬ 
sided, the patient may be instructed to resume the 
use of cosmetics by reintroducing one item at a time 



Fig. 2.—Graph showing the behavior of cutaneous sensitizers. 
To some extent, the percentage of patients who become sensi¬ 
tized and show a dermatitis will be proportional to the degree 
of exposure; however, this percentage does not approach 100% 
as in the case of dermatitis occurring from a primary irritant. 

at not shorter intervals than every fourth day. In this 
way the patient will not be deprived of all of these 
accoutrements. Should the dermatitis recur, the cos¬ 
metic item added last will probably be responsible— 
the recurrence thus tending to confirm the etiological 
diagnosis. 
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NATIONWIDE NEED-EPIDEMIOLOGISTS 
GUEST EDITORIAL 
Thomas Parran, M.D. 

A recent editorial 1 made a strong plea for applying 
the epidemiologic method to chronic and noninfec- 
tious diseases. Few would dissent. It will, however, be 
extremely difficult to put the recommendation into 
effect, since epidemiology now is suffering from a 
shortage of personnel at till levels, from field workers 
to bureau chiefs and from students to professors. 
Shortages are found at all levels of government opera¬ 
tion-federal, state, and local—as well as in depart¬ 
ments of universities and institutes engaged in pure 
research. There is, moreover, an acute shortage of 
teachers of epidemiology. 

Two things are required to meet this situation: more 
interested medical leaders and more adequate train¬ 
ing facilities. Of major concern is the matter of attract¬ 
ing additional competent physicians into the specialty 
of epidemiology, since present facilities, although 
limited, can train more students than apply. 

Dean, Graduate School of Public Health, University of Pitts¬ 
burgh. 

1. Epidemiologic Method, New England J. Med. 251: 
1044-1045 (May 31) 1956. 

2. Baker, G,: Devonshire Colic, in Major, R.: Classic Descrip¬ 
tions of Disease, ed. 3, Springfield, 111.. Charles C. Thomas, 
Publisher, 1945, p. 322. 

3. Goklbergcr, ].; Wheeler, G. A.: Sydenstrieker, E.; and 
King, \V. 1.: Study of Endemic Pellagra in Some Cotton-Mill 
Villages of Smith Carolina, Hygienic Laboratory Bulletin 153, 
United States Public Health Service. 1929, p. 85. 

4. Chatin, A.: Recherehes sur 1'iode des cans donees (suite): 
Do la presence de ce corps dans ies plantes et les animaux 
terrestres, Compt. rend. Acad, de soe. biol. 15:280-283, 1850. 

5. Kempf. C. A., and McKay, F. S.: Mottled Enamel in Segra- 
gated Population, J. Dent. Res. 12:121-140 (Feb.) 1932. 

0. Kurlander, L. T.. and Mulder, D. W.: Epidemiologic In¬ 
vestigations of Amyotrophic Lateral Sclerosis: 1. Preliminary 
Report on Geographic Distribution, with Special Reference to 
Mariana Islands, Including Clinical and Pathologic Observations, 
Neurology -1:355-378 (May) 1954; ibid. -1:438-448 (June) 
1954- 2 Familial Aggregations Indicative of Dominant Inherit¬ 
ance,’ibid. .7:182-196 (March) 1955; ibid. 7:249-268 (April) 
1955. 

7. Pasamanick, B„ and Lilienfeld, A. M.: Association of Ma¬ 
ternal and Fetal Factors with Development of Mental Deficiency: 
1. Abnormalities in Prenatal and Paranatal Periods, J. A. M. A. 
1 7!>:155-160 (Sept. 17) 1955. 


Epidemiology has a great tradition and a great 
promise. We can go back 200 years to the classic 
studies of Sir George Baker 2 on lead as a cause of 
Devonshire colic. In more recent times epidemiology 
has supplied the essential clues for fruitful laboratory 
and clinical investigations of pellagra 1 ’ and goiter. 4 
The experience with mottled dental enamel 5 and 
amyotrophic lateral sclerosis" indicates that the etio¬ 
logical factors for certain diseases can be uncovered 
by purely epidemiologic means. In addition, it should 
be noted that we now are beginning to get substantial 
leads from epidemiologic studies in some aspects of 
mental illness. 1 

There is general agreement as to the need for more 
epidemiologists. At the National Institutes of Health 
there now exist 25 vacancies for epidemiologists, and 
15 more are anticipated. Adding to this the large 
number of vacancies in other divisions of the Public 
Health Service, in our state and local health depart¬ 
ments, in departments of preventive medicine, and in 
schools of public health, the current demand totals 
many hundreds, and one may expect that the demand 
for personnel with epidemiologic training will con¬ 
tinue to grow. 

AH of the health agencies mentioned are seeking 
physicians who, in addition to their clinical skills, have 
acquired the techniques and experience requisite for 
the study of disease among groups of people, investi¬ 
gations as intellectually challenging and professionally 
productive as are the more familiar laboratory or clin¬ 
ical studies of the individual patient. Epidemiologists 
need formal training in field methodology and in 
biostatistics as well as in inductive and deductive rea¬ 
soning. The added capacity for developing orderly 
procedures is useful. When this is combined with ad¬ 
vanced study of one or another specific disease and 
accompanied by practical field research, there emerges 
an epidemiologist. 

Although some examples can be cited of “home- 
grown” epidemiologists, the majority are trained in 
schools of public health, where the bulk of their train¬ 
ing deals with group concepts of populations and with 
the man-environmental interrelationships. 

There are several obvious reasons why more young 
men are not turning to this exciting and promising 
field of investigation. In general, the medical student 
is—or should be—self-selected for his interest in re¬ 
storing individuals from sickness to health. Moreover, 
the curriculum in medical schools today tends to con¬ 
centrate interest upon the individual rather than upon 
population aspects of health and disease. Also, the 
majority of medical students who acquire a motivation 
for research are recruited promptly by their professors 
for laboratory and clinical studies. Too many medical 
students scarcely have heard the term epidemiology. 
Those who are familiar with it are apt to think of 
epidemiology as a specialty of earlier generations 
when infectious diseases loomed so large in medicine. 
There is now an equally interesting epidemiology of 
heart disease, of cancer, of mental illness, or arthritis, 
and of peptic ulcer—even of automobile accidents— 
to challenge superior talents. 

It would seem possible for the departments of pre¬ 
ventive medicine in our better medical schools to do 
something concrete about this challenge. For example. 
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their programs can be strengthened to include dra¬ 
matic illustrations of the population approach to the 
causes of some chronic diseases, and they can compete 
actively for those students who show promise of hav¬ 
ing that rare attribute, an original mind. In some 
instances such a policy will involve broadening the 
teaching and research programs in preventive medi¬ 
cine by the addition of a faculty member competent 
in epidemiology. In other instances it will involve 
strengthening departmental ties with state and local 
health agencies, to afford students the opportunity of 
viewing, as part of the curriculum in preventive medi¬ 
cine, the fascinating data with which every well- 
organized health office is constantly involved. There 
have been instances in which summer employment in 
a good city or county health department has stimu¬ 
lated interest in epidemiology. New research projects 
involving field work in the chronic diseases, our great¬ 
est contemporary medical challenge, can be linked 
directly to the clinical and laboratory study of a par¬ 
ticular disease. The financing of sound projects should 
be relatively easy, considering the substantial research 
funds now available through the several National In¬ 
stitutes of Health and from philanthropic sources. 

Many students whose attention is attracted to epi¬ 
demiology through their courses in preventive medi¬ 
cine will wash to enlarge their potentialities by spend¬ 
ing some time at a school of public health before go¬ 
ing on to responsible positions in field studies, teach¬ 
ing, or research. Such postgraduate training is made 
practicable through a program of fellowships recently 
authorized under Public Law 911. These fellowships, 
available to students in a wide variety of public health 
specialties, are awarded both through the schools and 
directly to individuals. At the postdoctoral level these 
fellowships provide a basic stipend to the student of 
$400 per month and $30 per month for each de¬ 
pendent, plus tuition, fees, and travel expenses. 

The nine approved schools of public health in the 
continental United States are prepared to accept stu¬ 
dents for epidemiologic training and for participa¬ 
tion in research projects now under way. Several of 
these schools are currently giving special attention to 
advanced epidemiologic training in the chronic 
diseases, using grant funds now available through the 
National Institutes of Health to schools of public 
health, medical schools, and other appropriate uni¬ 
versity’ departments to make possible expanded teach¬ 
ing programs both in epidemiology and in the related 
discipline of biometry. In our school at the University 
of Pittsburgh a pioneer program for the training of 
epidemiologists and biometricians, beyond the master 
of public health degree, has been initiated recently 
with a grant from the National Cancer Institute. 

The greatest need at the moment in every medical 
center is the development of an active relationship 
between potential students, the departments of pre¬ 
ventive medicine, and the schools of public health. It 
seems logical to believe that the need for epidemiolo¬ 
gists can be met in due course if professors of preven¬ 
tive medicine look upon the recruitment of young 
physicians for epidemiology as a major mission in the 

attle against disabling disease and premature death. 


FACTS ON FATS 

Heart attacks each year dramatically personalize to 
many Americans the effects of stresses and other fac¬ 
tors on the human heart. The public’s concern for its 
own collective heart reaches a new high that washes 
waves of inquiries upon doctors whenever a prominent 
person is stricken. 

Scientists publicly claim that cholesterol should be 
more thoroughly investigated as a culprit in heart 
disease. Reading and hearing more about nutrition, 
many people have become increasingly' concerned with 
their diet as it affects their hearts. Words and phrases 
like cholesterol, unsaturated fatty acids, atherosclero¬ 
sis, animal and vegetable fats, and lipoprotein are 
tossed at them in conversation, in print, and in gather¬ 
ings—and, inevitably, the words bounce around their 
doctors’ offices. And so the average citizen is bound to 
ask his doctor: “Is it true that fatty foods will hurt my 
heart? Am I drinking so much milk and eating so many 
eggs that my arteries are hardening? How could those 
foods be called nutritious five years ago, and called 
bad for the blood vessels today'?” 

The discerning physician sees that such questions 
easily can be loaded. He recognizes, too, that it is an 
unfortunate but inevitable phenomenon when diet and 
tire heart become paired in headlines. And the same 
physician, knowing a number of answers to questions 
on nutrition, also knows that many more answers still 
must be found. He has the choice of either keeping 
abreast with developments in nutrition or keeping an 
uninformed silence to the queries of his patients. 

It is because of the current wide interest in fats re¬ 
lating to diet and artery' condition that the American 
Medical Association’s Council on Foods and Nutrition 
is co-sponsoring a special sy'inposium this month. 

Some 500 physicians and others interested in “Fats 
in Human Nutrition,” with particular attention to fats, 
cholesterol, and atherosclerosis, are expected to attend 
the all-day symposium on that subject March 15 at 
the Louisiana State University' School of Medicine 
in New Orleans. Sessions and discussions will be led 
by such medical authorities in the field as Pediatrician 
L. Emmett Holt Jr., Phy'siologist Donald S. Fredrick¬ 
son, Pathologists W. Stanley Hartroft and Russell 
Holman, Biochemist Edward H. Ahrens Jr., Nutrition¬ 
ist Fredrick J. Stare, Prof. Roy H. Turner of the Tulane 
University' of Louisiana School of Medicine, and by' 
Ancel B. Key's, Ph.D., director of the University of 
Minnesota’s physiological hygiene laboratory. 

The meeting March 15 is also under the auspices of 
the Louisiana State University School of Medicine, 
the Orleans Parish Medical Society, the New Orleans 
Graduate Medical Assembly, and the Tulane Univer¬ 
sity School of Medicine. The meeting is designed pri¬ 
marily for physicians, but it is open to all interested 
persons—including nutritionists, food processors, drug 
manufacturers, hospital staffs, public health represent¬ 
atives, and home economists. Because general practi¬ 
tioners are particularly welcome, the American Acade¬ 
my of General Practice is giving six hours of credit (in 
category 1) for members who attend. 

The symposium will not solve all problems or an¬ 
swer all questions about fats and their relation to heart 
health, but it should help to dispel a number of mis¬ 
conceptions in a vital field. 
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ORGANIZATION SECTION 


The following bulletin, dated }an. 15,1957, is from 
the American Pharmaceutical Association, 2215 Con¬ 
stitution Ave., Washington 7, D. C.— Ed. 

MEDICINE AND PHARMACY CONSIDER 
MUTUAL PROBLEMS 

Report of Joint Meeting of Representatives of 
A. Ph. A., A. M. A., and N. A. R. D. 

The joint meeting of the Pharmacy Liaison Com¬ 
mittee of the Board of Trustees of the American 
Medical Association and the National Pharmacy Com¬ 
mittee on Relations with the Medical Profession which 
includes representatives of the American Pharma¬ 
ceutical Association and the National Association of 
Retail Druggists, held at the Drake Hotel in Chicago 
on December 15, opened up new avenues of co¬ 
operation between organized medicine and phar¬ 
macy. Earlier joint meetings of these committees were 
devoted largely to discussions dealing with physician- 
owned pharmacies and the dispensing of drugs by 
physicians in the light of the provisions of the prin¬ 
ciples of ethics of the American Medical Association. 

While the 1956 meeting of the joint committees gave 
further attention to these subjects, it also broadened 
the base of the discussions between the representatives 
of the American Medical Association and the repre¬ 
sentatives of the A. Ph. A. and the N. A. R. D. 

Recently, representatives of the pharmacy group 
have been attending meetings of the House of Dele¬ 
gates of the A. M. A. and have had the opportunity to 
listen to discussions, in the reference committees of 
the House of Delegates and in the House itself, deal¬ 
ing with physician-owned pharmacies and dispensing 
of drugs by physicians. As is well known, the form of 
the principles of ethics, in their entirety, has been 
under review by the American Medical Association. 

Reports of the significance of proposed changes in 
the wording of the A. M. A. principles of ethics and 
their bearing on the practice of pharmacy have not 
always been accurate. It is well, therefore, to give 
some attention to what has actually been happening 
in this regard. 

At the June 1956 convention of the American Med¬ 
ical Association there was presented to the House of 
Delegates a proposed condensation of the present prin¬ 
ciples of medical ethics of the Association, which 
comprise 48 sections, into a preamble and 10 briefly 
worded sections. This revision was laid over last June 
for further consideration at the meeting of the House 
of Delegates held in Seattle November 27-30, 1956. 
At that meeting there was general agreement on all 
but two of the ten sections. These sections, known as 
Section 6 and Section 7, aroused considerable discus¬ 
sion because of their far reaching importance. 


Section 6 reads as follows: "A physician should not 
dispose of his services under terms or conditions which 
will interfere with or impair the free and complete 
exercise of his independent medical judgment and 
skill or cause deterioration of the quality of medical 
care.” 

Section 7 reads as follows: “In the practice of medi¬ 
cine a physician should limit the source of his profes¬ 
sional income to medical service actually rendered by 
him to his patient.” 

With respect to the proposed Section 7, the A. M. A. 
representatives at the joint conference pointed out that 
the A. M. A. Council on Constitution and ByLaws 
which recommended its adoption to the House of 
Delegates did not intend to repeal or modify in any 
way the existing A. M. A. principle that a physician 
may supply drugs "as long as there is no exploitation 
of the patient.” The section was meant to refer prin¬ 
cipally to “fee splitting,” not to any physician-phar¬ 
macy relationship. 

It was further noted that interpretations of the pro¬ 
posed changes in the principles of medical ethics 
which have been published through some pharma¬ 
ceutical sources had little basis in fact with respect 
to their impact on pharmacy. Thus, when it was pro¬ 
claimed in some publications that the proposed con¬ 
densed code was “a great victory for pharmacy,” the 
failure to adopt the proposal at the first opportunity 
gave rise to another premature announcement of "a 
great defeat for pharmacy.” It was the feeling of the 
pharmacy representatives that physicians’ dispensing 
and ownership of pharmacies is but one facet of the 
development of current medical practice in which a 
campaign of education seems indicated to establish 
procedures which are fair to all concerned. 

Coming down to a discussion of the extent of the 
problem of clinic-owned pharmacies, it was pointed 
out that there is apparently an exaggeration in the 
figures which have been published from time to time 
in various places as to the number of physician-owned 
pharmacies and their alleged increase. A recent study 
of the number of clinics by competent observers does 
not bear out the suggestion that there has been a 
tremendous increase in the number of physician-owned 
pharmacies. 

The group practice of medicine is on the increase 
and it is estimated on the basis of preliminary figures 
that approximately 7,000 out of a total of 180,000 
individual practitioners are now associated with some 
form of group practice. Ten years ago the total number 
was about one-half of that. Not all of the group clinics 
have pharmacies associated with them. As a matter 
of fact, it is estimated that the number of group clinics 
having pharmacies owned by physicians is consider¬ 
ably less than 10 per cent. It was decided that studies 
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on t he extent of physician-owned pharmacies should 
be made. This will he considered by the pharmacy 
members of the Joint Committee, 

The anticipated medical care programs to be offered 
to the 85th Congress in the field of medical legislation 
were also reviewed. Some attention was given to the 
influence of the "medicare” program which is getting 
under way for the families of members of the armed 
forces. There was general discussion of the increase 
in public funds for medical care and state welfare 
programs and the programs of labor unions and other 
groups endeavoring to work out some method of pay¬ 
ing for medical care and hospitalization on a group 
basis. 

Attention was also directed to the National Health 
Survey now being launched by the Public Health 
Service to determine the extent of illness throughout 
the United States on an annual basis. 

The interest of both pharmacists and physicians in 
the development of poison information centers was 
reviewed and the importance of greater cooperation 
on the part of both groups in this field was stressed. 

The importance of establishing closer relationships 
between medical and pharmacal groups at the local 
level in order to promote the advantage of the dis¬ 
cussions at the national level was stressed in the dis¬ 
cussions, and both the representatives of medicine and 
pharmacy pledged themselves to enlist the cooperation 
and support of the state and local groups in working 
out our common problems. 

Ronald V. Robertson, Chairman of the A. Ph. A. 
Committee on Professional Relations, presided at the 
joint meeting since the American Pharmaceutical As¬ 
sociation was the host on this occasion. Other A. Ph. A. 
members of the committee are John B. Heinz, Chair¬ 
man of die Council and Robert P. Fischelis, Secretary 
of the Association. The N. A. R. D. was represented by 
Frank Moudry and John J. McKeighan, Past-Presi¬ 
dents, Harry J. Towers, Assistant Executive Secretary 
and Peter Sletterdahl, Editor of the N. A. R. D. Journal. 

The American Medical Association was represented 
by Dr. James R. McVay, Dr. James R. Reuling and 
Dr. Julian P. Price, all members of the Board of 
Trustees, Dr. Ernest B. Howard, Assistant Secretary 
and Mr. C. Joseph Stetler, Director of the A. M. A. 
Law Department. 

National Pharmacy Committee on Relations with the Medical 
Profession 

American Pharmaceutical Association: Robert P. Fischelis, John 
B. Heinz, Ronald V. Robertson. 

«<tona{ Association of Retail Druggists: John J. McKeighan, 
Frank Moudry, Mearl D. Pritchard. 


A. M. A. SPONSORS DOCTOR-LAWYER MEET- 
, INGS 

More than 300 doctors and lawyers in Atlanta, Ga.; 
enver; and Philadelphia will meet in March at the 
mvi ation of the American Medical Association to dis¬ 
and P r °bloms of the two professions. The day- 

a ‘ a meetings have been scheduled as a follow¬ 


up to three similar sessions held in other cities in the 
fall of 1955. The Friday and Saturday symposiums 
will be held March 15-16 at the Atlanta-Biltmore 
Hotel, Atlanta; March 22-23 at the Cosmopolitan 
Hotel, Denver; and March 29-30 at the Benjamin 
Franklin Hotel, Philadelphia. 

Topics to be discussed include trauma and disease, 
medical expert testimony, and the medical witness. On 
Friday afternoon, Dr. Herman A. Heise of Milwaukee 
will speak on the use and background of scientific 
tests for intoxication to be followed by a mock-trial 
demonstration. Participants in the mock trial include 
A. M. A. staff personnel and Lieut. Robert Borken- 
stein, inventor of the testing device known as the 
“Breathalyzer.” 

On Saturday morning, a doctor-lawyer panel will 
discuss trauma and cancer. After luncheon, Irving 
Goldstein, a Chicago attorney, author of “Trial Tech¬ 
nique” and “Medical Trial Technique” and editor of 
Medical Trial Technique Quarterly, will speak on the 
medical witness and expert medical testimony. The 
program will close with a showing of the movie “The 
Medical Witness.” 

A. M. A. spokesman in Atlanta and Philadelphia 
will be Dr. David B. Allman, President-Elect, and, in 
Denver, Dr. George F. Lull, Secretary-General Man¬ 
ager. American Bar Association representatives include 
David Maxwell, president, in Philadelphia; E. Smythe 
Gambrell, immediate past-president, in Atlanta; and 
Thomas M. Burgess, member, board of governors, in 
Denver. 

Registration fee for each symposium will be $5, to 
cover the cost of the luncheon and any published pro¬ 
ceedings. Advance registrations should be sent imme¬ 
diately to the A. M. A. Law Department. 


NEW MEDICOLEGAL FILM 

A medicolegal film on professional liability will have 
a premiere Wednesday evening, June 5, during the 
American Medical Association Annual Meeting in New 
York City. This film, the second in a series of six on 
various medicolegal problems, is being produced by 
the Wm. S. Merrill pharmaceutical company in coop¬ 
eration with the A. M. A. and the American Bar Asso¬ 
ciation. There was great interest among doctors and 
lawyers in the first film, “The Medical Witness,” which 
was first shown at the 1956 Clinical Session in Seattle. 


STANDARD NOMENCLATURE INSTITUTES 

The American Medical Association recently an¬ 
nounced that a short course on the use of the Standard 
Nomenclature of Diseases and Operations in the doc¬ 
tor’s office, clinic, or hospital will be held June 17-19 
at the Indiana University Medical Center, Indianap¬ 
olis. Two other institutes have been scheduled in 1957: 
March 11-13 in Roanoke, Va., and Aug. 5-7 in San 
Francisco. These three-day meetings are conducted 
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by the A. M. A. as a special sendee to medical record 
librarians and others using the Nomenclature in their 
work. Tuition is free. Applications should be sent to 
Mrs. Adaline C. Hayden, C.R.L., associate editor of 
the Nomenclature, at A. M. A. Headquarters, 535 N. 
Dearborn St., Chicago 10. 


AREA MEDICAL SERVICE MEETINGS 

A number of regional meetings have been scheduled 
this spring by committees of the American Medical 
Association Council on Medical Service. Representa¬ 
tives of similar state committees will be invited to 
each session. 

Committee on Maternal and Child Care.— March 
30-31 in Philadelphia for the New England and Middle 
Atlantic states. The group will consider proposed 
guides for perinatal death studies similar to those pre¬ 
pared for maternal death studies. 

Committee on Federal Medical Service— March 
16 in Reno, Nev., for the Rocky Mountain and Pacific 
Coast states; April 6 in New York City for the New 
England and Middle Atlantic area. The principal dis¬ 
cussion topic will be the A. M. A. policy on care for 
veterans with non-service-connected disabilities in 
Veterans Administration hospitals, 

Committee on Aging.—April 27-28 in Dallas, Texas, 
for the Southwestern states. Over-all problems in the 
field of aging and the role of medicine and medical 
societies in meeting these problems will be discussed. 


FILM ON HEREDITY AVAILABLE 

The basic story of heredity and sex roles and atti¬ 
tudes within the framework of heredity and environ¬ 
ment is dramatically told in a new color film that has 
recently been added to the American Medical Asso¬ 
ciation Film Library. The 18-minute sound film, “Ru- 
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man Heredity,” was designed primarily for junior high 
school students, although older persons also will find 
it informative. One of the primary purposes of this 16- 
mm. film is to stimulate group discussion on this ex¬ 
tremely important health subject. Medical societies 
may book the film through A. M. A. Council on 
Scientific Assembly Motion Pictures and Medical Tele¬ 
vision. 


TELEVISION SHOW ON BLOOD 

“Hemo the Magnificent,” an unusual television pro¬ 
duction about the blood and its circulation, will be pre¬ 
sented over the CBS network Wednesday, March 20 
(9 p. m. EST). The hour-long program is the second in a 
series of authentic science programs produced for gen¬ 
eral television viewing by the Bell Telephone System. 

Animation, documentary film, and medical film are 
combined to present essential scientific data about the 
blood, One sequence shows the actual flow of blood 
through the arteries, capillaries, and veins in motion 
pictures taken through a powerful microscope. An¬ 
other shows the beating of a human heart in slow 
motion. Others explain the complicated circulatory 
system in a simple way, present a theory of the evolu¬ 
tion of blood, and demonstrate the effect of knockout 
and shock on blood circulation. Like “Our Mr. Sun,” 
the first science series program, “Hemo the Magnifi¬ 
cent” ends by showing scientists at work on research 
problems. 

Academy Award winner Frank Capra produced and 
directed the program. Dr. Frank Baxter plays the role 
of Dr. Research. Richard Carlson is featured as tire 
fiction writer. Special medical advisors on “Hemo the 
Magnificent” included Dr. Maurice B. Visscher, Uni¬ 
versity of Minnesota; Dr. Chauncey D. Leake, Ohio 
State University; Dr. Gordon K. Moe, State University 
of New York; and Dr. Allan Hemingway, University 
of California at Los Angeles. 


MEDICINE AND THE LAW 


MEDICOLEGAL HAZARDS OF ANESTHESIA 

William G. Hawkins, London, England 


Four years ago a British high court judge delivering 
judgment in a law suit, a case in which a patient had 
died after an injection of thiopental (Pentothal) so¬ 
dium, said: “It is a fact that to anaesthetise a human 
being, to deprive him of consciousness outright, is to 
take a considerable step along the road to killing him.” 
American doctors will doubtless share with their Brit¬ 
ish colleagues the feeling that the learned judge was 
taking an unjustifiably dim view of the expectation of 
life of a person about to be anesthetized. Nevertheless, 
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they will agree that in the administration of an anes¬ 
thetic even' comparatively minor degrees of lack of 
skill and knowledge can result in the direst conse¬ 
quences. 

New techniques and developments in anesthesia 
have increased both the scope and safety of surgery- 
brain and lung surgery are examples. Compared with 
the number of lives that have been saved, and condi¬ 
tions that have been cured or relieved by surgery made 
possible only because of modem techniques of anes¬ 
thesia, the number of deaths and injuries resulting 
from anesthetics is quite insignificant. At the same time 
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it cannot be denied that new drugs, appliances, and 
techniques, in addition to the great benefits they be¬ 
stow on mankind, inevitably bring in their wake new 
risks of accidental overdosage, undue sensitivity, and 
other hazards previously unknown. Obviously, the 
more complex the work of the anesthetist becomes, the 
greater must be the possibility of human error. 

In Great Britain the postwar years have seen an 
alarming growth in the number of law suits brought 
against doctors, particularly those employed by hos¬ 
pital authorities. It is not intended in this article to 
discuss the cause of this spate of medical litigation. 
However, it may have been influenced by the introduc¬ 
tion in 1948 of the State Health Service, followed a 
year later by a state-sponsored Legal Aid Scheme, 
under which persons in the lower income groups are 
enabled to prosecute claims for damages at no expense 
or, according to their means, at comparatively small 
expense to themselves. 

Inevitably some of these suits have been against 
anesthetists. It is of interest to examine some of the 
untoward incidents connected with anesthesia that 
have given rise to claims for damages in recent years, 
and to consider the legal principles that the courts 
apply when deciding whether the anesthetist is liable. 

Legal Principles 

In theory the legal principles involved are simple 
enough, but their application to a given set of facts 
will often, for reasons apparent later, cause consider¬ 
able difficulty. 

In a nutshell, the English law of negligence in rela¬ 
tion to doctors requires that the practitioner bring to 
his task a reasonable degree of skill and knowledge 
and exercise reasonable care. He is not liable because 
someone else until greater skill and knowledge would 
have prescribed different treatment or acted in some 
other way. The doctor is only liable if he himself has 
failed to exercise the degree of skill and care that 
ought reasonably to be expected of a normal and pru¬ 
dent practitioner of his experience and standing. Fail¬ 
ure to exercise the standard required by the law 
amounts to negligence and renders the doctor liable 
for any damage or loss directly attributable to such 
failure on his part. 

So far so good. But medical knowledge, fortunately 
for the human race, does not stand still. It is con¬ 
stantly progressing, and as it does, the standard by 
which “reasonable skill and care” is judged becomes 
commensurately higher. Procedures unknown, or prac¬ 
tically unknown, today become the normal practice, 
the reasonable skill and care, of tomorrow. It works the 
other way too, for acts and omissions that today might 
constitute negligence would not have been regarded 
as such a few years ago. It is the normally accepted 
practice that the standard of knowledge prevailing at 

le t * me °f the incident must be applied when consid¬ 
ering whether the doctor has been guilty of negligence.- 


The last-mentioned point is well illustrated by a case 
that went to the court of appeal last year, the facts of 
which brief!}' were as follows. The plaintiff entered 
the hospital in 1947 for a surgical operation and re¬ 
ceived a spinal anesthetic consisting of dibucaine (Nu- 
percaine) hydrochloride. The anesthetic was con¬ 
tained in a glass ampul that had been immersed in 
a phenol solution prior to use. After the operation the 
patient developed spastic paraplegia that resulted in 
permanent paralysis from the waist downward. He 
sued the hospital authority and the anesthetist for 
damages, and at the trial it was found that the plain¬ 
tiff’s injuries had been caused by the dibucaine be¬ 
coming contaminated by the phenol, which had been 
percolated through molecular flaws or invisible cracks 
in the ampul. It was held by the court of appeal that, 
having regard to the standard of knowledge to be im¬ 
puted to competent anesthetists in 1947, the defendant 
anesthetist could not be found to be guilty of negligence 
in failing to appreciate the risk of phenol percolating 
through molecular flaws in glass ampuls. Lord Justice 
Denning in delivering judgment said: 

We should be doing a disservice to the community if we im¬ 
posed liability on hospitals and doctors for everything that hap¬ 
pens to go wrong. Doctors would be led to think more of their 
own safety than of the good of their patients. Initiative would be 
stifled and confidence shaken. A proper sense of proportion re¬ 
quires us to have regard to the conditions in which hospitals 
and doctors work. We must insist on due care for the patient, 
but we must not condemn as negligence that which is only mis¬ 
adventure. 

Liability of Anesthetist and Physician 

Tire complexity of present-day anesthesia apparatus 
would surprise anesthetists of a generation or so ago. 
Every modem device to ensure efficiency and secure 
safety and comfort for the patient has been fitted. 
The possibility of human error has been reduced to 
a minimum. Notwithstanding this, every now and then 
a catastrophe occurs, due perhaps to a defective com¬ 
ponent, or to the machine being wrongly set up, or 
sometimes to interference with die machine by some 
other person without the anesthetist’s knowledge. What 
is the anesthetist’s legal position in such event? 

In the first place, it is the unquestioned duty of the 
anesthetist to check the apparatus and make sure 
everything is as it should be before he begins to ad¬ 
minister the anesthetic. If he fails to do tin's, he is liable 
for the consequences if there is something amiss that 
he ought to have observed. But the position is not 
always as simple as that. The anesthetist is not a 
guarantor that the apparatus is in perfect order. He 
is only liable at law if he fails to take those steps 
to satisfy himself that all is correct that a careful and 
prudent anesthetist would take. He is not, for ex¬ 
ample, liable if there is some latent defect that a 
reasonably careful examination would not reveal, or 
because unknown to him the apparatus has been inter¬ 
fered with by some other person during the operation. 
However, there are circumstances in which a reason¬ 
ably competent and careful practitioner would have 
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quickly become aware that something was wrong, 
and would have taken appropriate steps for the pa¬ 
tient’s safety. In such an instance, if the anesthetist 
fails to appreciate the emergency soon enough or fails 
to take the appropriate remedial measures, he may be 
held liable. 

In cases where death or injury results from the in¬ 
jection of the wrong type of solution or an overdose 
of the correct type, it is usually difficult to put forward 
a successful defense. Nevertheless, there may be cases 
in which the solution proves to be the wrong one, or to 
be an overdose, only for that particular patient. In 
such cases the doctor would only be held liable if he 
knew or ought reasonably to have known of the pa¬ 
tient’s undue sensitivity or of any special risks in using 
that particular drug, or quantity of it, in that case. 

Although the danger of arm injury due to abduction 
under anesthesia is now well known, it should not be 
concluded that damage from this cause is necessarily 
the liability of the anesthetist or the surgeon, which¬ 
ever was responsible for the positioning of the arm 
affected. It may be unavoidable for the success of 
the operation, or in order to save the patient’s life, 
as in an immediate blood transfusion, that the patient 
should undergo some risk due to positioning. The 
legal liability of the doctor in such circumstances is 
limited to ensuring that the patient is not subjected 
to any unnecessary or unreasonable risk. 


The breakage of a needle during the course of an 
injection sometimes leads to a claim being made 
against the doctor. Provided the doctor has acted with 
skill and care, he is not liable. The fact that a needle 
breaks is often due to a defect in the needle itself 
of which the practitioner cannot possibly be aware, or 
to an involuntary movement by a nervous patient. 
In neither of these cases ought the doctor to be held 
liable. 

Another class of accident that too frequently gives 
rise to claims consists of cases in which bums and 
other injuries are suffered by patients while they are 
under anesthesia and in consequence are deprived 
of the normal reflex action. Claims in these cases are 
often difficult to defend successfully and, indeed, the 
circumstances may be such that the legal maxim res 
ipsa loquitur applies. That does not mean that the 
anesthetist alone is personally liable, but he, and 
everyone else present and responsible for the safety 
of the patient, is expected to appreciate the risks of 
this nature to which an unconscious person is subject 
and to take all reasonable precautions to avoid any 
such injury. 

There are of course other accidents or errors that are 
potential risks in anesthesia, but the principles and 
considerations mentioned apply generally to all suits 
for negligence against anesthetists in British courts 
of law. 
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SUPPLEMENTAL LISTING OF HOSPITALS APPROVED 
FOR RESIDENT TRAINING IN SURGERY 


As announced in The Journal on Nov. 24, 1956, 
page 1257, the Conference Committee on Graduate 
Training in Surgery has approved certain hospitals in 
Category IV. At the time of the publication of the 
Internship and Residency number of The Journal 
(Sept. 22,1956), action of the Committee in establish¬ 
ing this category had not been ratified by the organiza¬ 
tions represented on the Committee, which are the 
American Board of Surgery, the American College of 
Surgeons, and the Council on Medical Education and 
Hospitals. This action has now been ratified, and ac¬ 
cordingly the following list is published. 

Residency programs in the following hospitals de¬ 
voted to special areas of surgical training have been 
approved by the Conference Committee on Graduate 
Training in Surgery for additional training following 
completion of an approved residency in general sur¬ 
gery. The American Board of Surgery will accept train¬ 
ing in these hospitals toward meeting the practice 
requirements for Group II candidates (/. A. M. A. 
159:479-481 [Oct. 1] 1955; ibid. 162:411 [Sept. 22] 
1956). 


Name of Hospital 

Location 

Chief of Service 

Children’s Hospital. 

....Denver. 

• C. G. Freed 

Children's Memorial 
Hospital . 

....Chicago ... 

.W. J. Potts 

Children’s Hospital. 

....Boston .. 

.R. E. Gross . 

Pondville Hospital . 

....Walpole, Mass.... 

,.E. M. Daland 

Westfield State 

Sanatorium . 

.....Westfield, Mass.. 

.F. S. Hopkins 

Ellis Fischel State 
Cancer Hospital . 

....Columbia, Mo,... 

.N. DeW. Rodes 

Francis Delafield 
Hospital . 


.G. H. Humphreys 0 

Memorial Center for 



Cancer and Allied 
Diseases . 

....New York . 

.H. T. Randall 

Children’s Hospital. 

....Columbus, Ohio..H, W. Clatworthy 

Children’s Hospital. 

....Philadelphia . 

,C. E. Koop 

Children’s Hospital. 

....Pittsburgh . 

.S. P. Harbison 


University of Texas M. D. Anderson 
Hospital and Tumor 

Clinic ..Houston, Texas.... E. C. White 

Children’s Orthopedic 

Hospital .Seattle .H. E. Coe 
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CALIFORNIA 

Typhoid Fever.—The Los Angeles City Health De¬ 
partment has reported two cases of typhoid fever in 
persons who had eaten at the same drugstore counter. 
Salmonella fyphosa, phage-tvpe B,, was isolated from 
a blood specimen of one patient, and a positive 
agglutination reaction was found in a specimen from 
the other patient. Stool and urine specimens were col¬ 
lected from 29 employees of the drugstore, and a 
“pantry girl” was found to be a carrier of the same 
organism as that isolated from one of the patients. 

Pediatric Accidents.—Results of a year-long survey per¬ 
formed by the California Home Safety Project and the 
San Francisco City-County Health Department indi¬ 
cate that more than one-third of home accidents 
reported from San Francisco emergency hospitals hap¬ 
pened to children under 4 years of age and more than 
half occurred to children under 14. The following 
' types of accidents accounted for the heavy incidence 
of home accidents suffered by San Francisco children: 
falls on the floor or stairs; accidents caused by striking 
against objects such as furniture and doors; swallowing 
overdoses of medicines or medicines not meant to be 
taken by mouth (more than half of these were among 
children between 2 and 3 years old); accidents due to 
being caught in a door or a washing machine wringer 
(half the wringer accidents were to 3-year-olds); ac¬ 
cidents due to falls from furniture; and children spill¬ 
ing hot water or coffee over themselves. 


CONNECTICUT 

Cancer Conference.—The 10th annual Connecticut 
Cancer Conference for Physicians will be held March 
13, 12:45-5 p. m., at the Hotel Statler, Hartford. The 
opening address, “A Challenge for 1957,” by Dr. Ed¬ 
ward J. Ottenheimer, Willimantic, president, American 
Cancer Society, Connecticut division, will be followed 
by a symposium on intraoral and pharyngeal neo¬ 
plasms, moderated by Col. James E. Ash, U. S. Army 
Medical Corps, retired, Washington, D. C., former 
scientific director of the American Registry of Pa¬ 
thology and the Armed Forces Institute of Pathology. 
Clinical Background and Diagnostic Aspects” will be 
presented by Dr. Henry P. Royster, associate professor 
of surgery, University of Pennsylvania School of Medi¬ 
cine, Philadelphia; ‘ Pathologic Considerations” by 
Colonel Ash; The Role of Radiation Therapy” by Dr. 
Gilbert H. Fletcher, chief, department of radiology, 
University of Texas, and director of radiation therapy, 
University of Texas M.D. Anderson Hospital and 
Tumor Institute, Houston; and “The Role of Surgery” 
by Dr. Grant E. Ward, associate professor of surgery, 
Johns Hopkins University School of Medicine, Balti¬ 
more. The conference will be presented under the 


Physicians are invited to send to this department items of news 
ot general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


joint sponsorship of the Connecticut State Medical 
Society; the Connecticut division, American Cancer 
Society; the Association of Connecticut Tumor Clinics; 
and the Connecticut State Department of Health. 

DISTRICT OF COLUMBIA 

Personal.—Dr. Myron E. Wegman, Washington, D. C., 
since 1952 chief of the division of education and train¬ 
ing of the Pan American Sanitary Bureau, has been 
appointed secretary-general of the bureau. Before join¬ 
ing the staff of the bureau, he was head, department 
of pediatrics, Louisiana State University School of 
Medicine, New Orleans. 

Martin Buber to Deliver Memorial Lectures.—The 
Washington School of Psychiatry and the William 
Alanson White Psychiatric Foundation announce that 
Martin Buber, Ph.D., will give the fourth William 
Alanson White memorial lectures, March 18-25 and 
April 1-8. Dr. Buber, who has served since 1938 as 
professor of social philosophy at Hebrew University 
in Jerusalem, will have as his topic “What Can Phil¬ 
osophical Anthropology Contribute to Psychology?” 
Tickets ($10 for the series) may be obtained from the 
Washington School of Psychiatry, 1703 Rhode Island 
Ave. N. W., Washington, D. C. 

FLORIDA 

Society News.—The Dade County Medical Association 
has moved from its former headquarters at 139 N. E. 
First St., Miami, to its own building at 2 S. E. 13th St., 
Miami (phone: FRanklin 1-2601). Mr. John C. Lee is 
executive secretary. 

Medical Meeting in Orlando.—The third annual Cen¬ 
tral Florida Medical Meeting will convene March 14 
in the San Juan Hotel, Orlando, under the sponsorship 
of the Orange County Medical Society. Clinics will be 
conducted at 8 a. m. at the Orange Memorial Hos¬ 
pital. At 10:30 a. in. the following program will be 
presented: 

Status of Radioactive Isotopes, Herbert D. Kerman, Daytona 
Beach. 

Problem of Portal Hypertension, Jack D. Myers, University ot 
Pittsburgh School of Medicine. 

Minor and Office Gynecological Procedures, Robert H. Barter, 
Ceorge Washington University School of Medicine, Washing¬ 
ton, D. C. 

Obstructive or Surgical Jaundice, John T. Reynolds, University 
of Illinois College of Medicine, Chicago. 

A cocktail hour, 6-7 p. m., will precede the banquet. 
ILLINOIS 

Lecture in Winnetka.—Emily H. Mudd, Ph.D., as¬ 
sistant professor of family study, department of psy¬ 
chiatry, University of Pennsylvania School of Medi¬ 
cine, Philadelphia, will present “Premarital Counsel¬ 
ing,’ March 6, 8 p. m., at the North Shore Health 
Resort, 225 Sheridan Rd., Winnetka. Physicians and 
allied professional personnel are cordially invited. 
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Meeting on Tuberculosis.—The eighth annual Spring 
Conference on Tuberculosis, sponsored by the Tuber¬ 
culosis Institute of Chicago and Cook County, will 
convene March 14-15 at the Hotel Sherman, Chicago. 
During the opening session Thursday morning, Dr. 
J. Arthur Myers, professor of medicine, University of 
Minnesota Medical School, Minneapolis, will speak on 
tuberculosis as the number-one contagious problem of 
public health. Dr. John J. Brosnan, member of the 
institute’s board of directors, will give a review of the 
local facilities available for tuberculosis control. “Hori¬ 
zons of Tuberculosis Research” will be discussed by 
Dr. Guy P. Youmans, chairman, department of bac¬ 
teriology, Northwestern University Medical School, 
Chicago. Problems of the industrial physician will be 
discussed by Dr. William Sawyer, Rochester, N. Y., 
during the Thursday luncheon session. In the after¬ 
noon a joint session, sponsored in cooperation with the 
Chicago branch of the Illinois Trudeau Society, will 
include a panel discussion of tuberculosis problems 
outside the sanitarium and a presentation by Dr. Rene 
J. Dubos, Rockefeller Institute for Medical Research, 
New York, on early diagnosis of tuberculosis. The 
Friday morning session will be devoted to panels on 
the finding of tuberculosis cases and on tuberculin 
testing. The luncheon session will be addressed by 
J. Martin Klotsche, Ph.D., provost, University of Wis¬ 
consin, Madison, on voluntary institutions as America’s 
strength. Group discussions on rehabilitation, nursing, 
and health education as they affect the tuberculosis 
program will be held Friday afternoon. There is no 
charge for registration, and the meeting is open to the 
public. Reservations for the luncheon session at $2.50 
each may be made in advance by writing to James G. 
Somerville, Tuberculosis Institute, 1412 W. Washing¬ 
ton Blvd., Chicago 7. 

Chicago 

Meeting on Physical Medicine.—The Chicago Society 
of Physical Medicine and Rehabilitation will meet 
March 13, 8 p. m., in lecture room A, Stritch School 
of Medicine, Loyola University (706 S. Wolcott Ave.). 
Dr. Miland E. Knapp, director of rehabilitation and 
physical medicine, Sister Elizabeth Kenny Institute, 
Minneapolis, will have as his subject "Fractures and 
the Physiatrist.” 

Meeting of Orthopaedic Society.—The Chicago Ortho¬ 
paedic Society will meet for dinner at the Palmer 
House (RA. 6-7500) March 8, 6:45 p. m. The program 
at 8 p. m. will consist of a panel discussion, “Injuries 
of the Os Calcis and the Other Bones and Joints of the 
Tarsus” by Drs. Manley A. Page, Oak Park; Sam W- 
Banks and John J. Fahey, Chicago; and Newton C. 
-Mead, Evanston; with Dr. James K. Stack, Chicago, 
as moderator. All physicians are cordially invited to 
the scientific program. 

Lectures on History of Surgery .-Dr. Lloyd G. Steven¬ 
son, professor of the history of medicine, McGill Uni¬ 
versity, Montreal, Canada, will present the sixth in a 
series" of lectures on the history of surgery at the In¬ 
ternational Surgeons Hall of Fame, 1524 Lake Shore 
Dr., March 12, 8 p. m. His subject will be British 


Anatomists and Surgeons.” The lecture is open to 
physicians, medical technicians, medical students, and 
the public. Reservations should be made through Miss 
Margaret Lehman, International College of Surgeons, 
1516 Lake Shore Dr., Chicago 10. 

Personal.—Dr. Tibor Benedek, associate clinical pro¬ 
fessor of dermatology, Stritch School of Medicine, 
Loyola University, has been appointed editor-in-chief 
of Mycopathologia et Mycologia Applicata, an inter¬ 
national journal for mycological research.—Dr. Ivan 
Boszormenyi-Nagy, research associate, department of 
psychiatry, University of Illinois College of Medicine 
since 1950, has been appointed assistant professor of 
psychiatry at the State University of New York College 
of Medicine in Syracuse. He obtained his M.D. degree 
at the University of Budapest, Hungary, in 1944 and 
was associated with that university until he came to 
the United States in 1948.—Dr. John A. D. Cooper, 
assistant dean of Northwestern University Medical 
School, has been appointed to serve on the Atomic 
Energy Commission advisory committee on isotope 
distribution. Dr. Cooper, who established the medical 
school’s radioisotope unit in 1947, will help determine 
policies for the use of radioisotopes in medicine and 
policies for the distribution of radioactive materials. 

MICHIGAN 

Cerebral Palsy Clinics.—Cerebral palsy clinics will be 
held by Dr. Meyer A. Perlstein, Chicago, for the Mich¬ 
igan Society for Crippled Children and the Michigan 
Commission for Crippled Children, March 13-14 in 
Battle Creek, Mich. 

University News.—John H. Gaeth, Ph.D., former di¬ 
rector of the hearing clinic at Northwestern University, 
has been named professor of speech and director of 
the hearing clinic at Wayne State University, Detroit. 
He will also work closely with Wayne’s speech clinic 
and will teach the saving of hearing in schools, hos¬ 
pitals, and related organizations. 

NEW YORK 

Lectures on Muscle and Cell Motility.—The Muscular 
Dystrophy Associations of America announces the fol¬ 
lowing series of lectures on “The Motility of Muscle 
and Cells” by Prof. Hans H. Weber, director, Institute 
of Physiology, Ma.x-Planck Institute for Medical Re¬ 
search, Heidelberg, Germany: 

March 4, 5 p. m., Columbia Medical Center, Amphitheatre A, 
630 W. 168th St.; Phenomena and Conditions in the Interior 
of the Muscle Fiber During Contraction and Relaxation. 
March 6, 4 p. m.. Rockefeller Institute for Medical Research, 
Main Entrance, 66th and York avenues; Facts and Theories 
Concerning the Mechanism of the Contraction Phase of the 
Muscle. 

March 8, 5 p. m.. New York University Washington Square 
Center, Main Building, Room 709, Waverly and Washington 
Place; Four Mechanisms Involved in the Movement of Cells. 

Physicians are invited to attend. ' 

Dr. Curran Resigns Deanship.—Dr. Jean A. Curran, 
Brooklyn, associate executive dean for medical edu¬ 
cation, State University of New York, has resigned 
from that position to become full-time consultant to 
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the trust for charity established by the late William 
Bingham 2nd of bethel, Maine. He will continue as 
consultant to the university and professor of the his¬ 
tory of medicine at its Downstate Medical Center in 
Brooklyn. Dr. Curran, who was dean and president of 
the Long Island College of Medicine from 1937 to 
1950, continued as dean after 1950, when the college 
became part of the State University of New York, un¬ 
til his appointment as the university’s associate execu¬ 
tive dean for medical education in 1954. As consultant 
to the William Bingham 2nd Trust for Charity, Dr. 
Curran will study its postgraduate medical program, 
which is said to have made unique contributions to 
the advancement of medical care in rural areas of 
Maine and Massachusetts. 

New York City 

Appoint Professors of Anatomy.—Drs. Louis L. Berg- 
mann aud Joseph Pick, department of anatomy, New 
York University College of Medicine of New Y'ork 
University-Bellevue Medical Center, have been pro¬ 
moted to full professors. Dr. Pick, who joined the staff 
of the college of medicine in 1938, had previously 
been on the faculty of the University of Vienna and 
served as consultant to the World Health Organiza¬ 
tion, United Nations, in Geneva, Switzerland. Dr. 
Bergmann, who has been with the college of medicine 
since 1944, was previously affiliated with the Anatom¬ 
ical Institute, University of Vienna Medical School. 

Personal.—Dr. Jacob Buckstein has been reelected 
president of the medical board of Beth David Hos¬ 
pital, 321 E. 42nd St., where he is chief of the gas¬ 
troenterological services.—Dr. Alvin I. Goldfarb has 
been appointed to the newly created post of consultant 
on psychiatric services for the aged in the state de¬ 
partment of mental hygiene. Dr. Goldfarb, who since 
1949 has been chief of the department of neurology 
and psychiatry of the Home for Aged and Infirm He¬ 
brews in New York City, is an assistant attending psy¬ 
chiatrist at Mt. Sinai Hospital, assistant psychiatrist at 
Presbyterian Hospital, and an instructor in psychiatry 
at the Psychoanalytic Institute for Training and Re¬ 
search of Columbia University.—Dr. John Caffey, 
Columbia-Presbyterian Medical Center, recently de¬ 
livered the Mackenzie Davidson Memorial Lecture 
and received a medal and award of the British Insti¬ 
tute of Radiology at its annual meeting in London. 
He also discussed “Infantile Cortical Hyperostosis” 
efore the Orthopaedic Section of the Roval Society 
of Medicine. 


X 


PENNSYLVANIA 

Philadelphia 


Phfn e H h t by ° r - Harold Wolff --The Mu chapter ol 
Pnii G a ~P s ^ 0n fraternity at the Jefferson Medica 
tnrndf 6 \f kiladelphia will hold its 11th annual lee- 
eshjp March 15, 8:15 p. m„ in McClellan Hall. Th( 
guest speaker Dr . Harold C. Wolff, professor of medi 
f OmellUH ^ Medical College, New York 
discuss Headache Mechanisms.” 


TEXAS 

Clinical Conference in Dallas.—The 26th annual 
Spring Clinical Conference of the Dallas Southern 
Clinical Society will convene March 18-20 at the 
Statler-Hilton, Dallas. Guest speakers will include 
Drs. Carl E. Badgley, Ann Arbor, Mich.; Tinsley R. 
Harrison, Birmingham, Ala.; Wyland F. Leadbetter, 
Shields Warren, and Claude E. Welch, Boston; John 
D. Stewart, Buffalo; John I. Brewer, Chicago; John C. 
Jones, Los Angeles; Walter H. Fink and Wesley W. 
Spink, Minneapolis; Amos Christie, Nashville, Tenn.; 
John J. Conley and R. Townley Paton, New Y'ork City; 
Louis J. West, Oklahoma City, Okla.; W. Edward 
Chamberlain and Robert A. Kimbrough, Philadelphia; 
Peter N. Pastore, Richmond, Va.; Joe R. Brown, 
Rochester, Minn. 

VIRGINIA 

Lectureship by Dr. Ravitch.—The Alpha Mu chapter 
of Phi Delta Epsilon fraternity at the Medical College 
of Virginia, Richmond, will hold its eighth annual 
lectureship March 9. Dr. Mark M. Ravitch, surgeon- 
in-chief, City Hospital, Baltimore, will discuss “Ab¬ 
dominal Enlargement in Children.” 

Medicolegal Workshop.—The department of legal 
medicine of the Medical College of Virginia, Rich¬ 
mond, the chief medical examiner’s office, and the 
Virginia Society of Pathology and Laboratory Medi¬ 
cine will sponsor a medicolegal workshop for medical 
examiners, and interested physicians, March 29, S 
a. m.-4:30 p. m., in the Amphi-Theater and Baruch 
Auditorium of the medical college. The program will 
include direct investigations, with special references 
to general examinations of bodies, photographic 
techniques, and the use of body fluids in medicolegal 
investigations; discussion of stab and gunshot wounds 
and special techniques of treatment; and demonstra¬ 
tions of medicolegal autopsy techniques. The registra¬ 
tion fee is $25. For information, address Geoffrey T. 
Mann, M.D., Chairman, Department of Legal Medi¬ 
cine, Medical College of Virginia, Richmond. 

GENERAL 

Mid-West Cancer Conference.—The ninth annual Mid- 
West Cancer Conference will be held at Wichita, Kan., 
March 7-8. Guest speakers include Drs. Vincent P. 
Collins, Houston, Texas; Wilhelm C. Hueper, 
Bethesda, Md.; John H. Lawrence, Orinda, Calif.; 
Walter T. Murphy, Buffalo; Joseph H. Pratt Jr., 
Rochester, Minn.; Leland D. Stoddard, Augusta, Ga.; 
Grantley W. Taylor, Boston; and John M. Waugh, 
Rochester, Minn. 

Regional Meeting on Gastroenterology.—’The Central 
Region of the American College of Gastroenterology 
will meet at the Hotel Pantlind, Grand Rapids, Mich., 
at 1:45 p. m., March 17. Participants in the program 
will include Drs. Joseph B. Kirsner, Chicago; C. Allen 
Payne and William J. Fuller, Grand Rapids; Joseph 
Shaiken, Milwaukee; C. Wilmer Wirts Jr., Philadel¬ 
phia; Garnet W. Ault, Washington, D. C.; Don W. 
McLean, Detroit; and Frederick A. Coller and Fred J. 
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Hodges, Ann Arbor, Mich. Dr. Coller will serve as 
moderator for a panel discussion on “Gastrointestinal 
Bleeding.” Physicians are cordially invited to attend. 

Clinical Fellowships in Radiation Therapy.—The 
American Cancer Society announces that fellowships 
in radiation therapy are offered in 1958-1959 to prop¬ 
erly qualified graduates in medicine who have already 
received thorough basic training in the principles and 
practice of radiation therapy and who desire to spend 
additional periods of training in that specialty at cer¬ 
tain clinics in the United Kingdom, the Scandinavian 
countries, and France. Fellowships may begin at any 
time mutually agreeable to the institution and the 
fellow. The deadline for receipt of applications is 
April 15, 1957. Information may be obtained from the 
Director of Professional Education, American Cancer 
Society, Inc, 521 W. 57th St, New York 19, N. Y. 

Clinical Fellowships in Cancer.—The American Can¬ 
cer Society announces that its program of clinical fel¬ 
lowships will continue through the institutional year 
July 1, 1958-June 30, 1959, with fellowships com¬ 
mencing July 1,1958. A limited number of fellowships, 
offered to institutions whose postgraduate training 
programs are approved by the Council on Medical 
Education and Hospitals of the American Medical 
Association, afford graduates in medicine opportuni¬ 
ties for postgraduate training, emphasizing diagnosis 
and treatment of cancer. Applications from institutions 
for the year 1958-1959 must be submitted by deans, 
executive officers, or department heads before April 
15, 1957 (note the change in deadline from previous 
years). Information may be obtained from the Direc¬ 
tor of Professional Education, American Cancer So¬ 
ciety, Inc, 521 W. 57th St, New York 19, N. Y. 

Shoe-Fitting Fluoroscopes Outlawed in Pennsylvania. 
—A recent amendment to the Pennsylvania Radiation 
Protection Regulation, Number 433, makes it unlawful 
to operate or maintain “any fitting devices or machines 
which use fluoroscopic, x-ray, or radiation principles 
for the purpose of selling footwear through commer¬ 
cial outlets.” According to Dr. Jan Lieben, Bridgeville, 
Pa, director of the department’s division of industrial 
hygiene, Pennsylvania is the first state to ban the use 
of shoe-fitting fluoroscopes, although other states are 
considering similar action. State health department 
inspections have indicated that, although the amount 
of ionizing radiation emitted by the machines varied 
within a wide range, the minimum emission per ex¬ 
posure (per fitting) of the machines tested was nearly 
three times the radiation-dose limit established by the 
radiation regulations for nonmedical exposure of oc¬ 
cupationally-exposed persons. 

Pediatricians Meet in Las Vegas.—The Intermountain 
Pediatric Society will hold its annual clinical conven¬ 
tion at the Hotel Riviera, Las Vegas, Nev, March 
18-19. The Monday morning program will include 
“Infants of Diabetic Mothers” by Dr. Sydney S. Gellis, 
Boston; “The Effects of Sulfonyl-Urea Compounds on 
Carbohydrate Metabolism in Normal and Diabetic 
Children" by Dr. John A. Anderson, Minneapolis; and 
"Respiratory Failure in Newborns, Theoretical Con¬ 
sideration" by Dr. James L. Wilson, Ann Arbor, Mich. 


Both afternoon sessions will be devoted to round-table 
discussion of pediatric topics by the guest speakers. On 
Tuesday morning “Analysis of Dypsnea Difficulties in 
Children” will be presented by Dr. Wilson; “Ammoni¬ 
um Metabolism in Infants and Children in Relation to 
Coma, Electroencephalographic Changes and Current 
Icterus” by Dr. Anderson; and “Overwhelming Infec¬ 
tions in Infancy and Childhood” by Dr. Gellis. For 
information, write the Intermountain Pediatric So¬ 
ciety, 2000 S. 1300 East, Salt Lake City 5. 

Rise in Hospital Expenditures.—According to Mr. Ray 
E. Brown, president of the American Hospital Asso¬ 
ciation, expenditures per patient day in U. S. hospitals 
of all types rose 116% in the last 10 years, and in the 
nonprofit short-term general hospitals the rise was 
141%. Expenditures per patient day in hospitals of all 
types rose from an average of $5.21 to $11.24 between 
1946 and 1955, while expense per patient day in the 
nonprofit short-term general and special hospitals in¬ 
creased from $10.04 to $24.15. The increase in expendi¬ 
tures was attributed to more diversified services for 
treating and caring for patients, the rise in wages, and 
the increased cost of supplies and equipment. The 
over-all increase in the number of hospital beds was 
168,630, or 12%. A 20% bed increase was reported in 
the nonfederal short-term general and special hos¬ 
pitals, while the number of beds in the nonfederal 
psychiatric hospitals increased more than 24%. There 
was a 22% decline in the total number of beds in hos¬ 
pitals operated by the federal government. There 
were 5,397,919 more admissions in 1955 than in 1946, 
an increase of 34%; The average daily census for all 
hospitals in 1955 was 221,160 more than the average 
for 1946, a rise of more than 19%. In 1955, the number 
of hospital births reported was 1,341,426 greater than 
the number reported in 1946, a 63% increase. The 
total number of full-time personnel employed in hos¬ 
pitals of all types rose from 829,571 to 1,300,733, an 
increase of 471,162, or 57%. The over-all rise in the 
number of personnel per 100 patients was 30%-from 
73 to 95 employees. In the nonprofit short-term gen¬ 
eral and special hospitals the rise in the number of 
full-time personnel per 100 patients was from 156 to 
210, or 35%. 

Crumbine Awards.—At the annual meeting of the 
American Public Health Association in Atlantic City, 
N. J., Nov. 14, 1956, the national Dr. Samuel J. Crum¬ 
bine awards, sponsored by the public health committee 
of the Paper Cup and Container Institute, were pre¬ 
sented to the Macon-Bibb-Jones (Ga.) Department of 
Health for “outstanding achievement in the develop¬ 
ment of a comprehensive program of environmental 
sanitation” and the Tulsa, Okla., City-County Health 
Department for “outstanding achievement in the de¬ 
velopment of a program of eating and drinking sanita¬ 
tion.” The Tulsa department installed training facilities 
for food-industry personnel in five new health centers; 
made these facilities available to all groups with inter¬ 
ests allied to public health; established a procedure of 
taking samples on wet swabs of the bacteria count on 
utensils, plates, silver, glassware, and counter tops after 
cleaning; and developed and distributed a monthly 
newsletter for all eating and drinking establishments in 
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its district. Cooperating with the health department, 
the Tulsa Restaurant Association had recommended an 
increase in restaurant licensing fees in order to make 
possible the employment of a health department direc¬ 
tor of training and had established a rule requiring all 
food handlers to pass an examination on proper sani¬ 
tary procedures. The Macon department had worked 
with citizen groups to obtain these results in a single 
year: (1) passage of a bond issue for the construction 
of a sewage treatment plant; (2) formation of a mini¬ 
mum housing standards committee by realtors and 
others, which resulted in a legally supported five-point 
sanitation program; (3) creation of a county planning 
and zoning commission; (4) formation of a nursing 
home committee of operators and others interested in 
problems in this field; and (5) elimination of open 
garbage dumps in cooperation with local garden clubs. 

Society News.—The Southern Thoracic Surgical As¬ 
sociation recently elected Dr. Duane M. Carr, Mem¬ 
phis, Tenn., president; Dr. DeWitt C. Daugherty, 
Miami, Fla., vice-president; and Dr. Hawley H. Seiler, 
Tampa, Fla., secretary-treasurer.—The Western Sur- 
' gical Association recently elected the following officers: 
president, Dr. Everett P. Coleman, Canton, 111.; first 
vice-president, Dr. W. A. Altemeier, Cincinnati; second 
Wee-president, Dr. C. J. Beme, Los Angeles; treasurer, 
Dr. Cecil D. Snyder, Winfield, Kan.; secretary, Dr. John 
T. Reynolds, Chicago; and recorder, Dr. Walter W. 
Carroll, Chicago.—At the annual meeting of the 
Congress of Neurological Surgeons, Dr. Frederick C. 
Rehfeldt, Fort Worth, Texas, assumed the presidency. 
Dr. R. K. Thompson, Baltimore, was elected vice-presi¬ 
dent, and Drs. Irwin Perlmutter, Miami, Fla., and John 
R. Williams, Grand Rapids, Mich., were elected to the 
executive committee. The seventh annual meeting of 
the congress will be held at tire Statler Hotel in Wash¬ 
ington, D. C., Nov. 7-9.—At its annual breakfast, 
Sept. 18, in Chicago, the Federal Hospital Alumni As¬ 
sociation chose as president, Reuben Cohen, Veterans 
Administration Center, Kecoughtan, Va.; first vice- 
president, Col. Everett M. Chalker, M.D., Selfridge 
Air Force Base, Mich.; second vice-president, Col. 
Arthur H. Corliss, M.D., Mitchell Air Force Base, 
N. Y.; and secretary', N. E. Lindquist, administrative 
officer, U. S. Public Health Service Hospital, Lexing¬ 
ton, Ky. Dr. Frank B. Berry', Assistant Secretary of 
Defense, spoke on “Implementing the Dependents’ 
Care Law.” The objects of the association are to im¬ 
prove the competency of federal hospital administra¬ 
tors; to provide a central source of information con¬ 
cerning federal hospital administrators; to familiarize 
other recognized hospital groups with the competence 
o federal hospital administrators; and to sponsor pub- 
ication of articles on administrative activities when 
C eVe *°Ped by Federal Hospital Association members. 


wiuwsnip program for psychiatrists, aimed at relieving 
o personnel problems of public mental hospitals. The 
l!^ am l, wing on a ^e-year grant of $90,000 from 
has b^ l KHne ^ French Foundation of Philadelphia, 
ee n roadened to cover medical students, teach¬ 


,, C owship Program for Psychiatrists.—The American 
s>eiatrie Association (1785 Massachusetts Ave. N. W., 
f ]] S '' I ',T* :on ®’ hh C.) has announced a seven-point 


ing centers, general physicians, psychiatric authorities 
from this country and abroad, and state hospital psy¬ 
chiatrists. New fellowships were recently awarded to 
Drs. Truman G. Esau, resident at the New York State 
Psychiatric Institute, and Bernard M. Blum, director of 
the Fife-Hamill Memorial Health Center in Philadel¬ 
phia. The expanded fellowship program this year will 
include the following categories: 

Staff psychiatrist training fellowships, under which full-time 
staff psychiatrists of public mental institutions will be given sup¬ 
port for advanced training at psychiatric teaching centers. 

Awards to hospitals for teaching, in which support will be given 
public mental institutions for full-time teaching staff members 
and for bringing psychiatric authorities to the institution for staff 
training on a visiting basis. 

Extension training fellowships, under which medical schools 
and teaching centers will be aided in setting up extension train¬ 
ing on a continued, part-time basis for public mental hospital 
psychiatrists. 

Student fellowships, which are offered to medical students for 
work in mental hospitals or psychiatric training centers during 
the summer before or during their senior year. 

Medical fellowships, to allow nonpsychiatric practitioners to 
get special training and experience in a mental hospital or 
psychiatric teaching center. 

Foreign scholar lectureships, for bringing outstanding lecturers 
to the United States and stimulating the international exchange 
of psychiatric techniques. 

Residency training fellowships, for outstanding psychiatric 
residents dedicated to service in public mental institutions. 

Dr. Kenneth E. Appel, professor and chairman of 
the department of psychiatry, University of Pennsyl¬ 
vania School of Medicine, Philadelphia, is chairman of 
the foundation’s fellowship committee. 

Annual Report on Hospitals.—The American Hospital 
Association, (18 E. Division St., Chicago 10) reports 
that United States hospitals cared for 21,072,521 pa¬ 
tients in 1955, more than in any previous year. This 
was an increase of 727,090 over the 1954 total of 20,- 
345,431. A total of 3,476,753 babies were born in U. S. 
hospitals last year, a rise of 134,154 over the 1954 
total of 3,342,599 hospital births. In 1955, United 
States hospitals spent $5,594,304,000 to care for these 
patients and newborn infants, compared with $5,229,- 
040,000 in 1954, an increase of 365 million dollars. The 
association has noted a steady rise in hospital admis¬ 
sions since 1946, the year in which its statistical series 
was initiated. Questionnaires answered by' 6,956 hos¬ 
pitals disclosed that the nonprofit general hospitals 
that care for the majority of the acute, short-term 
cases in the nation spent an average of $24.15 a day 
for the care of each patient, an increase of $1.37 over 
1954, and that the average expenditures on each pa¬ 
tient in 1955 was $181, compared with $171 in 1954. 
The average patient stay was 7.8 days, as in 1954. 
Ninety-five per cent of all U. S, hospital admissions 
in 1955 were to general hospitals. 

The average daily expenditure for each patient in 
the nation’s nonfederal governmental psychiatric hos¬ 
pitals was only $3.50, 51 cents above the 1954 figure. 
These 320 psychiatric hospitals had 687,277 beds, 43% 
of the nation’s 1,604,408 hospital beds. In the non¬ 
profit psychiatric hospitals the average expense per 
patient day in 1955 was $13.40 and in the proprietary 
psychiatric hospitals, $13.90. The patients in the non¬ 
profit general hospitals paid an average of $1.75 a day 
less in 1955 than it cost to care for them. Total income 
from patients of all hospitals in this classification in 
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1955 was $2,326,075,000, while expenses totaled 
$2,507,602,000. Patient income made up 91.4% of the 
total income of all nonprofit hospitals in 1955, as com¬ 
pared with 90.4% in 1954. The balance comes from 
contributions, grants, and income from sources such 
as endowments. The total 1955 payroll of all hospitals 
was $3,581,784,000 for 1,300,733 full-time employees. 
The 1954 hospital payroll was $3,344,416,000 for 
1,245,669 full-time workers. Thirty-eight per cent of 
all U. S. hospitals had less than 50 beds; 22% had 
50-99 beds; 26%, 100-299 beds; and 14%, 300 beds or 
more. The 42S federal hospitals, representing 6% of 
all U. S. hospitals, had a bed complement of 183,162. 
The 173 Veterans Administration hospitals had 119,- 
830 beds, or 65% of the hospital bed total operated 
by the federal government. 

Ford Foundation Report.—The Annual Report of the 
v Ford Foundation, covering activities from Oct. 1,1954, 
o Sept. 30, 1955, describes a philanthropic program 
nder which grants and appropriations totaling $137,- 
^63,164 were made. The report includes two other 
major actions initiated during the fiscal period but 
consummated later: (1) the special appropriations of 
500 million dollars, approved in December, 1955, to 
raise college faculty salaries, improve medical educa¬ 
tion, and expand community hospital services; and (2) 
the diversification of assets through public sale of 22% 
of the foundation’s holdings of Ford Motor Company 
common stock. Specific purposes for which grants or 
appropriations were made included the following: 

Scholarships: Awards were made to 525 students through the 
National Merit Scholarship Corporation, an independent, non¬ 
profit organization, created jointly by the foundation and the 
Carnegie Corporation to conduct annual competitive examina¬ 
tions among high school students and award to the winners 
four-year scholarships to colleges of their choice. 

Mental Health Research: A program was recently announced 
providing 15 million dollars for a 5-to-10-year period for 
support of research efforts to increase understanding of mental 
illness and emotional maladjustment. 

Studies of biological, physiological, somatic, medical, social, and 
psychological factors in mental illness will be promoted, 
fntemational Activities: Educational assistance to a number of 
the countries of south and southeast Asia and the Near East 
was continued through the foundation’s Overseas Develop¬ 
ment program. 

Grants were made for rural development, formal edu¬ 
cation and vocational training, public administration, 
and economic and social research, and a program for 
increasing international understanding included a 
series of grants and fellowship awards to broaden the 
knowledge and competence of Americans in inter¬ 
national relations with the above geographical areas. 

The special appropriations of 500 million dollars 
included 210 million dollars to raise faculty salaries in 
all private, regionally accredited, four-year colleges 
and universities in the United States and its territories 
offering degrees in the liberal arts and sciences. The 
sum given to each institution will be an endowment 
grant approximating its 1954-1955 instructional pay¬ 
roll. An additional 50 million dollars, approved during 
the fiscal year, will be distributed as "Accompish- 
merit Grants” to 126 of these institutions that have 
“significantly improved the status and compensation 
of their teachers since World War II.” 


Endowment grants totaling 90 million dollars will 
be made to an as yet undesignated number of private 
American medical schools to help strengthen their 
instruction to meet the widening requirements of med¬ 
ical practice. The remainder of the appropriations (200 
million dollars) are being given to about 3,500 volun¬ 
tary, nonprofit hospitals throughout the nation, to be 
used at each hospital’s discretion for any program im¬ 
proving service to its community, including additional 
facilities or personnel, staff training, or research. With 
the inclusion of these special appropriations, funds 
committed by the foundation for all purposes since its 
establishment in 1936 totaled, as of the report date, 
approximately 875 million dollars. 

FOREIGN 

Seminar Congresses in Internal Medicine.—In seminar 
congresses in internal medicine the American Medical 
Society of Vienna will present the following programs 
by the medical faculty of the University of Vienna: 

April 1-3, Communicable Diseases, Diagnostic Methods-Treai- 

ment. 

May 6-8, Heart Diseases; Cardiovascular Diseases; Peripheral 
Vascular Diseases. 

June 3-5, Cardiology; Electrocardiology; Vectorcardiography- 
Ballistocardiograph. 

July 1-3, Diabetes; Liver and Biliary Tract Diseases; Hyperten¬ 
sion and Nephritis. 

Aug. 5-7, Endocrinology; Metabolism; Fluid and Electrolyte 
Balance. 

Sept. 2-4, Gastroscopy; Gastroenterology; Proctology. 

Oct. 1-3, Hematology; Normal Peripheral Blood and Bone 
Marrow; Diseases of Blood and Blood-Forming Organs. 
Nov. 4-6, Diseases of the Chest; Tuberculosis; Malignant 
Diseases. 

Details may be obtained from the American Medical 
Society of Vienna, Universitaetsstrasse 11, Vienna 1. 
Cable: “Ammedic,” Vienna. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama; Examination. Montgomery, June 18-20. Sec., Dr. 

D. G. Gill, State Office Bldg., Montgomery 4. 

Arizona : 0 Examination. Phoenix, April 17-20. Reciprocity. 
Phoenix, April 20. Exec. Sec., Mr. Robert Carpenter, 826 Se¬ 
curity Building, Phoenix. 

Arkansas : 0 Examination. Little Rock, June 13-14. Sec., Dr. Jne 
Verser, Harrisburg. 

California: Written Examination. San Frincisco, June 17-20; 
Los Angeles, Aug. 19-22; Sacramento, Oct. 21-24. Oral Ex¬ 
amination. San Francisco, June 15; Los Angeles, August 17; 
San Francisco, Nov. 16. Oral and Clinical for Foreign Gradu¬ 
ates. San Francisco, June 16; Lbs Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14. 

Colorado: 0 Reciprocity. Denver, April 9, Final date for filing 
application is March 11. Examination. Denver, June 11*12. 
Final date for filing application is May 13, Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut : 0 Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Homeo¬ 
pathic Examination and Reciprocity. Derby, March 15. Sec., 
Dr. Donald A. Davis, Derby. 



Vol. IC3, No. 9 


MEDICAL NEWS 


755 


Delaware: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph S. McDaniel, 225 S. State St., Dover. 

District of Columbia: 0 Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. \V., Washington. 

Florida: 0 Examination. Miami, June 23-25. See., Dr. Homer L. 

Pearson, 901 N. W. 17th St., Miami. 

Georgia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

Idaho: Examination and Reciprocity. Boise, July 8-10. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Illinois: Examination and Reciprocity. Chicago, Apr. 1-4. Supt. 
of Regis., Mr. Fredric B. Seiche, Capitol Bldg., Springfield. 

Indiana: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Maine: Examination and Reciprocity. Portland, March 12-14. 

Sec., Dr. Adam P. Leighton, 192 State St., Portland. 
Maryland: Examination. Baltimore, June 18-21. Sec., Dr, Lewis 
P. Gundry. 1215 Cathedral St., Baltimore 1. 

Massachusetts: Examination and Endorsement. Boston, July 

9- 12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 
Michigan: 0 Examination. Ann Arbor and Detroit, June. See., 

Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi¬ 
gan Ave., Lansing 8. 

Minnesota: 0 Examination. St. Paul, April 16-18. Sec., Dr. F. H. 

Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 
Mississippi: Examination. Jackson, June 24-25. Reciprocity. 
Jackson, June 26. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, 
Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

Nebraska : 0 Examination. Omaha, June 17-19. Director, Mr. 

Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
Nevada : 0 Examination and Reciprocity. Reno, April 2. Sec., Dr. 
G. H. Ross, 112 North Curry St., Carson City. 

New Hampshire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat¬ 
rick H. Corrigan, 28 West State St., Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and Syra¬ 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

North Carolina: Endorsement. Asheville, May 5, and Raleigh, 
June 18. Written Examination. Raleigh, June 17-20. Sec., Dr. 
Joseph J. Combs, Professional Bldg., Raleigh. 

North Dakota: Examination. Grand Forks, July 10-13. Reci¬ 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton. 

Ohio: Endorsement. Columbus, April 1. Examination. Colum¬ 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 

Oklahoma:* Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 BranifF Building, Oklahoma City. 

Oregon : 0 Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg,, Portland. 

Pennsylvania: Examination. Philadelphia and Pittsburgh, July 

10- 12. Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Har¬ 
risburg. 

Rhode Island : 0 Endorsement. Providence, March 28. Examina¬ 
tion. Providence, April 4-5. Administrator, Mr. Thomas B. 
Casey, 308 State Office Bldg., Providence. 

South Carolina: Endorsement. Myrtle Beach, April 30. Ex- 
Columbia, June 25-26. Sec. Mr. N. B. Heyward, 
1329 Blanding St., Columbia. 


South Dakota: 0 Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. McVay, Yankton Clinic, 
Yankton. 

Tennessee: 0 Examination. Memphis, March 27-28. Sec., Dr. 

H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas : 0 Examination and Reciprocity. Fort Worth, June 24-26. 

Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 
Utah: Examination. Salt Lake City, July 11-13. Director, Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Virginia: Reciprocity. Richmond, June 12. Examination. Rich¬ 
mond, June 13-15. Office of the Board, 631 First St., S. W., 
Roanoke. 

West Virginia : Examination. Charleston, April 22. Sec., Dr. 

Newman H. Dyer, State Office Bldg. No. 3, Charleston 5. 
Wisconsin:" Reciprocity. Madison, April 26. Examination. 
Milwaukee, July 9-11. Sec., Dr. Thomas W. Tormay, Jr., 1140 
State Office Bldg., Madison 2. 

Wyoming: Examination and Reciprocity. Cheyenne, June 3. Sec., 
Dr. F, D. Yoder, State Office Bldg., Cheyenne. 

Alaska: 0 On application in Anchorage and Juneau. Sec., Dr. 

W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 
Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. 

Joseph Mercado Cruz, Box 9156, Santurce. 

Virgin Islands: Endorsement. St. Thomas, June 12. Sec., Dr. 
Earle M. Rice, St. Thomas. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Examination and Reciprocity. Tucson, March 19. Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 

Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Colorado: Examination and Reciprocity. Denver, March 6-7. 

Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
District of Columdia: Reciprocity. Washington, March II. 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 
Florida: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

Iowa: Examination. Des Moines, April 9. Sec. Dr. Ben H. Peter¬ 
son, Coe College, Cedar Rapids. 

Michican: Examination. Detroit and Ann Arbor, May 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., W. Michi¬ 
gan Ave., Lansing 15. 

Nebraska: Examination. Omaha, May 7-8. Director, Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
Nevada: Examination. Reno, April 2. Sec., Dr. Donald G. 

Cooney, Box 9005, University Station, Reno. 

Oklahoma: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

South Dakota: Examination. Vermillion, June 7-8. Sec., Dr. 

Gregg M. Evans, 310 E. 15th St., Yankton. 

Oregon: Examination. Portland, March 2. Sec., Dr. Earl M. 
Pallett, Eugene. 

Tennessee: Examination. Memphis and Nashville, March 20-21. 
Sec., Dr. O. W. Hyman, 62 S. Dunlap Ave., Memphis 3. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 
Alaska: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 

"Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Training in Industrial Medicine in the Air Force.—The 
highly industrialized operations now in use by the U. S. 
Air Force as a result of new and more complex weapon 
systems are creating a demand on more qualified medi¬ 
cal officers in industrial medicine. To satisfy this re¬ 
quirement, the surgeon general has set up a training 
program for physicians now in the Air Force to attend 
one of several civilian medical institutions for a three- 
year period of instruction. The first two years will be 
spent in classroom activities at the institution, and the 
last year as a resident in an approved medical facility. 
This training will lead to the degree of doctor of science 
in industrial medicine, as well as satisfying the basic 
requirements of the physician for certification by the 
specialty board in industrial medicine. 

ARMY 

Military Preventive Medicine Course.—Applications 
are being accepted for the Army’s military preventive 
medicine course, which will begin Sept. 3, 1957, at 
Walter Reed Institute of Research, Washington, D. C. 
This graduate course is intended to develop in selected 
Army physicians the special professional skills re¬ 
quired for the performance of preventive and environ¬ 
mental medicine duties within a military command. 
Emphasis is placed on the global aspect of military 
preventive medicine, with health problems of the 
Arctic and tropical areas receiving particular attention. 

Regular Army Medical Corps officers or qualified 
physicians who accept commissions in the Regular 
Army are eligible for the course. Qualified officers 
from the Navy and Air Force medical services, the 
U. S. Public Health Service, and representatives of 
other governmental agencies may be admitted by 
agreement between the Army surgeon general and the 
chief of the government agency desiring to participate. 
Selected graduates of the course will be eligible for 
entry into the Army’s recently announced preventive 
medicine residency program. 

Covering 4S weeks of academic studies, the course 
includes field trips or investigations, and individual or 
committee studies. This year’s course, the fifth to be 
given since 1953, will be under the direction of Col. 
Philip R. Beckjord, director, division of preventive 
medicine, Walter Reed Institute of Research. 

Civilian physicians may apply in writing to the 
Surgeon General, Department of the Army, Washing¬ 
ton 25, D. C., Attention: Personnel Division. Military 
personnel should apply through appropriate channels. 

VETERANS ADMINISTRATION 
New Medical Research Program.—Heretofore, the Vet¬ 
erans Administration’s research work on medical prob¬ 
lems of special importance to veterans has been done 
by doctors whose main duty has been the care of 
patients. The VA will continue its present support of 
research by these doctors and will expand it where 
justified. However, a new program of full-time re¬ 
searchers is being established to supplement the exist¬ 
ing program. Dr. J. G. Nunemaker, director of the 


education service at the VA central office said in ,a 
VA release dated Jan. 24 that the first group of nine 
clinical investigators was appointed on Jan. 1. 

Each clinical investigator will spend at least three- 
fourths of his working time on research. The remainder 
of the clinical investigator’s working time will be spent 
in care of patients as a member of the clinical staff of 
a VA hospital, and in teaching other physicians. Clini¬ 
cal investigators may be appointed for a period of from 
one to three years, and at the end of this period they 
may remain in full-time VA employment with primary 
responsibility for patient care but with continued sup¬ 
port for their research throughout their careers. 

The nine clinical investigators, all physicians, who 
were appointed Jan. 1, are Raymond C. Christensen, 
research fellow, Cardiovascular Research Laboratory, 
Wayne University, Detroit; Robert Gilbert, attending 
physician, University Hospital and VA hospital, Syra¬ 
cuse, N. Y.; Francis J. Haddy, Army Medical Corps, 
Fort Knox, Ky.; William B. Jones, University Hospital, 
Birmingham, Ala.; Richard D. Judge, physician, VA 
Hospital, Ann Arbor, Mich.; Joseph M. Merrill, VA 
Hospital, Nashville, Tenn.; Harold G. Muchmore, phy¬ 
sician, VA Hospital, Oklahoma City; Herschel V. Mur- 
daugh, physician. VA Hospital, Durham, N. C.; and 
Dr. Albert W. Schreiner, instructor, University of Cin¬ 
cinnati College of Medicine. 

Research by the clinical investigators will be in neu¬ 
rology and psychiatry, diseases of the heart and blood 
vessels, cancer, degenerative diseases, and problems 
of aging. 

Personal.—Dr. James B. Chandler, director, profes¬ 
sional services; VA Hospital, Fayetteville, N. C., has 
been appointed manager and director of professional 
services of the VA Hospital in Marlin, Texas. Dr. 
Chandler succeeds Dr. Clarence R. Miller, who re¬ 
tired Jan. 31,1957. The hospital at Marlin is a 222-bed 
general medical and surgical hospital. 

FOOD AND DRUG ADMINISTRATION 
Advisory Committee on Food Standards.—Commis¬ 
sioner George P. Larrick announced appointments to 
the food standards committee of the Food and Drug 
Administration Jan. 2. The committee is an advisory 
group of state and federal officials that makes recom¬ 
mendations to the commissioner of food and drugs on 
food standards. The announcement stated that a meet¬ 
ing of the committee is planned early in 1957 to dis¬ 
cuss problems now requiring attention and that con¬ 
sumers, officials, and members of the food industries 
who have suggestions for consideration by the com¬ 
mittee are invited to send them to Joseph Callaway, 
Food Standards Branch, Food and Drug Administra¬ 
tion, Washington 25, D. C. The committee members 
are as follows: 

Frank A, Vorhes, chief, FDA division of food, chairman. 
Malcolm R. Stephens, director, FDA bureau of enforcement, 
to succeed William A. Queen. 

Gilman K. Crowell, chief, division of food and chemistry. 
State Department of Health, Concord, N. H. 

Joe F. Lakey, director, bureau of food and drugs, State De¬ 
partment of Health, Austin, Texas. 

T. E. Sullivan, director, division of food and drugs, State 
Department of Health, Indianapolis. 

Orlen J. Wiemann, chief, milk, food and drug section, State 
Department of Health, Denver. 
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DEATHS 


Keeton, Robert Wood ® Chicago; born in West Point, 
Miss., July 7, 1883; Northwestern University Medical 
School, Chicago, 1916; since 1951 professor of medi¬ 
cine emeritus at the University of Illinois College of 
Medicine, where he served as associate professor of 
medicine from 1925 to 1928 and later head of the de¬ 
partment of internal medicine; in that capacity he di¬ 
rected the teaching and research activities of some 
225 physicians who held faculty appointments in the 
department; between 1935 and 1951 served at the 
University of Illinois College of Medicine as head of 
the environmental physiology research work spon¬ 
sored by the American Society of Heating and Air- 
Conditioning Engineers and the U. S. Public Health 
Service; in January, 1956, was the first recipient in the 
medical profession of the F. Paul Anderson award by 
the American Society of Heating and Air-Condition¬ 
ing Engineers in recognition of his work in physiolog- 
y ical research; at the annual meeting of the society on 
' Feb. 25, 1957, his award was made posthumously; 
on Oct. 4,1951, he was honored at a dinner attended by 
over 400 persons and was presented with a Festschrift ; 
the commemorative volume consisted of 36 original 
scientific papers written by his colleagues, former 
students, and friends; at one time he taught at the 
Albany (N. Y.) Medical College, Northwestern Uni¬ 
versity in Chicago, the James Millikin University in 
Decatur, Ill., and the University of Illinois; from 1922 
to 1925 fellow of the Otho S. A. Sprague Memorial 
Institute; past-president of the Chicago Society of In¬ 
ternal Medicine and a past vice-president of the Insti¬ 
tute of Medicine of Chicago; member of the Associa¬ 
tion of American Physicians, American Diabetes 
Association, American Society for Pharmacology and 
Experimental Therapeutics, American Physiological 
Society, Central Society of Clinical Research, Society 
for Experimental Biology and Medicine, Central Inter- 
urban Clinical Club, Chicago Heart Association, which 
he served as a member of the board of governors, 
Sigma Xi, Alpha Omega Alpha, Pi Kappa Alpha, and 
Alpha Kappa Kappa; fellow of the American College 
of Physicians; since 1948 chief examiner for the Chi¬ 
cago Subsidiary Board of the National Board of Medi¬ 
cal Examiners and was one of the first diplomates of 
the board, holding certificate no. 25; specialist certified 
by the American Board of Internal Medicine; president 
of the Suburban Cook County Tuberculosis Sanitarium 
District; consulting physician at St. Francis Hospital 
in Evanston, Henrotin Hospital, and St. Luke’s Hos¬ 
pital, where he died Jan. 22, aged 73, of coronary 
^ thrombosis and arteriosclerosis. 

Taylor, J. Gurney ® Milwaukee; born in Burlington, 
N. J., May 23, 1872; University of Pennsylvania De¬ 
partment of Medicine, Philadelphia, 1895; past-presi- 


® Indicates Member of the American Medical Association. 


dent of the Wisconsin Board of Medical Examiners; 
served on the executive committee of the National 
Board of Medical Examiners; at one time vice-presi¬ 
dent of the State Medical Society of Wisconsin; for 
three terms president of the Milwaukee Pediatric So¬ 
ciety; past-president and executive board member of 
the Central States Pediatric Society; member of the 
council of the American Association of Medical Milk 
Commissions; member of the Milwaukee Academy of 
Medicine and the American Clinical and Climatolog¬ 
ical Association; director of the National Tuberculosis 
Association and the American Child Health Associa¬ 
tion; fellow of the American College of Physicians; 
past-president, for many years recording secretary, and 
director and executive board member of the Wisconsin 
Anti-Tuberculosis Association; at one time member of 
the Scientific Assembly of the American Medical Asso¬ 
ciation, serving as a member of its House of Delegates 
in 1917, from 1929 to 1931, and from 1933 to 1938; 
veteran of World War I; during World War II served 
on the special committee on procurement and assign¬ 
ment of the Milwaukee County Medical Society; 
specialist certified by the American Board of Internal 
Medicine; formerly director of the University of Penn¬ 
sylvania Alumni Association and of its medical alumni 
group; consulting physician at the Johnston Emer¬ 
gency Hospital, Milwaukee Children’s Hospital, and 
the Columbia Hospital, where he died Nov. 30, aged 
84, of ruptured aneurysm of the abdominal aorta. 

Goodhart, Simon Philip, New York City; born in New 
Haven, Conn., Jan. 8, 1874; Yale University School of 
Medicine, New Haven, Conn., 1894; professor emeritus 
of clinical neurology at Columbia University College 
of Physicians and Surgeons and professor of neuropsy¬ 
chiatry at the New York Polyclinic Medical School and 
Hospital; specialist certified by the American Board 
of Psychiatry and Neurology; an associate member of 
the American Medical Association; member of the 
American Neurological Association, American Psychi¬ 
atric Association, and the Association for Research in 
Nervous and Mental Diseases; fellow of the New York 
Academy of Medicine; served as chief neuropsychia¬ 
trist and consulting neurologist at the Morrisania and 
Montefiore hospitals; consulting neurologist at the 
Manhattan State Hospital, New York Polyclinic Medi¬ 
cal School and Hospital, and Bronx Hospital; served 
as an honorary police surgeon and an impartial exam¬ 
iner of the New York State Workmen’s Compensation 
Board; frequently called upon to examine prisoners 
accused of major crimes and to give expert medical 
testimony on their mental status; made and displayed 
in this country and abroad motion pictures about dis¬ 
eases; co-author of the book “Multiple Personality”; 
died in the Harkness Pavilion for Private Patients, 
Columbia-Presbyterian Medical Center, Dec. 6, aged' 
82, of coronary occlusion. 



758 


DEATHS 


J.A.M.A., March 2, 1957 


Halsted, Thomas Henry, Syracuse, N. Y.; born in Lis- 
towel, Ontario, Canada, July 8, 1865; Victoria Uni¬ 
versity Medical Department, Coburg, Ontario, Can¬ 
ada, 1887; professor emeritus of otolaryngology at the 
State University of New York College of Medicine, 
formerly known as the Syracuse University College 
of Medicine, where he was lecturer in otolaryngology 
from 1893 to 189 7, when he became professor, serving 
until 1926; an original member of the American Board 
of Otolaryngology; past-president of the Syracuse 
Academy of Medicine, Onondaga County Medical 
Society, Medical Society of the State of New York, and 
the American Laryngological Association; member of 
the American Laryngological, Rhinological and Oto- 
logical Society and the American Otological Society; 
fellow of the American College of Surgeons; member 
of the House of Delegates of the American Medical 
Association in 1919, 1921, and 1922; a major in the 
American Red Cross in France during World War I; 
served on the staffs of St. Joseph’s and Syracuse Me¬ 
morial hospitals; died in Skaneateles Nov. 20, aged 
91, of cerebral hemorrhage and arteriosclerosis. 

Funke, John ® Atlanta, Ga.; born in Hazleton, Pa., 
Aug. 20, 1873; Jefferson Medical College of Philadel¬ 
phia, 1901; specialist certified by the American Board 
of Pathology; member of the American Association of 
Pathologists and Bacteriologists and the College of 
American Pathologists; at one time on the faculty of 
his alma mater, and on the staffs of the Jefferson Medi¬ 
cal College Hospital, Philadelphia General Hospital, 
and St. Joseph’s Hospital in Philadelphia; served on 
the faculty of the Atlanta Medical College, now known 
as Emory University School of Medicine, as pathologist 
at St. Joseph’s Infirmary, and pathologist and bacteri¬ 
ologist at the Georgia Baptist Hospital, where he was 
director of the radioactive isotope laboratory, which 
he established, and where he died Dec. 1, aged 83, of 
bronchopneumonia and arteriosclerosis. 

Lamson, Otis Floyd ® Seattle; born Sept. 13, 1876; 
University of Pennsylvania Department of Medicine, 
Philadelphia, 1907; senior consultant in surgery at the 
University of Washington Schools of Medicine and 
Dentistry; member of the founders’ group of the 
American Board of Surgery; member of the Western 
Surgical Association; fellow of the American College 
of Surgeons; past-president of the Pacific Coast Surgi¬ 
cal Association and the North Pacific Surgical Associa¬ 
tion; entered tire Mayo Clinic, Rochester, Minn., April 
1, 1908, and left March 1, 1910; on the staffs of the 
Children’s Orthopedic, Swedish, Doctors, Seattle Gen¬ 
eral, Columbus, and King County hospitals; in 1949 
chosen outstanding alumnus of the University of Penn¬ 
sylvania; died Dec. 11, aged 80, of cerebral arterio¬ 
sclerosis. 

Caldwell, Robert ® Little Rock, Ark.; born in Martins¬ 
ville, Ind., Oct. 29,1876; Hospital College of Medicine, 
Louisville, Ky., 1901; emeritus professor of surgery 
(otolaryngology) at the University of Arkansas School 
of Medicine; past-president of the Arkansas Medical 


Society; member of the House of Delegates of the 
American Medical Association in 1915; member of the 
American Academy of Ophthalmology and Otolaryn¬ 
gology; fellow of the American College of Surgeons; 
served as chief of staff at St. Vincent Infirmary and as 
a member and president of tire board of the State Hos¬ 
pital; formerly president of the Federal Bank and 
Trust Company and member of the school board; died 
Dec. 3, aged 80, of injuries received in an automobile 
accident. 

Thomson, Archibald Wilson ® Poughkeepsie, N. Y.; 
born in Englewood, N. J., July 22, 1884; University of 
Buffalo School of Medicine, 1909; life member of tire 
American College of Surgeons; past-president of the 
Dutchess County' Medical Society; during World War 
I served overseas with the Royal Army Medical Corps 
and later with the American Expeditionary Forces; 
recently named medical director for the city welfare 
department; on the surgical staffs of the Vassar 
Brothers Hospital and St. Francis Hospital, where he 
was at one time chief of the medical staff; consulting 
surgeon at the Harlem Valley State Hospital in Wing- 
dale; died Nov. 18, aged 72, of arteriosclerotic heart 
disease. 

McCann, Gertrude Fisher, Rochester, N. Y.; bom in 
1889; Cornell University Medical College, New York 
City, 1915; during World War I a contract surgeon for 
the U. S. Army, attached to the Surgeon General’s 
Office; held positions as an instructor in pathology at 
Columbia University College of Physicians and Sur¬ 
geons in New York City and Johns Hopkins Hospital 
in Baltimore; medical advisor. University of Rochester 
School of Medicine and Dentistry; active in many pro¬ 
grams of the Council of Social Agencies; formerly 
part-time staff physician at Eastman Kodak Company; 
died in the Strong Memorial Hospital Nov. 15, aged 
67, of cancer. 

Thompson, Rollin David ® Coral Gables, Fla.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 1914; 
member of the American Trudeau Society; fellow of 
the American College of Physicians; past-president of 
the National Tuberculosis Association; at one time 
medical director and superintendent of the Wisconsin 
State Sanatorium in Statesan and medical superin¬ 
tendent of the Florida State Sanatorium in Orlando; 
served as medical superintendent of the Fairmount 
Hospital in Kalamazoo, Mich.; died in tire Veterans 
Administration Hospital Nov. 25, aged 65. 

Gunther, Theodore John ® Sheboygan, Wis.; Rush 
Medical College, Chicago, 1911; a member of the 
board of directors and past-president of the Sheboy¬ 
gan Savings and Loan Association; an examiner for 
draftees during World War II; formerly medical ex¬ 
aminer for the U. S. Compensation Commission; 
served on the staff of the St. Nicholas Hospital and as 
chief of staff of the Sheboygan Memorial Hospital, 
where he died Nov, 17, aged 69, of cerebral hemor¬ 
rhage. 
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Lazar, Nathan Kent * Chicago; University of Illinois 
College of Medicine, Chicago, 1927; assistant pro¬ 
fessor of ophthalmology at Northwestern University 
Medical School; specialist certified by the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology; fel¬ 
low of the American College of Surgeons; on the staff 
of the Passavant Memorial Hospital; died in the Mount 
Sinai Hospital, Miami Beach, Fla., Dec. 14, aged 58, 
of coronary occlusion. 

Ludlum, Seymour De Witt * Gladwyne, Pa.; Johns 
Hopkins University School of Medicine, Baltimore, 
1902; served as professor of psychiatry at the Uni¬ 
versity of Pennsylvania Graduate School of Medicine; 
member of the American Neurological Association, 
American Psychiatric Association, and the Association 
for Research in Nervous and Mental Diseases; served 
on the staff of the Philadelphia General Hospital in 
Philadelphia; medical director of the Gladwyne Col¬ 
ony; died Dec. 2, aged 79. 

Bonynge, Henry Arthur ® Gordonsville, Va.; Columbia 
' University College of Physicians and Surgeons, New 
York City, 1905; on the staff of the Paterson (N. J.) 
General Hospital; died Dec. 10, aged 73, of coronary 
thrombosis. 

Bowers, LeRoy John ® Albuquerque, N. Mex.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 1943; 
interned at the Presbyterian Hospital in Chicago, 
where he served a residency; formerly a resident at 
the West Suburban Hospital in Oak Park and the Cook 
County Hospital in Chicago; died in the Veterans 
Administration Hospital Nov. 19, aged 49, of arterio¬ 
sclerosis and myocardial fibrosis. 

Boynton, Charles Edward * Atlanta, Ga.; Columbia 
University College of Physicians and Surgeons, New 
— York City, 1896; specialist certified by the American 
Board of Pediatrics; member of the American Acad¬ 
emy of Pediatrics; fellow of the American College of 
Physicians; veteran of the Spanish-American War; 
served on the staffs of the Grady Memorial and Pied¬ 
mont hospitals and St. Joseph’s Infirmary; died Nov. 
22, aged 84. 

Brian, Charles Frederick ® Bellmont, Ill.; Barnes 
Medical College, St. Louis, 1905; died Nov. 25, aged 
80, of myocardial fibrosis and coronary occlusion. 

Burket, Clair William, Altoona, Pa.; George Washing¬ 
ton University School of Medicine, Washington, D. C., 
1907; an associate member of the American Medical 
Association; past-president of the Blair County Medi¬ 
cal Society; on the staff of the Mercy Hospital; died 
• ,„ n Nov. 21, aged 76. 

Cameron, Joseph Robert, St. Paul; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1905; veteran of the Span-' 
ish-American War; died Dec. 1, aged 78, of heart 
disease. 


Cardwell, Clarence ® Stella, Mo.; National University 
of Arts and Sciences Medical Department, St. Louis, 
1916; veteran of World War I; served on the school 
board; died in the Grand Valley Hospital, Pryor, Okla., 
Nov. 22, aged 64, of a perforated ulcer. 

Cheney, James Arthur, Seattle; St. Louis University 
School of Medicine, 1950; interned at St. John’s Hos¬ 
pital in St. Louis; formerly a resident at the Contra 
Costa County Hospital in Martinez, Calif.; at one time 
a medical officer in the U. S. Army Reserves; employed 
by the American University of Beirut, Lebanon, where 
he died Nov. 18, aged 36, of injuries received in a fall. 

Crane, Charles Frederick, Gardiner, N. Y.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1893; died Nov. 21, aged 86. 

Elliott, Clinton Andrew ® Chicago; Chicago Medical 
School, 1922; member of the American Academy of 
General Practice; on the staff of the Woodlawn Hos¬ 
pital; died in St. Luke’s Hospital Dec. 30, aged 64. 

Eppley, James Edward * Commander, U. S. Navy, 
retired, San Leandro, Calif.; Marquette University 
School of Medicine, Milwaukee, 1936; interned at St. 
Agnes Hospital in Fond du Lac, Wis.; entered the 
regular U. S. Navy in 1938; veteran of World War II; 
retired March 1,1955; died Nov. 29, aged 45, of carbon 
monoxide poisoning as the result of a fire started by 
his cigarette. 

Ernst, Helmuth Christian W. ® East Chicago, Ind.; 
Chicago College of Medicine and Surgery, 1917; 
served as secretary of the board of health of East Chi¬ 
cago; on the staff of St. Catherine’s Hospital; died 
Nov. 27, aged 64, of cerebral hemorrhage. 

Evans, Elijah John Edwin ® Branson, Mo.; University 
Medical College of Kansas City, Mo., 1908; died Dec. 
3, aged 76. 

Evans, Frank Nathaniel ® Springfield, Ill.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1911; veteran of World War I; died in the 
Memorial Hospital Dec. 4, aged 6S. 

Fitzgibbon, Clarence Cyril ® Merced, Calif.; Oakland 
(Calif.) College of Medicine and Surgery, 1912; past- 
president of the Merced County Medical Society; 
served as county health officer; past-president of the 
staff of the Merced County General Hospital; on the 
staff of the Mercy Hospital, where he died Nov. 16, 
aged 67, of cerebral vascular accident. 

Flanders, Walter Hubert ® Milford, N. H.; Boston 
University School of Medicine, 1899; member of the 
Massachusetts Medical Society; veteran of World 
War I; during World War II medical officer of Selec¬ 
tive Service; for many years school physician in Mel¬ 
rose, Mass.; served as a member of the city board of 
health; on the staff of the Melrose (Mass.) Hospital; 
died Dec. 5, aged 81. 

Fletcher, Paul Robert, St. Louis; Homeopathic Medi¬ 
cal College oF Missouri, St. Louis, 1897; retired sur¬ 
geon of the Union Electric Company; died in the In¬ 
carnate Word Hospital Dec. 3, aged 79, of heart 
disease. 
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Floyd, Harry Steely, Aitch, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1907; died in the J. C. 
Blair Memorial Hospital in Huntingdon Nov. 27, aged 
79, of peptic ulcer and secondary anemia. 

Fry, Melvin, Oklahoma City; Medical College of Ohio, 
Cincinnati, 1904; died Nov. 21, aged 78. 

Gebhard, Karl, Mount Vernon, N. Y.; Albany (N. Y.) 
Medical College, 1916; fellow of the American College 
of Surgeons; veteran of World War I; on the staff of the 
Mount Vernon Hospital; died in Winter Park, Fla., 
Dec. 9, aged 64, of cancer. 

Glenn, Sam G. ® Pacific Palisades, Calif.; University 
of Illinois College of Medicine, Chicago, 1948; in¬ 
terned at the Santa Monica Hospital, Santa Monica, 
where he was a member of the staff; died in Oxnard 
Dec. 3, aged 37, of pulmonary edema and cardiovas¬ 
cular failure. 

Grant, Shelley Clair ® Van Buren, Ark.; Gate City 
Medical College, Dallas, Texas, 1903; died Nov. 16, 
aged 78, of a heart attack. 

Hall, Reverdy Morriss ® Milwaukee; Harvard Medical 
School, Boston, 1909; member of tire American Acad¬ 
emy of Pediatrics; veteran of World War I; died in the 
Madison General Hospital, Madison, Nov. 25, aged 
73, of heart disease. 

Hand, Edward ® New York City; Cornell University 
Medical College, New York City, 1900; died Dec. 7, 
aged 78, of a heart attack. 

Hull, George Forrest, Durbin, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 
1905; served as mayor; died Dec. 3, aged 76. 

Lung, Bruce DeWitt ® Kokomo, Ind.; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1913; mem¬ 
ber of the American Academy of General Practice; 
past-president of the Howard County Medical Society; 
on the staff of St. Joseph Memorial Hospital; formerly 
county coroner; veteran of World War I; a charter 
member and past-president of the Kokomo Rotary 
Club; died Nov. 24, aged 68, of multiple myeloma. 

McCallum, Charles ® Mesquite, Texas; Memphis 
(Tenn.) Hospital Medical College, 1905; served as city 
councilman; died Nov. 22, aged 79. 

Mesker, George Henry ® Olivia, Minn.; University of 
Minnesota College of Medicine and Surgery, Minne¬ 
apolis, 1896; died Nov. 19, aged 83. 

Meyer, Raymond John ® Chicago; University of Illi¬ 
nois College of Medicine, Chicago, 1925; served over¬ 
seas during World War I; on the staffs of St. Bernard’s 
and St. George hospitals; died Dec. 23, aged 66, of 
coronary thrombosis. 

Monroe, Noel Gates, Barnstable, Mass.; Harvard Med¬ 
ical School, Boston, 1919; member of the Industrial 
Medical Association; veteran of World Wars I and II; 
retired medical director of the Boston Edison Com¬ 
pany; died Dec. 6, aged 66, of cancer. 

Moulton, Manning Cole ® Bangor, Maine; Medical 
School of Maine, Portland, 1918; veteran of World 
War I- served as a trustee of the Bangor Public Li¬ 


brary and on the city council and water board; on the 
consulting staff of the Eastern Maine General Hos¬ 
pital; died Dec. 5, aged 63, of coronary thrombosis. 

Neal, James Hal, Tulsa, Okla.; University of Arkansas 
School of Medicine, Little Rock, 1912; an associate 
member of the American Medical Association; veteran 
of World War I; for many years employed by the city- 
county health department and served as acting city 
health superintendent and city jail physician; on the 
staff of the Hillcrest Medical Center; died Nov. 29, 
aged 72, of coronary thrombosis. 

Sloan, William Wesley ® Lakewood, Colo.; University 
of Colorado School of Medicine, Denver, 1917; vet¬ 
eran of World War I; member of the American Acad¬ 
emy of General Practice; died in Denver Nov. 10, aged 
64, of acute coronary thrombosis. 

Steuber, William Frank ® Elmhurst, Ill.; Northwestern 
University Medical School, Chicago, 1942; member of 
the American Academy of General Practice; interned 
at St. Joseph Hospital, Chicago, where he served a 
residency; formerly a resident at the Veterans Admin¬ 
istration Hospital in Hines; veteran of World War If; 
on the staff of the Memorial Hospital of Du Page 
County; died Dec. 31, aged 53, of coronary thrombo¬ 
sis. 

Stone, Oral Henry ® Toledo, Ohio; Harvard Medical 
School, Boston, 1940; specialist certified by the Ameri¬ 
can Board of Obstetrics and Gynecology; veteran of 
World War II; fellow of the American College of Sur¬ 
geons; on the staffs of the Toledo, Mercy, Flower, and 
Maumee Valley hospitals; died in the Cleveland Clinic 
Hospital Nov. 18, aged 44, of subacute glomerulone¬ 
phritis. 

Swallow, Frank Washington ® Philadelphia; Jefferson 
Medical College of Philadelphia, 1906; died in the 
Episcopal Hospital Nov. 28, aged 73, of a heart attack. 

Swift, Addison Knox, Wake Forest, N. C.; Louisville 
(Ky.) Medical College, 1895; formerly practiced in 
Woodbine, Ga., where he was mayor, president of the 
school board, and county commissioner; died Dec. 3, 
aged 84. 

Thomson, William Lyon ® San Francisco; Stanford 
University School of Medicine, San Francisco, 1927; 
member of the American Society of Anesthesiologists; 
veteran of World War I; on the staff of St. Luke’s 
Hospital, where he died Dec. 3, aged 57, of coronary 
occlusion. 

Vopata, William John ® Chicago; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; examining physician 
for the Illinois State Boxing Commission; on the staff 
of St. Anthony de Padua Hospital, where he died Dec. 
11, aged 76, of cerebral hemorrhage. 

Wall, William Jocelyn, Davison, Mich.; Saginaw 
(Mich.) Valley Medical College, 1902; served on the 
staffs of the Hurley and St. Joseph hospitals in Flint; 
died Nov. 20, aged 88, of coronary occlusion. 



Vol. 1G3, No, 9 


761 


FOREIGN LETTERS 


AUSTRIA 

Changes in the Ccrvicnl Epithelium.—At the meeting 
of the Austrian Society of Gynecology and Obstetrics 
in November, C. Kaufmann stated that atypical epi¬ 
thelium suggestive of carcinoma in situ was found in 
cervical biopsy specimens in 3% of an unselected scries 
of pregnant women with an average age of 28 years. 
The line of demarcation between the columnar and 
the squamous epithelium represents a fixed point in 
the cervix. This is often shifted toward the periphery. 
The ectropion of pregnancy is a particularly impressive 
example of this. The fixed point can also be shifted 
into the cervical canal. This occurs to a marked degree 
in the menopause. These observations are of great 
importance in diagnosis, since atypical epithelium is 
found often in this fixed point. 


BRAZIL 


Allergic Appendicitis.—In the Central Hospital of 
Santa Casa of Sao Paulo, where every surgical speci¬ 
men is examined, of 4,625 removed appendixes, 3,193, 
or 69%, were histologically normal, according to the 
report by Dr. Walter Maffei in a meeting of the Inter¬ 
national College of Surgeons. Of these specimens, 
2,365, or 70%, were from women. Histological exami¬ 
nation of many of the specimens from women showed 
evidence of paralytic vasodilatation due to estrogenic 
action at the time of ovulation. In either sex these 
manifestations may be caused by nutritional disturb¬ 
ances or worms. In this series, acute appendicitis was 
present in only 179 cases, or 3.8%. Appendicitis com¬ 
monly starts in the distal third of the organ in a crypt 
of the mucosa with a lesion that generally heals with 
restitution of the mucosa but not of the muscularis 
mucosae. This is the normergic reaction, clinically 
asymptomatic and, therefore, not recognized by the 
physician. Other patients have acute symptoms, and 
the anatomic examination shows destruction of the 
whole mucosa and other layers invaded by the exudate. 
This is ulcerous phlegmonous appendicitis, represent¬ 
ing the hyperergic form, which tends to heal, thus 
giving rise to the so-called obliterating chronic appen¬ 
dicitis (10% in this series). As the appendix is sensitized 
by this lesion, it begins to react to the allergens formed 
in the body and cause the characteristic signs of 
chronic appendicitis. 

In other patients a purulent peritonitis develops and 
causes death. This is the result of anergy. In rarer 
cases the process extends to the liver through the por- 
a vein, causing a pylephlebitic abscess. One type of 
appendicopathy is characterized histologically by a 
co ection of eosinophils in the muscular and submu- 
c ? sa ' erS an< ^ ^ m hed to part of the circumference 
T u;" rgan ' * s ca ^ e d eosinophilic appendicitis. 
n 48, Hegemann ascribed this condition to an 


j? tlles " leU , ers are contributed by regular 
spondents m the various foreign countries. 


allergic process, and since then it has been called 
allergic appendicitis. It is related to worms or food 
allergy. In some cases the central area of the lesion 
consists of fibrinoid necrosis similar in appearance to 
an actinomycotic lesion and is surrounded by a histio¬ 
cytic reaction and eosinophils; in other cases a true 
epithelioid granuloma is seen. There were 702 such 
cases (15%), in none of which were there any intestinal 
worms. On the other hand, in 102 of those that were 
histologically normal the appendix contained parasite 
ova or even the worm itself. 

Allergic appendicitis manifests itself among young 
people, and it may present both acute and chronic 
aspects, corresponding, respectively, to the diffuse and 
granulomatous forms. Thus, from the pathological 
standpoint the clinical syndrome of appendicitis may 
correspond to the most variable process, depending on 
the allergic state of the patient. Therefore, the appen¬ 
dicular syndrome as well as the histological findings 
are always allergic in nature. Allergic appendicitis is 
caused by a distant process, such as tonsillitis, dental 
infection, food allergy from nondenatured proteins, 
and intestinal worms; it generally occurs in persons 
with personal or familial allergic antecedents. Its clini¬ 
cal diagnosis is not difficult. Commonly it offers no 
danger, and, if an operation is required, it is important 
to desensitize the patient. 


COLOMBIA 


Cholecystocholangiography.—Dr. Gonzalo Esguerra- 
Gomez (Revista del Hospital de San Juan de Dios, 
vol. 4, no. 15,1956) has proposed the term cholecysto¬ 
cholangiography for routine radiologic examination of 
the gallbladder and bile ducts combining the oral 
(iopanoic acid) and intravenous (iodipamide sodium) 
methods in one session. In his paper, the author sum¬ 
marized his experience with the procedure in 1,400 
patients, in all of whom, except those who had had a 
cholecystectomy, examination was begun with iopan¬ 
oic acid. Patients in whom shadows of the dye were 
not seen were immediately given an injection of iodip¬ 
amide sodium. The combined method has made it 


possible to reach a diagnosis in 98% of the patients. 
With the use of iopanoic acid alone, diagnosis was 
possible in 90%, and with the use of iodipamide so¬ 
dium alone, in 96%. In 4.2% of those whose gallbladder 
was visualized, congenital abnormalities of the biliary 
tract were demonstrated. Of these, 1.9% were of the 
type in which the cystic duct after passing behind the 
hepatic duct opened on its left border. The presence 
of long cystic ducts should suggest this anomaly, 
which is present in about 8% of all persons. Unfortu¬ 
nately, to be able to make a radiologic diagnosis, it is 
necessary to visualize the trunk of the hepatic duct- 
this is possible in only 20% of patients. The recognition 
of the anomaly in question is important preoperatively 
as in these patients the surgeon should not leave a 
cyshc duct stub, which is, in many cases, a cause of 
postoperative discomfort. The author emphasized the 
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fact that a gallbladder and bile ducts that are radio- 
logically normal are not likely to be a cause of 
symptoms. 

FRANCE 

Diphtheria Epidemic.—In the Revue d’hygiene et cle 
medicine sociale for August, Leroy and Richier-Che- 
VTel report their observations on the diphtheria epi¬ 
demic that lasted from September, 1953, to March, 
1954. In their series of 137 patients, the classic false 
membrane was observed in only 73. In 11 patients, 
nephritis and myocarditis developed; 8 of these pa¬ 
tients died. There were no other deaths. Four patients 
had the paralytic form of diphtheria, three the toxic 
form, seven the laryngitic form, and three the cu¬ 
taneous form. The patients were given plasma, peni¬ 
cillin, corticotropin, and streptomycin. One hundred 
twelve of the patients had not been immunized against 
diphtheria, and about 25 had had incomplete immuni¬ 
zation. There were no deaths among those who had 
been immunized. 

Tuberculosis in Children.—In the Revue de la tuber¬ 
culosa for May, 1956, G. Rocher and co-workers state 
that of 222 children (belonging to 198 families) treated 
the source of infection was determined in 30% of the 
cases. Parents were directly implicated in 15%. Of 202 
children whose 94 fathers or mothers were hospitalized 
for tuberculosis, the rate of transmission was 50%. The 
rate was only 34% when the tuberculous parent had 
been isolated and treated within less than one month 
after the diagnosis was made, but it was 61% if the 
tuberculous parent remained for a longer time with 
the family. The father was the source of infection three 
times as often as was the mother. This agrees with the 
difference in morbidity for the two sexes in France. 
This increased morbidity in men is directly linked to 
the consumption of alcohol. 

Cultivation of Smallpox Virus.—Until recently small¬ 
pox virus could be grown only in chick embryos and 
in monkeys. At a meeting of the Academy of Science, 
Boue and Baltazard presented a technique whereby 
the virus may be grown on tissue cultures. For this 
purpose they used the hearts and kidneys of newborn 
rabbits, the hearts of mature rabbits, and the skin and 
kidneys of human embryos of two to four months ges¬ 
tation.' 

Allergy to Water Fleas.—In Semaine des hospitaux de 
Paris for Oct. 26, I. Charpin draws attention to the 
danger to which a person exposes himself when using 
fish food containing dried water fleas (Daphnia pule*). 
The author observed 11 patients with allergic dis¬ 
orders, 8 of whom had asthma attributable to a 
sensitivity to water fleas. 

INDIA 

Central Council of Health.-In inaugurating the fifth 
meeting of the Central Council of Health, the Union 
Health Minister said that the state governments 
should make full use of the assistance offered to them 
in connection with the health plans in the Five Year 
Plan It is necessarv to plan well in advance m order 


to coordinate the work of the various departments in 
the states, which are responsible for the execution of 
these schemes. It is equally necessary to maintain a 
close liaison with the Union Ministry of Health. She 
further added that the country should intensify its 
training program to cover the shortage of trained 
nurses. The National Malaria Control Program has 
progressed satisfactorily, and 38 additional units will 
be allotted to various states, thereby bringing the 
total to the full complement of 200 units envisaged 
under the program. The filariasis control program has 
also shown satisfactory progress. By making the peo¬ 
ple more conscious of family planning (although the 
progress as measured by the number of clinics opened 
during the First Plan was not impressive) and by mak¬ 
ing them more conscious of the need for it, the 
ground has now been prepared to embark on a coun¬ 
trywide program. 

The council recommended that the state govern¬ 
ments introduce compulsory revaccination against 
smallpox in children at the time of admission to school. 
It also urged that more centers for research in the 
indigenous systems of medicine be opened. Suitable 
provision should be made for the prohibition of pollu¬ 
tion of sources of water. The malaria control program 
should be converted into an eradication program as 
soon as possible. Dissatisfaction was expressed at the 
limited progress achieved in implementing the recom¬ 
mendations made by the nursing committee. It was 
recommended that state governments should consider 
appointments of family planning boards similar to the 
one recently established by the government and that 
a family planning officer should be appointed in each 
state. 

Phenylbutazone.—According to M. N. Bhattacharya 
(Indian Practitioner 9:10, 1956), phenylbutazone is a 
powerful analgesic drug that is useful in relieving 
pain in many painful conditions. Its mode of action 
is not known. A formidable array of toxic symptoms, 
some of which may be fatal, has been reported fol¬ 
lowing oral administration of the drug. The cause of 
this toxic effect is not known. It is, therefore, doubtful 
if this drug, which is not curative but has only a pallia¬ 
tive and temporary analgesic effect, should replace 
other less toxic but equally effective analgesics. 

Evaluation of Quinazolones.—According to M. L- 
Gujral and co-workers (Bid. J. M. Sc. 10:11, 1956), 
compounds QZ-2 (2-methyl-3-o-tolyl-4-quinazolone) 
and QZ-4 (2-ethyl-3-phenyl-4-quinazolone) are color¬ 
less, odorless, nonirritant, bitter, stable crystals that 
depress activity of the central nervous system in white 
albino rats. Sedation, hypnosis, narcosis, and death 
from respiratory failure have been produced by giving 
increasing doses. Using diallyl barbituric acid as the 
standard of reference, the drugs were given clinical 
trials on medical and surgical patients for their hypnot¬ 
ic potency and on healthy volunteers for sedative 
effects on mental state, respiration, pulse rate, and 
blood pressure. Both compounds were found to 
possess a significant hypnotic activity. The hypnosis 
produced by 100 mg. of diallyl barbituric acid appears 
to be of lesser duration than that produced by 120 mg. 
of QZ-2 and of greater duration than that produced 
by 180 mg. of QZ-4. Neither compound, when given 
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in therapeutic closes, produces specific effects on the 
blood pressure, pulse rate, or respiration of normal 
persons. 

Tropical Eosinophilin.-The possible parasitic role in 
the causation of tropical eosinophilia has been studied 
by II. N. Chaudhari and co-workers ( Bull. Calcutta 
School Trap. Med. 4:4, 1956), who tried piperazine 
derivatives, which possess a wide range of anthelmin¬ 
tic action, in the treatment of patients with this condi¬ 
tion. The\' treated 28 patients with tropical eosinophilia 
with diethylcarbamazine citrate. A complete blood 
cell count was made on admission. The average eosino¬ 
phil count in the series was 16,634 per cubic millimeter. 
Before the treatment was started, roentgenograms of 
the chest were made in all patients. The eosinophil 
count was repeated after a week of treatment, con¬ 
sisting of four 50-mg. tablets given every six hours 
for seven days. Proportionately smaller doses were 
given to children. The total eosinophil count came to 
below 2,000 per cubic millimeter within three weeks 
of completion of the course of treatment in 12 patients 
and within six weeks in 8 patients. Sixteen patients 
were relieved of their pulmonary symptoms and dis¬ 
charged as cured. Radiologic mottlings in the lung 
fields, if present, also tended to regress with improve¬ 
ment in the eosinophil count. The results were in¬ 
determinate in five patients and in two the response 
was too slow to be attributable to the drug. One boy 
could not be given the full dosage because of intoler¬ 
ance to the drug. The drug seems to be of value in the 
treatment of patients with this condition, the response 
being striking in most patients. 


Medical Research—In his inaugural address in No¬ 
vember at the annual meeting of the Scientific Ad¬ 
visory Board and the Advisory Committees of the 
Indian Council of Medical Research, Shri Pillay, Sec¬ 
retary of the Ministry' of Health, said that the chief 
problems to be faced were environmental sanitation, 
provision of an adequate drug supply, nutrition, and 
the limitation of population growth. As regards com¬ 
municable diseases, practical gains were evident in the 
fields of plague, cholera, malaria, filariasis, and lep¬ 
rosy control. Two projects in the field of antituberculo¬ 
sis work are included in the second Five Year Plan. 
One of these is a survey of tuberculosis in different 
parts of the country, and the other one is a controlled 
clinical trial with chemotherapeutic and antibiotic 
agents in the home treatment of tuberculous patients. 
A study of the epidemiology and control of trachoma 
was also initiated. To date, 86 fellowships have been 
awarded with the aid of the Rockefeller Foundation. 


Viral Hepatitis.—K. N. Gour in Licentiate for Octobe 
1956, reported a series of 24 patients with viral hep 
titis. He found that tetracycline is superior to sc 
mnamides or penicillin in treating this disease. In th 
series, 13 patients were treated with tetracycline. The 
temperature rapidly came down to normal, and the 
gastrointestinal symptoms were relieved. The icter 
index fell rapidly, and except in one patient it showc 
no tendency to rise again. The duration of illness wi 
reduced, two or three weeks being the average dur 
turn m those treated with tetracycline. Six patien 
treated with lipotropic factors took three to five wee' 


for recovery, and in practically all of them there was 
an increase in the icteric index and the symptoms a 
few days after starting the treatment. Five untreated 
control patients took three or four weeks for recovery, 
and periods of exacerbation were frequent. Methionine 
was of little value in the treatment of this disease. 
It neither shortened the duration of the disease nor 
lessened its severity. Corticotropin was also of no 
value. Tetracycline was more effective in the early 
stages of the disease, that is, in the stage of viremia 
and before hepatic damage had progressed. It may 
have some antiviral properties, or it may merely act 
on the superimposed secondary bacterial infection in 
the upper gastrointestinal tract. 

Medical Licentiates’ Association.—Inaugurating the 
40th session of the All-India Medical Licentiates’ 
Association, the president appealed to physicians to 
be willing to settle in villages where there is less 
competition and life is generally easier and healthier. 
He said that it was a pity that most physicians were 
concentrated in towns. This has resulted in depriving 
the villages of adequate medical care. The govern¬ 
ment is anxious to distribute physicians more evenly 
over urban and rural areas, and it has devised plans 
for subsidizing village dispensaries. 


SWEDEN 

Routine Health Examinations.—In the fall of 1954, the 
public health authorities introduced free medical 
checkups. This plan was to be limited at first to a 
comparatively small group of adults, so that experience 
might be gained before a more ambitious, nationwide 
system of medical checkups was attempted. The most 
disillusioning discovery was the refusal of about 33% 
of the persons approached to avail themselves of a 
free and thorough medical examination. Another dis¬ 
appointing finding was that among the 2,500 persons 
examined only 479 could be regarded as perfectly 
healthy; 227 were found to be seriously ill, although 
they had considered themselves fit. Among these 227 
were 57 who had to be sent to the hospital at once. 
As this experiment has shown that a large proportion 
of the community' is not appreciative of the value of a 
periodic medical checkup, the prospect of a nationwide 
offer of free medical examinations is not very' promis¬ 
ing. As such a checkup must be on a voluntary' basis, 
the community is evidently in need of educational 
propaganda on the subject if such a project is to be 
successful. 


UNITED KINGDOM 

Wellcome Foundation Historical Medical Library.- 
This library, which has been described as the largest 
and finest repository of medical history in the world 
includes among its archives over 100,000 autographed 
documents. A selection of these is now on exhibit 
They include a letter from Dr. James A. Gilman with 
whom Samuel Taylor Coleridge lived at Hieheate 
from 1816 until his death in 1935, that gives a descrip¬ 
tion of the postmortem findings in Coleridge- “The 
left side of the chest was nearly occupied bv the heart 
which was immensely enlarged, and the sides of which 
were so thin as not to be able to sustain its weight 
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when raised. The light side of the chest was filled with 
a fluid enclosed in a membrane having the appearance 
of a cyst, amounting in quantity to upwards of three 
quarts.” Another interesting exhibit is a letter from 
George Bernard Shaw that includes the following 
statements: “A cure for gastritis (and for most other 
ailments) is not to take a doctor’s advice. If you tell 
your stomach that it must behave itself, and show it 
that you really mean it, it will.” Other exhibits include 
letters from Charles II, Alexander Pope, Samuel John¬ 
son, and General Gordon of Sudan fame. 

Ankylosing Spondylitis.—Abbott and Lea (Lancet 
2:1317, 1956) investigated the records of two series of 
patients with ankylosing spondylitis, one treated by 
radiotherapy and the other by other methods. A list 
was made of all patients to whom a pension had been 
granted for disability from one of the following con¬ 
ditions: ankylosing spondylitis, spondylitis deformans, 
spondylitis ankylopoietica, spondylarthrosis ankylo- 
poietica, sacroiliac disease, and arthritis of the spine 
and sacroiliac joints. The series was not entirely free 
from selection; the patients were all young men of 
military age and were physically fit apart from the 
spondylitis. The expected deaths from leukemia, based 
on the general distribution of the disease, were cal¬ 
culated and compared with those in the two groups. 
In 399 men treated by methods other than roentgen 
irradiation, a death rate of 0.17 was expected. Since 
there were no deaths, there was a remarkably good 
agreement between expectation and observation. In 
the 1,627 men treated by irradiation, a death rate of 
0.33 was expected. There were seven deaths in this 
group. There was, therefore, a gross excess of deaths 
from leukemia in the patients treated by radiotherapy. 
The odds against this excess of deaths from leukemia 
being due to chance were greater than 1,000,000 to 1. 
The results indicate that leukemia is associated with 
(1) ankylosing spondylitis, (2) irradiation, or (3) anky¬ 
losing spondylitis treated by irradiation. The hypoth¬ 
esis that ankylosing spondylitis is a factor in the 
production of leukemia cannot be excluded until a 
larger series is available for comparison. 

Toxicity of Methylpentynol.—Methylpentynol, which 
until recently was obtainable in Great Britain without 
a prescription, has been widely used as a hypnotic 
and sedative. Marley and Chambers have shown that 
it is not so safe as was supposed and have described 
eight cases of severe intoxication due to it ( Brit. M. /. 
2:1467, 1956). The patients were all given small quan¬ 
tities of the drug. The clinical findings resembled 
those of alcoholic intoxication. A fairly characteristic 
appearance was that of loss of tone in the facial 
muscles, with unilateral or bilateral ptosis. Other 
abnormalities included dilated pupils that reacted 
sluggishly to all stimuli, sustained rhythmical nystag¬ 
mus to conjugate lateral gaze, diminished corneal re¬ 
flexes, suffused conjunctivas, diplopia, dysarthria, and 
fine tremor of the protruded tongue. When present, 
ataxia was of either the cerebellar or the posterior col¬ 
umnar variety, or a mixture of the two. Consequently, 
muscle tone was usually decreased. Paraphrasia or 
nominal dysphasia was also frequently observed. The 
spectrum of mood deviations ranged from elation to de¬ 
pression, a preexisting depressed mood being so mtens- 
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ified that'the patient expresses suicidal ideas. These 
changes were reversible. Disorientation amounting to 
confusion, visual hallucinations, and occasional abnor¬ 
malities of ego function were also observed. Such ab¬ 
normalities of ego function included mild depersonali¬ 
zation and derealization, ddja vu phenomena, time 
distortion, and body-image disturbances. Withdrawa 
symptoms occurred in one patient. Side-effects were 
observed in another 30 patients receiving methylpenty- 
nol, but these were confined to minor alterations in the 
mental state. Many of the patients were seen in r 
mental hospital. 

Intra-arterial Oxygen for Peripheral Vascular Disease 
—Following the observation that small quantities ol 
oxygen and various other gases injected into the 
brachial artery of normal subjects produce markec 
dilatation of the vessels, Marshall and Whelan have 
treated peripheral vascular disease of the upper anc 
lower limbs by the intra-arterial injection of oxyger 
(Brit. M. }. 2:1448, 1956). They have compared the 
results obtained with those that follow the intra 
arterial injection of tolazoline hydrochloride, hydrala 
zine hydrochloride, and phenyl-iso-butyl-n-p-hydroxy 
ephedrine (Dilatal). A continuous intra-arterial infu 
sion of 0.9% saline solution was maintained from £ 
mechanically driven syringe, and gaseous oxygen wa< 
added slowly to the stream of saline solution througl 
a side arm in the connecting tubing; 10 ml. of oxyger 
administered over 10 to 15 minutes was given in tin 
upper and 30 ml. in the lower limb. Variations in blood 
flow before and after treatment were determined by 
the technique of venous occlusion plethysmography 
Eighteen patients with Kaynaud’s disease, intermittenl 
claudication, and ischemic necrosis of the feet were 
treated. The increase in blood flow after oxygen in¬ 
jections lasted 24 to 60 hours; this was far in excess ol 
that produced by any of the three drugs used. They 
acted for only two to five hours. Provided precautions 
are taken to avoid air embolism, the intra-arterial in¬ 
jection of small amounts of oxygen is considered safe. 
It is possible, however, that in patients with degen¬ 
erative arterial disease such injections may cause local 
damage to the vessel wall or may dislodge material 
from atheromatous plaques. The method should not 
be used in patients with a very low resting blood flow 
or in those with recent occlusion of a major vessel. In 
the latter case, injected oxygen might be sufficient to 
occlude entirely the few patent vessels remaining, 
with a muscle infarction resulting. 

Shortage of Radiography Technicians.—There is a 
shortage of radiographers even in teaching hospitals, 
where improved conditions and status are failing to 
attract recruits. The greatest shortage seems to be in 
mass radiography units and chest clinics. When some 
of the senior positions are advertised, there are some¬ 
times no applicants at all. Some mass radiography 
units have never had their full complement of radi¬ 
ographers and have been relying on unqualified 
personnel. The outlook is grave, because insufficient 
numbers are being trained. In addition, darkroom tech¬ 
nicians are scarce. In 1949, there were 1,994 full-time 
trained radiographers in the National Health Service 
and 880 in training. By 1955, in spite of the increased 
work in radiologic investigations and treatments, there 
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were 3,077 radiographers but only 684 trainees. The 
shortage is attributed mainly to the low salaries paid, 
hut, in addition to this, parents are reluctant to let 
their children enter an occupation that they do not 
consider safe. Much prominence has been given in the 
press recently to the hazards of exposure to radiation 
by patients undergoing diagnostic and therapeutic ex¬ 
posure to roentgen rays. Actually the risks under mod¬ 
ern standards of protection are negligible. The finan¬ 
cial prospects in the field are poor. The beginning 
salary for the recently qualified radiographer is $1,176 
per year; after five years a radiographer, who may then 
be married, may still be earning only $1,358. Many of 
the women leave the field to marry, and a number of 
the men leave to go into industry or to go abroad. 
Under the new scale the top salary for a superintend¬ 
ent radiographer is $2,100. This is low in comparison 
with that of a chief laboratory technician, who gets 
$2,870. Training must be paid for, and on completion 
the salary does not compare well with that of the cler¬ 
ical staff in the National Health Service. 

It is indeed an anomaly that the salary of the driver 
of a mobile mass-radiography unit may be more than 
that of tlie unit radiographer. Radiographers are also 
at a disadvantage in that they cannot supplement their 
income by overtime or outside work. Their hours of 
work are limited by the recommendations of the Brit¬ 
ish X-ray and Radium Protection Committee. Only 
emergency calls or stand-by duties are permitted. If 
the field of radiography fails to attract new entrants, 
there will ultimately be a breakdown in the hospital 
radiology service. In at least four London hospitals 
the radiology departments are so understaffed that 
the waiting lists of patients are growing every day. It 
still takes several weeks in some hospitals for a ra¬ 
diologic study to be done, unless it is an emergency. 

Nursing Careers.—'The shortage of nurses is due as 
much to the qualified nurse giving up her career as to 
the shortage of recruits. To discover the reason why 
nurses abandon their profession, the Dan Mason Nurs¬ 
ing Research Committee sent a questionnaire to 1,200 
nurses who had been qualified two to two and one- 
half years. There were 987 replies, 866 from women 
and 121 from men. Of the women, 44% were still nurs¬ 
ing in hospitals; 16% were either practicing midwifery 
or in training for it; 11% were nursing in public health, 
private duty, or the armed services; 4% had gone over¬ 
seas; and 24% had left the profession. Of those who 
had left the profession, 20% had done so because of 
marriage and 2% for other occupations. As this was 
Ac situation two to two and one-half years after quali¬ 
fication, further losses might be expected in the next 
few years. Although 20% of the women gave marriage 
as the reason for giving up their work, a third of the 
total number of female nurses were, in fact, already 
married and 10% were engaged. The figure of 4% 
- 'vho had gone overseas may not appear to be large, 
ut a further 13% were planning to go abroad, making 
fie loss in the near future 17%. It would also be ex¬ 
pected that many who did not reply did not do so 
ecause they were abroad. It was subsequently ascer- 
ained that 5% had, in fact, emigrated. This brings 
e f°f a l of emigrant or prospective emigrant female 
nurses to over 20%, making a total loss at present and 
m the near future of over 40%. 


The figures for male nurses, who form a much 
smaller group, are different in that on marriage they 
do not leave work; 82% were still working in hospitals, 
and, of these, 46% were in mental hospitals looking 
after male patients, 7% were in other branches of the 
nursing service, and 3% were nursing overseas. Many 
of the grounds for dissatisfaction given by the male 
and female nurses were those mentioned in the Lancet 
Commission on Nursing in 1932, namely, long and of¬ 
ten inconvenient hours of duty, insufficient notice of 
off-duty time and leave, too much menial work that 
could be done by domestics, lectures on the morning 
after night duty, outmoded and unnecessary discipline 
wielded by head nurses, and petty restrictions. As ex¬ 
amples of the last-mentioned, make-up when on duty 
has only recently been allowed and in some hospitals 
nurses living in the hospital must be in by 10 p. m., 
even when off duty. With regard to pay, the men were 
more dissatisfied than the women; 63% of the men 
and only 23% of the women gave insufficient pay as 
the cause of dissatisfaction. This was probably due to 
the poor chances of promotion of the men and to 
their increased financial responsibilities on marriage. 
Most nurses found the work satisfying, and 86% of the 
women and 51% of the men recommended it as a pro¬ 
fession. 

Accidents in the Hospitals.—In a group of hospitals in 
northwest London with 1,450 beds there were 653 
accidents to patients in the last two years, during 
which time 35,375 patients were admitted. Of the 653 
accidents, 350, or more than half, happened at the bed¬ 
side, through the patient either falling out of bed or 
falling while getting out of bed; 71 patients fell off 
chairs or off toilet seats; and 191 of the accidents were 
due to patients slipping. Other accidents were due to 
falling off wheeled litters, burning by hot water 
bottles, scalding by spilled hot tea, and, in one case, 
attempted suicide. Detectable injury occurred in 308 
patients and included fractured limbs in 9, scalp lac¬ 
erations in 33, and burns and scalds in 8. Many of 
these accidents were preventable, e. g., slipping could 
be minimized by washing and not polishing floors and 
falling out of bed could be prevented by having beds 
nearer the ground and by fitting them with guard rails 
for senile and mentally confused patients. In wards for 
the elderly and infirm, haircord carpets should replace 
linoleum or waxed floors. 

Unexpected Death in Infants.—The pathologist is con¬ 
stantly faced with the almost impossible task of at¬ 
tempting to explain apparently extremely sudden 
deaths in young children and infants. In a study of 50 
young children who died suddenly and unexpectedly, 
Emery and Crowley noted that the histories obtained 
did not always fit the postmortem findings (Brit. M. ]. 
2:1518, 1956). In fact, in only 5 of the 50 cases was 
the history obtained by the coroner substantially con¬ 
sistent with the history obtained after the child’s burial. 
In 33, the history obtained was wrong enough to affect 
the diagnosis. Follow-up histories showed that all the 
infants had shown some abnormality before death and 
that most had had symptoms of over two days’ dura¬ 
tion. The authors emphasize that, in arriving at the 
cause of death in these cases, the history is often cru¬ 
cial in making a correct diagnosis. They suggest that 
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the probable reason for the inaccurate histories ob¬ 
tained is the effect on the mother of the mental dis¬ 
turbance and psychic trauma caused by the infant’s 
unexpected death, together with the fear produced by 
the police and the coroner’s investigation. The impres¬ 
sion gained was that often the parents did not fully 
understand what they said to the coroner’s officer. 
There was no intention to mislead, but the mental 
disturbance and the police investigation may affect the 
sanest of parents. 

The authors believe that the most efficient and hu¬ 
mane procedure in investigating the cause of sudden 
death in young children would be to take it out of 
the hands of the police. The general practitioner 
should obtain consent for an autopsy. He should also 
notify die coroner. Then a careful history could be 
obtained by the hospital pediatrician or pathologist. 
This would be more likely to elicit a good history 
than does questioning by the police or the coroner. 

Adenoviruses and Acute Respiratory Infections.—Tyr¬ 
rell and co-workers have investigated the association 
between adenovirus infection and acute respiratory 
tract disease (Lancet 2:1326,1956). Serums were col¬ 
lected over long periods from soldiers and civilians, 
including boys at boarding schools who were suffering 
from febrile respiratory disease. All were tested sero¬ 
logically by complement-fixation tests for influenza A, 
B, and C viruses and adenovirus. A positive result was 
recorded when serum collected 10 or more days after 
that collected at the onset of illness showed a fourfold 
or greater rise in antibody titer. Of 303 pairs of serums 
tested, 42 (14%) were positive for adenovirus. These 
were mainly from patients who were in small epi¬ 
demics. Common symptoms were malaise, nausea, 
vomiting, slight pyrexia, sore throat, a cough, en¬ 
larged or inflamed tonsils (sometimes with small 
patches of yellow exudate), and hoarseness. Usually 
there was a rapid return to health in four or five days 
after rest in bed and symptomatic treatment. 

These results confirm the observations of American 
investigators that adenovirus infection occurs in asso¬ 
ciation with febrile respiratory illness in a small pro¬ 
portion of cases. In a certain number .of cases gastro¬ 
intestinal symptoms—nausea, vomiting, and diarrhea 
—were also present. The authors have also recovered 
the virus from surgically removed adenoid tissue. Pa¬ 
tients with epidemic and sporadic respiratory disease 
whose symptoms were clinically identical with those 
associated with adenovirus infections but in whom 
there was no evidence of infection with adenoviruses 
or other agents were seen. As in other virus infections, 
variations in the state of the host, the mode of infec¬ 
tion, and the virulence of the organism may lead to a 
variety of clinical results; hence, no one clinical 
syndrome is associated exclusively with one serotype 
of the virus. 

Disciplinary Proceedings in Hospitals.—The Ministry 
of Health has issued a revised memorandum (H. M. [56] 
98) on the procedure for dealing with disciplinary cases 
affecting all grades of medical staff members employed 
in the National Health Sendee. In the case of senior 
personnel, the memorandum states that no decision on 
disciplinary action should be taken without affording 


the offender an opportunity of being heard. Guidance 
is given to hospital authorities on cases involving pro¬ 
fessional behavior or competence, as distinct from 
personal conduct, of any physician or dentist on their 
staff. The Ministry suggests that a small investigating 
committee should be set up to investigate complaints 
likely to give rise to disciplinary action. The function 
of the committee would be to ascertain the facts, to 
decide whether the physician was at fault, and to re¬ 
port to the hospital authority. It would not concern 
itself with any disciplinary action that might be taken. 
The memorandum suggests that any investigating com¬ 
mittee should be predominantly, but not exclusively, 
professional and should include one or two profes¬ 
sional members of high standing not attached to the 
hospital or connected with the case. For the first time 
the accused physician will be allowed legal represen¬ 
tation. 

Accidents in the Home.—Of the 18,000 accidental 
deaths occurring in Great Britain annually, about half 
occur in the home. Major Gen. B. K. Young of the 
Royal Society for the Prevention of Accidents stated 
that more people are killed in the home in Great Brit¬ 
ain than on the roads but that far more publicity is 
given to road accidents. The chief victims are children 
under 5 years of age (11%) and elderly people over 65 
years of age (70%). Most fatal injuries are due to falls 
(61%), accidental poisoning (14)%, burns and scalds 
((11%), and suffocation (10%). The increase in the num¬ 
ber of fatal accidents in recent years is attributed to 
the increased number of old and infirm persons; the 
increased use of gadgets, many of which are poten¬ 
tially dangerous; and the lack of supervision of young 
children in families in which the mother goes to work. 
On the other hand, accidents in transport and industry 
have fallen remarkably in tire last 20 years. It is hoped 
that accidents in the home may be prevented by a sur¬ 
vey to examine in detail their causes and by careful 
propaganda and education. About 80 local home-safety 
committees have been formed, and the Home Office 
has set up a standing interdepartmental committee to 
deal with the problem. 

Health of School Children.—Children are reaching 
adult stature at an earlier age than they did formerly, 
and more of them suffer from overnutrition than from 
undernutrition (“The Health of the School Child,” 
Report of the Chief Medical Officer of Health, Min¬ 
istry of Education, Her Majesty’s Stationery Office, 
1956). The average weight of the school child has con¬ 
tinued to increase, and only 1.46% were considered to 
be in poor physical condition, compared with 2.55% 
in the previous year’s report. A sample of 21,000 Lon¬ 
don children weighed and measured in 1955 showed 
that in comparison with children examined six years 
ago there was an increase of 0.59 in. (1.49 cm.) in 
height and 3.3 lb. (1,496.84 gm.) in weight among the 
boys and 0.39 in. (0.99 cm.) and 2 lb. (907.18 gm.) 
among the girls. In Liverpool, children between 8 and 
12 years of age who were considered to be in poor 
physical condition were actually heavier than those in 
good physical condition 20 years ago. There has, how¬ 
ever, been no increase in adult stature; children simply 
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attain this at an earlier age than formerly. Undcmutri- 
tion is no longer the problem that it was a generation 
ago. The number of grossly overweight children is 
increasing, although the number is small. Most of these 
are cases of simple obesity due to an appetite out of 
proportion with bodily needs. Such cases are begin¬ 
ning to worry school medical officers as much as do 
undernourished children. In spile of adequate nutrition 
and good family care, it is disturbing to read that 
250,000 have vermin-infested hair. 

Child mortality is continuing to decline. During 
the year covered by the report, there were 2,753 deaths 
of children between the ages of 5 and 14 years, com¬ 
pared with 9,047 in 193S. There has been a most spec¬ 
tacular decline in mortality from some diseases that 
at one time caused many deaths, such as diphtheria 
and tuberculosis. Deaths from diphtheria fell from 
1,733 in 1938 to 5 in the last year; the drop in deaths 
from tuberculosis was from 973 to 54. Deaths due to 
accidents, however, did not decline. There were 404 
deaths from automobile accidents and 485 from other 
causes. According to the report, almost twice as many 
children from 5 to 14 years of age meet death from 
/violence as die from all the infectious diseases put 
together. 

A number of ophthalmologists have commented on 
television and its effect on health and eyesight. The 
general view is that too much television, seen at the 
wrong angle and too near the screen, is causing an 
increased amount of headache in children. “Television 
headache” is now a disease entity in children. Another 
opinion is that the onset of myopia can be caused by 
indiscriminate viewing. Provided that the child does 
not sit nearer than 6 ft. to the screen and sits in front 
of it, in a well-ventilated room, for limited periods, it 
is considered that watching television is not injurious 
to health or eyesight. The school dental service shows 
some improvement. There are now 1,000 full-time den¬ 
tists, but even this figure needs to be doubled for a 
satisfactory school dental service. 

Death due to Slimming.—The death of a woman who 
took small doses of turpentine substitute (a petroleum 
distillate) for slimming has been investigated by the 
Sheffield coroner, who recorded a verdict of death by 
misadventure. Apparently in this area it is thought by 
the public that turpentine or turpentine substitute is 
effective as a slimming agent. The coroner said that it 
was extremely dangerous to take it repeatedly even in 
small amounts. A Sheffield pathologist stated that the 
turpentine substitute had produced progressive liver 
damage in the woman. 

Filariasis.—A concentrated effort to stamp out filariasis 
is being made in parts of East Africa. An experiment 
is being started in January on the island of Pate, north 
o Lamu, to eradicate the mosquitoes that act as a vec- 
tor for filaria. Several species breed in brackish tidal 
water and lay their eggs on the claws of crabs. A 
village on Pate has been selected; all houses will be 
sprayed with insecticide to kill the mosquitoes, and 
villagers will be given drugs to kill the filariae. At 
present, one person in three on the island suffers from 
hlariasis. For many years the inhabitants have refused 


medical aid. Being staunch Muslims adhering to the 
Koranic law, they regard entry into their home by 
strangers as a violation of that law. A number of un¬ 
tamed cats on the island are infected with the same 
parasite causing human filariasis in Malaya. 

Certificate of Registry Refused to Physician.—The case 
of a young physician who completed the required year 
of internship but was refused a certificate enabling 
him to be fully licensed is to be referred to the Min¬ 
istry of Health. It is the first time this has happened. 
On a complaint by the Council of the British Medical 
Association, the matter was discussed by the general 
medical council. Under the Medical Act of 1950, a 
newly qualified physician must spend six months as a 
medical and six months as a surgical intern. When he 
receives a certificate of satisfactory service, on the 
advice of a consultant or other senior staff member, 
he is entitled to be fully licensed. Dr. I. D. Grant, 
chairman of the representative body of the British 
Medical Association, said the association was anxious 
that justice be done. Under the present method, it is 
possible for a chief to take a dislike to an intern and 
to refuse him his certificate. A young physician should 
not be at the mercy of the particular chief he serves. 
If his conduct is unsatisfactory and not likely to en¬ 
able him to receive a certificate, his chief should give 
him a warning. Dr. G. Clark, of the Ministry of Health, 
said hospital authorities had already been told that if 
there were any likelihood of a man not receiving a 
certificate he should be informed as soon as possible. 
In later discussion, an allegation that the young phy¬ 
sician had no court of appeal was refuted. He could 
go to the board of his medical school. 

Death of Lionel Whitby.—Brie. Sir Lionel E. H. Whit¬ 
by died at the age of 61. He was a distinguished 
bacteriologist and hematologist. For his work in the 
discovery and development of the sulfonamides, lie 
was knighted in 1945. In the same year he was also 
awarded the Gold Medal of the Royal Society of 
Medicine. In 1928, when he was bacteriologist at Mid¬ 
dlesex Hospital, he was called in to attend King 
George V. As a specialist in therapy with sulfonamides, 
he treated Sir Winston Churchill in 1943. Sir Lionel 
lost a leg in World War I. In World War II lie di¬ 
rected the Army blood transfusion service. In 1945, 
he was appointed regius professor of physics at Cam¬ 
bridge University, and two years later, master of 
Downing College. He was vice-chancellor of Cam¬ 
bridge University from 1951 to 1953. In recent years 
he had been in the United States as visiting professor 
of medicine at Harvard and at New York State Uni¬ 
versity. He was president of the British Medical Asso¬ 
ciation in 1948. 

Virus Laboratory.—The Medical Research Council is 
setting up a virus production unit at its serum labora¬ 
tories at Carshalton. It is expected to start operation 
in April. Its main function will be to produce polio¬ 
myelitis virus on a fairly large scale. It will also pro¬ 
vide for research on virus cultivation and for the 
preparation of tissue cultures. Another function will 
be the production, for research purposes, of different 
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strains of virus that may find a place in future polio¬ 
myelitis vaccines. This unit is needed, for, although 
there is a substantial amount of experience on the use 
of Salk-type vaccines in different countries, there is no 
evidence that the use of such vaccines could entirely 
prevent poliomyelitis. Experience with the use of 
killed vaccines against other diseases would strongly 
suggest that their use must always be combined with 
other preventive measures. For the prevention of 
poliomyelitis, much more knowledge is required on 
the way in which the virus is disseminated through 
the population and on the distribution of immunity 
among the population. It is also important that meth¬ 
ods be developed for the early diagnosis of the dis¬ 
ease. Such methods will become even more significant 
should any chemotherapeutic method of treating polio¬ 
myelitis be discovered. Promising new tests for the 
detection of poliomyelitis antibodies in human serum 
are now under investigation. These tests and also the 
present methods available for early diagnosis (the 
complement-fixation test and the direct isolation of 
the virus) require large quantities of poliomyelitis 
virus and tissue cultures. 

New Smog Mask.—Postmen in London and Man¬ 
chester have taken part in trials of a new lightweight 
smog mask. The men, all volunteers over 35 years of 
age, suffer from bronchitis. One said the mask was so 
comfortable that he could not tell he had it on. Made 
from transparent plastic material, it protrudes in front 
of the face and does not fit closely over the mouth or 
nostrils. A small container gives off ammonia vapor 
from crystals. 

Explorers Act as “Guinea Pigs.”—Members of the Com¬ 
monwealth Trans-Antarctic Expedition will act as hu¬ 
man guinea pigs for a series of experiments in the 
Antarctic, according to Dr. V. E. Fuchs, their leader. 
Some of them will, at measured intervals, wear inte¬ 
grating mechanical pneumotachographs, which meas¬ 
ure oxygen intake, during the performance of certain 
tasks in various conditions and temperatures, in propor¬ 
tion to the amount of energy used. Every gram of food 
eaten will be weighed, and the amounts of liquid con¬ 
sumed will be measured. Sleep rhythm records will 
be kept by each man. Each man is to have a card on 
which will be stated the hours spent in sleep, the work 
engaged in, and weather conditions. Cutaneous sensi¬ 
tivity tests will be performed, and the thicknesses of 
the subcutaneous fat will be measured. The diet will 
include 125 gm. of butter and 155 gm. of pemmican 
a day. Pemmican is 50% fat. The diet will necessarily be 
high in fats and proteins. The results of the tests should 
give valuable physiological data on human reactions in 
extreme conditions. The expedition is expected to be 
the first to cross the Antarctic Continent by land. 

Physicians Seek More Gasoline.—Individual cases of 
physicians, who are in the top priority class for gas¬ 
oline rations, being severely curtailed in their supple¬ 
mentary supply of gasoline are being reported to the 
British Medical Association and local executive com¬ 
mittees of the National Health Service, With midwives, 
home nurses, veterinary surgeons, invalid carriage 
users, and disabled drivers, physicians in private prac¬ 


tice have been guaranteed gasoline "according to 
needs.” Interpretation of needs is the cause of dissatis¬ 
faction among some practitioners. Because the govern¬ 
ment raised the duty on gasoline by 14 cents a gallon 
and also because of the longer distance gasoline travels 
from its source, the cost has risen from 65 to 85 cents 
a gallon. 

Electric Stimulator for Cardiac Arrest.—In Lancet for 
Dec. 8, 1956, Leathern and co-workers report the use 
of a simple electric apparatus for restarting and 
maintaining tire heart’s action on two patients suffer¬ 
ing from cardiac arrest. After it had overcome a ven¬ 
tricular standstill, the new electric stimulator kept a 
66-year-old woman alive for several days. Use of the 
stimulator restored spontaneous ventricular rhythm. 
Cardiac arrest recurred, and the stimulator had to be 
used again for two hours before spontaneous ventric¬ 
ular activity returned. The patient later died when the 
stimulator was not available. The second patient was 
a 38-year-old man whose heart beat was maintained 
for several hours by an apparatus consisting of a high- 
tension battery condenser and a telegraph key. 

Councils Urge Medical Test For Aliens.—In the opin¬ 
ion of the Association of Municipal Corporations, all 
immigrants entering Great Britain should be medical¬ 
ly examined. It has forwarded its views to the Minis¬ 
try of Health. There should be power to exclude im¬ 
migrants suffering from tuberculosis, mental illness or 
mental deficiency, and any infectious disease. Inspec¬ 
tion of the immigration laws of European and Com¬ 
monwealth countries shows that Great Britain, 
Denmark, and Holland are the only nations allowing 
immigration without medical examination. Of 121,471 
immigrants entering England in 1954 for a lengthy 
stay, 82,600, or 68%, were not subject to medical ex¬ 
amination, except for the normal port check on in¬ 
fectious diseases. 


WORLD HEALTH ORGANIZATION 

Health of the Refugee.—The World Health Organiza¬ 
tion team that went to Austria to assist the authorities 
in problems arising out of the influx of refugees from 
Hungary consisted of Dr. A. Mochi (epidemiology), 
Drs. M, Pfister and D. Buckle (mental health), and 
H. Shipman (public health engineering). The situation 
in respect to epidemics arising from physical priva¬ 
tions and poor hygiene was not unfavorable. Apart 
from cold and hunger, most of the refugees were in 
good physical condition. Precautions against typhus 
were taken. Vaccinations in Hungary against smallpox 
and diphtheria appear to have been consistently and 
effectively carried out. The team believes that, through 
appropriate action, the dangers to the mental health 
of refugees can be minimized. With allowance for 
individual differences and variations in the causes of 
flight, refugees the world over have a number of 
features in common: They are afraid of what they are 
fleeing from; their attitude toward rules and regula¬ 
tions has changed, because they have had to break 
rules in order to save their lives; the}' suffer from some 
form of nostalgia; and they expect a great deal from 
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the country and the people that receive them. Unless 
the many willing helpers appreciate these things, dis¬ 
appointment on both sides is inevitable and disturb¬ 
ances will occur. A typical refugee, after reaching his 
destination, reacts by becoming completely exhausted. 
This should be regarded as a normal reaction. Inex¬ 
perienced social workers or camp personnel have on 
occasion been misled into believing that these “lazy” 
refugees who show such lack of initiative arc in some 
way inferior, but this is not so. Their inactivity is the 
result of energy spent, hopes disappointed, and roots 
lost. What they need is human contact and warmth. 
Anything that binds the refugee to a society should be 
encouraged. It follows that refugee families should 
never be separated and that the “practical solution 
of quickly sending only the men to distant work, how¬ 
ever well paid, has very serious drawbacks. In fact, 
refugees should never be sent but should decide for 
themselves where they want to go. Every effort should 
be made to provide them with congenial, acceptable 
work. 

Modem Psychiatric Care.—The psychiatric hospital 
can play an important role in promoting mental 
hygiene programs, and the fifth WHO Expert Com¬ 
mittee on Mental Health stressed the fact that the 
well-organized mental hospital coidd be used as a 
“base camp” for preventive work in the community. 
Since the precise nature of the origin of mental dis¬ 
orders is still not sufficiently known, the best chance 
for the preventive approach lies in early diagnosis and 
prompt and thorough treatment, which constitute pre¬ 
vention in the most immediate sense of the term and 
pave the way for additional preventive activities in 
the community, particularly of an educational nature. 

Early treatment can best be carried out in small 
centers in conjunction with outpatient clinics or by the 
use of mobile units. Such centers may be psychiatric 
hospitals or psychiatric departments attached to gen¬ 
eral hospitals. In connection with the site and archi¬ 
tectural structure, the important factor is to eliminate 
the geographical and spiritual isolation of the older 
type of mental hospital. Security considerations, while 
legitimate, should never overshadow the therapeutic 
needs of the patients. More important than the loca¬ 
tion and architecture, however, is the therapeutic at¬ 
mosphere of the modern psychiatric center, which 
depends more on the attitude of the staff than on any 
other factor. No administrative difficulties should be 
allowed to limit the so-called open-door policy nor to 
inhibit human contacts when they are considered 
medically advisable. Attention was also drawn to the 
need for social rehabilitation. Patients should not be 
encouraged to become dependent, and every effort 
should he made to speed their return to normal life. 

The practicality of the active treatment and social 
rehabilitation approach has been repeatedly demon¬ 
strated. In Ville-Evrard, France, for instance, the av¬ 
erage stay of discharged patients eight years ago was 
over a year; now it is four months. This hospital, which 
at the beginning of the experiment had 550 beds and 
admitted 100 new patients a year, now has only 270 
beds but gives care to 600 new patients a year, while 
the percentage of patients that must be kept indefi¬ 
nitely has been reduced from 50% to 7% and the 


economies realized in the eight-year period amount to 
several million francs. Successes such as this should 
be brought to the attention of countries that are en¬ 
gaged in developing their health services, so as to help 
such countries avoid mistakes of the more technolog¬ 
ically advanced countries. The advanced countries 
often burdened themselves with enormous expendi¬ 
tures by building large expensive structures far from 
the homes of the patients. Now the policy is changing, 
and they are setting up small units, conveniently lo¬ 
cated and staffed with properly trained personnel 
imbued with the team approach, so that with a rela¬ 
tively small amount of money they are initiating 
mental health programs in the modern sense of the 
word and showing concrete results in a relatively 
short time. 

Expert Committee on Health Statistics.—How to meas¬ 
ure the health of populations in such a way that valid 
comparisons may be made among all the countries of 
the world was considered by an international group 
of experts on health statistics, who met in Geneva in 
January under the auspices of the World Health Or¬ 
ganization. Up to the present, assessments of the health 
situation of any country have been based principally 
on death rates, infant mortality rates, and such factors 
as the number of physicians and of health workers, the 
number of hospital beds, and the degree of develop¬ 
ment of sanitation. All these, however, are of a limited 
value as indications permitting comparison between 
different countries. 

Although much was known about certain important 
diseases in a limited number of countries, statistics on 
sickness in general were insufficient to allow valid 
international comparisons to be made. The group em¬ 
phasized the importance of sickness surveys such as 
those already undertaken in Canada, Denmark, Japan, 
Great Britain, the United States, and a few other coun¬ 
tries and believed that useful information could also 
be obtained by a system, used in Japan, of taking a 
one-day census of hospital patients. Provided that 
caution was used, figures from hospital records of pa¬ 
tients treated for different diseases could be of value, 
particularly in those areas of the world where this is 
perhaps the only source of information. The need to 
find a reliable method of measuring levels of health 
has been reemphasized in connection with the broader 
search now being made by the United Nations for 
ways of defining and measuring levels of living. A 
United Nations expert committee has suggested (hat 
the measurement of standards of living should he 
based on 12 components, including health, nutrition, 
and education, and on the use of statistical indicators 
for each of them. Of all the suggested components, 
“health including demographic conditions” was con¬ 
sidered to be the most important. 

The experts agreed that the expectation of life at 
birth (or at any other stated age) would provide a re¬ 
liable indicator for this purpose, but the statistical in¬ 
formation needed to obtain this figure is available in 
only a small number of countries. The crude death 
rate, although available for most countries, was con¬ 
sidered to be entirely unsuitable for the purpose. The 
group concluded that the most satisfactory comnre- 
hensive health indicator was a new one suggested by 
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two statisticians. This is the percentage of the total 
deaths occurring at age 50 or over. This percentage 
can easily be calculated from statistical information 
that is available from practically all countries. The 
experts recommended that this health indicator be 
applied on an experimental basis until its usefulness 
was confirmed. They emphasized the importance of 
giving statistical courses to medical students. 

New Assistant Director-General.—Dr. P. M. Kaul, 
formerly director of the WHO Division of External 
Relations and Technical Assistance, was made as¬ 
sistant director-general in charge of the Department of 
Advisory Services, replacing Dr. Victor Sutter. Dr. 
Kaul was born in India in 1906, was educated in Lon¬ 
don, and was in the Indian Medical Service until he 
joined the World Health Organization in 1948. 

International Sanitary Regulations.—A special issue of 
the Chronicle of the World Health Organization (vol. 
10, no. 9-10, September-October, 1956) states that 
the years since World War II have seen a dramatic 
Recline in the extent and severity of cholera, plague, 
typhus, relapsing fever, smallpox, and yellow fever. 
The International Sanitary Regulations replace regula¬ 
tions set up by 13 earlier and often conflicting sanitary 
conventions and cause the least possible obstruction 
to international traffic. Since the regulations went into 
effect in October, 1952, not a single epidemic of any 
of these diseases has occurred as a result of interna¬ 
tional travel. Only 45 ships and one aircraft have been 
reported as carrying a person suspected of suffering 
from one of these diseases with a quarantine period. 
Tire spirit in which the regulations are being applied 
bears evidence of a desire for mutual cooperation, 
understanding, and goodwill. International agreement 
now prevails in a domain that was traditionally one of 
great controversy. 

Cholera .—Since World War II, cholera has made 
only brief appearances outside its central Asian strong¬ 
hold. It appeared in Japan in 1946, Egypt and Syria 
in 1947, and Indochina in 1947 to 1952. In recent 
years it has dwindled in importance to the point of 
being a problem only in its endemic focuses in India 
and Pakistan (in the region of the Ganges and 
Brahmaputra deltas). Even there, significant improve¬ 
ment has been noted. In India and Pakistan about 
385,000 deaths due to cholera were reported in the 
period 1950 to 1954 inclusive. This compares favorably 
with the 824,000 deaths reported in the period 1945 to 
1949 and is the lowest such figure on record. The 
declining importance of cholera throughout the world 
may be attributed almost entirely to better sanitary 
conditions. International transportation is now unlikely 
to spread the infection. 

Plague .—'The plague spots, which continue to exist 
today in parts of Asia, Africa, and tire Americas, are 
remnants of the epidemics of the last century. The 
incidence of the disease in human beings has declined 
I significantly, thanks to general sanitary measures and 
the new insecticides and rodenticides. Plague is es- 
; sentially an animal infection, and the problem of wild 
rodent plague in certain countries remains as im- 
, portant as ever. 


Louse-borne Typhus .—During World War II, there 
were serious outbreaks of louse-borne typhus in North 
Africa, Yugoslavia, and Korea, but they did not dis¬ 
organize whole communities as they had in the past. 
Today typhus is disappearing from Europe and de¬ 
creasing in Africa (except Ethiopia, where a large 
number of cases was reported in the period 1951 to 
1955). Until 1953, some of the countries of Latin 
America were still recording a significant number of 
cases. In the Pacific area, the only serious outbreak in 
recent years was in Korea and resulted from war 
conditions. The situation in some countries in Asia 
and eastern Europe is not fully known. From the 
point of view of international travel, typhus retains 
little importance. 

Relapsing Fever .—Never a serious problem in in¬ 
ternational travel, relapsing fever is now on the de¬ 
cline everywhere. Europe has been free from it since 
1949, and elsewhere there have been only sporadic 
cases in recent years. The exceptions are Cambodia, 
with 4,261 cases in 1950; Korea, with 2,738 cases in 
1951 but only 25 in 1953; and Ethiopia, where there 
were significant outbreaks in 1953, 1954, and 1955. 
It is now of little significance in international quaran¬ 
tine. 

Smallpox .—The smallpox situation tends to improve. 
For the past five years, 58% of all cases were reported 
from India and Pakistan, 23% from other countries of 
Asia, 14% from that portion of Africa south of the 
Sahara, and 5% from Latin America. The fact that the 
severe type of smallpox is now confined to certain 
endemic areas of the globe is evidence of the dramatic 
decrease in this scourge. The persistence of endemic 
focuses requires vigilance to prevent the infection from 
spreading elsewhere. 

Yellow Fever—A disease of tropical Africa and 
America, yellow fever has in the past been known to 
invade Europe and North Africa but has never spread 
to Asia. This is an epidemiological mystery and one 
of the major considerations in present quarantine prac¬ 
tice concerning this disease. Thanks to mosquito 
eradication campaigns and widespread vaccination, 
control of yellow fever has been successful over large 
areas. 

A concluding chapter of tire report summarizes 
certain trends that are clearly discernible with regard 
to the quarantinable diseases. Cholera should be 
eliminated within the not too distant future; plague is 
no longer a problem in international traffic, but there 
must be no lowering of sanitary requirements for 
ships and ports and no relaxation of efforts to keep 
ships and warehouses free from rats; typhus and re¬ 
lapsing fever are of little concern and the regulations 
that apply to them are almost never used; smallpox 
continues to be a nuisance in international quarantine 
practice, but even this highly infectious disease is re¬ 
ceding and should soon join the other diseases that 
are passing from the active quarantine scene. Yellow 
fever is the most serious problem in international 
quarantine; the fears of Asian countries concerning 
possible importation of this disease are legitimate, but 
there is cause for optimism in the success obtained in 
the Americas, which shows that the disease can be 
suppressed from urban areas. 



Vo!. 163, No. 9 


771 


CORRESPONDENCE 


CONGENITAL DEFECTS 

To the Editor:—In the Dee. 29 issue of The Journal, 
page 1051, Fraser raises several points relative to an 
article by me on causes and prevention of develop¬ 
mental defects published in the July 14, 1956, issue of 
The Journal, page 1047. In this article I used the 
word “stress” many times, for example: “understanding 
and control of environmental stresses takes precedence 
over genetic considerations in approaching the human 
problem”; Dr. Fraser quite properly asks “What exact¬ 
ly does he mean by stress?” I use this word in its 
everyday meaning. Thus one definition of the noun 
given by Webster is “Pressure; strain; especially in¬ 
tense strain . . . hence urgency; significance.” 

For a mother to have had a mitral valvulotomy in 
the first trimester of pregnancy, a head-on collision 
while driving a car, orGerman measles or typhoid or 
to have been near the atom bomb burst at Hiroshima 
or the Texas City explosion—these to me are stressful 
situations that cannot be shoe-homed into a pat defini¬ 
tion. Results can, however, be measured in terms of 
death and defects of babies bom later. The particular 
importance of hypoxia as either a stress or a measure 
of stress is twofold: hypoxia is a teratogenic agent in 
its own right and also is a “final common path” for 
other maternal-placental diseases of the type cited. 

I certainly did not have in mind a highly restricted 
physiological definition of stress, implying that adreno¬ 
cortical mechanisms were or were not necessarily 
involved. I suppose the)' generally are, because in an 
agonal situation practically every tissue may partake 
and even die. On the other hand, hypoxia registers 
its impact pretty promptly and directly; it is not neces¬ 
sary to postulate an intermediary mechanism. How¬ 
ever, I was speaking of external, environmental stresses 
and was not dissecting the internal “alarm reactions” 
that follow. I had reference to maternal traumas, 
exposures to ionizing x-rays, vitamin deficiencies, 
intoxications, and the like, and Dr. Fraser says I 
might have mentioned genes. Here we apparently 
have a simple difference of opinion, for I would regard 
genes as contributing to the susceptibilities of mice 
and men, and I would never think of them in the 
category of environmental stresses. 

I do not deprecate the importance of genes in de¬ 
termining host constitution and hence reactions to 
stress. However, I am sure that genetic make-up is 
less amenable to control than are the environmental 
adversities that beset human beings. I am not going 
tell my daughter whom to marry; I may advise her, 
however, to have rubella before marriage and not to 
rave a head-on collision with another car if pregnant. 

Dr. Fraser is apparently bothered because the differ¬ 
ence between figures describing the prevalence of retro- 
, uterus in 50 mothers of Mongoloid babies 

i y, Was no ' : s tatistically significant, even at the 5% 
eve from those (8%) giving the prevalence among 


controls. Perhaps I can put Dr. Fraser more at ease 
when I tell him that, if only the younger mothers are 
considered, the difference turns out to be significant 
at the 4% level; 9 of 21 mothers of Mongoloid babies 
under 34 years of age had retroversion of the uterus 
and only 3 of 21 controls. However that may be, 
significance was not claimed. My co-autbors and I are 
searching for biologically significant causes of Mon¬ 
golism with the belief that it is more important to 
grope towards control with data that are far from 
ideal in the next few years than it is to wait for tidy 
packages of statistically significant data to be col¬ 
lected one decade at a time. 

Dr. Fraser is kind enough to say that "there is un¬ 
doubtedly some truth in what Dr. Ingalls says,” but 
he hastens to warn the unwary that it may not be 
much and adds, “Until we have some solidly based 
clinical data, collected without bias, there is no justi¬ 
fication for applying the findings of experimental tera¬ 
tology to humans.” But we do have such clinical data 
—the German measles story', the Hiroshima story, and 
a good deal of clinical data indicating teratogenic 
effects of hypoxia. The experiments on animals were 
undertaken after, not before, studying the problem of 
developmental defects in human beings. 

Theodore H. Ingalls, M.D. 
Harvard University' 

School of Public Health 
Boston. 


THE WARM-UP 

To the Editor:—In the Nov. 17 issue of The Journal, 
page 1117, Karpovich and Hale state that the warm-up 
is not valuable prior to an athletic performance. This 
may be true in their experiment, but many doctors 
and coaches are apparently accepting this as a general 
fact. There are several objections to making such a 
generalization from a study of seven men. These men 
were obviously not . first-rate competitors, even in the 
small college league. Their average time of 55.6 sec¬ 
onds for the 440-yd. dash would hardly place in a good 
high school meet. Thus, if these* men are as well 
trained as stated, then they are not track material. 
More important, it is generally' recognized that a run¬ 
ner s time on the 440-y'd. dash may' be several seconds 
lower in meet competition. Unless these experiments 
could be repeated under highly competitive condi- 
tions, it would be unwise for coaches to change their 
methods. The psychological factor alone can cause 
more variation than was found in this study. 

Yates Trotter Jr., M.D. 

2679 Acom Ave. N. E. 

Atlanta, Ga. 
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RAISING TROPICAL FISH 

According to the latest figures, there are about 20 
million persons in the United States who raise tropical 
fish. There are many advantages to keeping tropical 
fish as pets: they require little attention, they eat only 
a pinch of food, they do not bite strangers, and they 
never stray away from home. The charm of tropical 
fish is due not only to their decorative function but to 
the fact that so many of them, completely undaunted 
by captivity and unabashed by living in glass dwell¬ 
ings, continue to lead wholesome lives. 

To watch fish a-courting, to follow their deliberate 
display of colors and bizarre swimming antics, consti¬ 
tutes a pleasant and at the same time entrancing ex¬ 
perience. The creation of nests of bubbles, the 
incubation of eggs, whether fanned on the bottom of 
a fish tank or held in the mother’s mouth—these and 
other phenomena equally strange would seem like 
events in a miniature subterranean fairy tale, espe¬ 
cially if you had not seen them with your own eyes. 
“Home waters” in a small aquarium are as important 
for tropical fish as a pond or stream is for their larger 
cousins. So much still remains to be discovered about 
the lives of tropical fish that an observant doctor- 
hobbyist may come up with information that even a 
highly trained ichthyologist has overlooked. 

Each tropical fish has a distinctive movement all its 
own. There is, for instance, the dignified sway of the 
angel fish, the hurry-scurry of the scavenger cats, and 
the dart-and-swivel of the neons and the guppies. 
Moreover, there is the fascinating quality of beauty 
derived directly from the crystal clearness of water, 
the translucent greenery of plants, the flashing silver 
of swimming fish, and the iridescence of scales, fins, 
and tails that display the colors of the rainbow. Most 
people fill an aquarium with a few guppies and grad¬ 
ually add any type of fish that seems suitable for the 
“home waters” of an aquarium. 

While fish are widely known by common names, 
their scientific names are the same all over the world. 

An American aquarist, restricted to the English lan¬ 
guage, could visit any tropical fish dealer in Paris or 
Rome and purchase a guppy merely by asking for a 
Lebistes retieulatus. Since scientific terminology is no 
stranger to the medical profession, this type of com¬ 
munication should certainly make a purchasing physi- 
cian-aquarist feel quite at home. 

The principle of the balanced aquarium was discov¬ 
ered by German and English scientists, working inde¬ 
pendently, during the middle of the 19th century. 
Despite all that has been uttered on the subject, there 
is one question that is as timely today as it was when . 
asked a century ago, “How often is it necessary to j 
change water in an aquarium?” When the answer . 
comes back, “I never change the water in my aquar¬ 
ium,” there is bound to be a surprised reaction. 


The idea of a balanced aquarium is based on a 
knowledge of the chemistry of air and water, the basic 
phenomenon being that plants and fish have some¬ 
thing to contribute to one another. When residing 
together in a circumscribed area, they promote a cycle 
of events resulting in health and life for both. A prop¬ 
erly balanced aquarium is an establishment in which 
the proportion of fish, plants, air, and water is such 
that no external interference, such as changing the 
water or using an aereator, is necessary. 

It is possible to start an aquarium very economi¬ 
cally. A 10-gal. tank, heater, gravel, and a dozen fish 
should cost about $25, depending, of course, on how 
elaborate one wants the tank to be. Whether one 
makes one’s own aquarium or buys it ready made, the 
first step is to put sand over the bottom. Coarse, light- 
colored sand is generally used. Next, the bottom of the 
tank should be covered to a depth of 1 or 2 in., 3 or 4 
in. of water should be poured in, and the sand should 
be permitted to settle and the water to clear before 
planting is done. The common plants—Sagittaria and 
Vallisneria among the rooted varieties, Anacharis and 
Cabomba among the submerged plants, and Crystal- 
wort and Bladderwort among the floating plants—re¬ 
quire no special preparation. Once the plants are set 
in place, water should be carefully poured in the tank. 
It should be allowed to stand for some hours before 
introducing the fish into the aquarium. Then the 
aquarium should be covered with a sheet of glass or a 
roof-like lid. This is done for various reasons. A cover 
prevents fish from jumping out of the aquarium, keeps 
out dust, lessens evaporation, and helps maintain an 
even temperature of the water. Fish are never in dan¬ 
ger of being smothered by a cover. Daily removal of 
the cover to permit feeding allows fresh air to enter, 
even though plants supply much of the needed oxy¬ 
gen. 

Proper temperature and light are most important. 
Tropical fish require a fairly constant temperature; 
74 F is generally the lowest temperature at which they 
can be expected to thrive. On the other hand, tropical 
fish can tolerate temperatures of 90 F or more with no 
apparent discomfort. The larger the aquarium, the 
less danger there is of sudden chilling taking place, 
since a large body of water retains heat more readily 
than a small body. If you do not care to see tropical 
fish freeze or become parboiled, the sensible thing to 
do is to purchase a thermometer. Small thermometers 
for use in aquariums either float, stand on the bottom, 
or hang over one side by means of a hook. Fish should 
be exposed to sunlight or artificial light for three or 
four hours daily. 

Much of the pleasure connected with raising tropi¬ 
cal fish stems from going to a good store and carefully 
selecting some of the miniature denizens that will in¬ 
habit the aquarium. This can become more engrossing 
than designing an underwater landscape of rocks and 
plants. A static landscape takes on a new look as soon 
as living creatures are added to a tank. Just as the 
selection of flowers for a garden depends on the acid¬ 
ity or alkalinity of the soil, as well as on the amount 
of sunshine, rainfall, and fertilizer, so are the kinds of 
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fish to 1)0 selected for an aquarium governed by var¬ 
ious factors. Color schemes, combinations of families 
of fish, habits of fish, and their peaceful or ferocious 
dispositions all play roles in deciding how many and 
what kinds of fish to purchase. 

Guppies, mollies, and platies are live-bearers, mean¬ 
ing fish that do not lay eggs. If it is decided to intro¬ 
duce a pair of guppies, a pair of mollies, and a pair of 
platies or sword-tails, it would be well to include some 
fish that are not live-bearers. These fish cannot be 
bred in a community tank. There are too many hungry 
mouths within the environs of the tank that arc search¬ 
ing for such delicacies as eggs laid on the underside 
of a plant. Hungry fish are healthy fish. Yet young fish 
must be protected from their parents, and food should 
be supplied in the form of fine!)' chopped worms or 
finely powdered dry edibles. 

Fish called bubble-nest builders are fascinating to 
watch. When the female is ready to spawn, the male 
ascends to the surface and inhales a gulp of air. This 
is then released in the form of a bubble covered by 
secretion deposited from the fish’s mouth. Hundreds 
/of bubbles accumulate, clinging together, usually in 
one corner of the aquarium, to form a nest in which 
eggs will be placed. On completion of the nest, the 
dimensions of which are usually 2 by 4 in., the male 
will entice the female to a rendezvous underneath the 
newly created structure. The paired fish wrap their 
fins around each other and the eggs are expelled, a 
few at a time, and fertilized immediately. As the eggs 
fall, the male inserts them in his mouth and then care¬ 
fully places them in the nest. Spawning goes on for 
some time. The female must be removed from the 
scene, for the male takes over duties that are usually 
termed maternal. If the female is left in the vicinity 
of the male, he becomes so annoyed that he frequently 
kills his partner. During the few days required to 
batch the eggs, the male guards them zealously. After 
the eggs hatch, the male protector quickly loses in¬ 
terest as soon as the young are able to swim; the nest 
disintegrates; the young leave home; and the male 
parent must be trapped and placed in another aquari¬ 
um to prevent him from making a meal of his off¬ 
spring. 

'the enthusiasm for raising tropical fish has been 
increasing. Physicians in search of a hobby can fill 
their leisure time with a peaceful home study of 
aquatic life. Mexican sword-tails, a species of the 
Celebes fish of South America; neon tetras, the fish 
that has created a furor among hobbyists and that is 
considered by many to be the most beautiful of tropi¬ 
cal fish; the American Jordanella floridae; and the 
Betta are but a few of the jeweled wonders of the 
tropical fish world that sustain the interests of an 
aquarist and make them compelling. 

Many hospitals maintain fish tanks to permit pa¬ 
tients to enjoy the silent ballet of tropical fish. An 
aquarium provides patients with a fresh subject to 
ta about when illness as a topic of conversation be- 
gins to pall. Many doctors maintain that an aquarium 
wi . eep waiting patients much happier than a col- 
e f c |! on ^ ast month’s magazines. These are but a few 
0 e joys associated with raising tropical fish. 
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From Sociable Six to Noisy Nine: 16 mm., black and white 
sound, showing time 21 minutes. Produced in 1953 by Crawley 
Films Ltd., Ottawa, for the National Film Board of Canada. 
Procurable on purchase ($110) from McGraw-Hill Book Com¬ 
pany, Inc., 330 W. 42nd St., New York 36. 

Using a middle-income family with three children, 
this film was made to illustrate the behavior that may 
normally be expected in children from 6 to 9 years of 
age. Sociable 6 is represented by the youngest child, 
a daughter, while two older brothers, along with a 
9-year-old girl next door, illustrate the steps to noisy 
9. The mother’s endeavors to maintain a peaceful and 
practical home are shown as she acts as arbitrator for 
the children, arranges their rooms to suit their ages 
and activities, and conducts a cellar workshop for 
neighborhood children. Family games and reading 
are an important part of their regular routine, along 
with excursions to interesting and educational places. 
This is a well-done, comfortably paced film that pic¬ 
tures family life with three young children as most 
parents would like to enjoy it. It emjDhasizes the point 
that children of this age group do require a great deal 
of parental companionship and understanding. The 
6-year-old in this film seems advanced for her age, 
probably due to the influence of her two older broth¬ 
ers. This film should be of interest to parents, teachers, 
and all who work with children of this age group. 

Stress and the Adaptation Syndrome: 16 mm., color, sound, 
showing time 35 minutes. Prepared by Hans Selye, M.D., Mon¬ 
treal. Produced in 1956 by Research and Scientific Films, Inc., 
and Campus Film Productions, New York, for and procurable 
on loan from Pfizer Laboratories, Chas. Pfizer, Inc., Brooklyn 6. 

This film presents a concise and well-documented 
summary of the experimental research of Dr. Hans 
Selye leading to his concept of stress, the general 
adaptation syndrome, and diseases of adaptation. Dr. 
Selye participates in the picture by brief statements 
from the lectern. The triad of hypertrophy of the 
adrenal cortex, involution of the thymus, and ulcera¬ 
tion of the gastric mucosa is shown as the non¬ 
specific response of rats to various types of chemical 
or physical agents that produce trauma. The different 
stages of the general adaptation syndrome are well 
demonstrated in experiments on rats exposed to cold. 
The pathways by which adrenal hypertrophy occurs 
are discussed. The effects of glucocorticoids on inflam¬ 
mation are very well demonstrated on edema of the 
paw induced by administration of dextran and on the 
granuloma pouch. The effects of the glucocorticoids 
are contrasted to the “pro-inflammatory” effects of 
desoxycorticosterone acetate. The picture ends with 
the illustration of pathological changes produced by 
prolonged administration of large amounts of desoxy¬ 
corticosterone in rats and indicates the similarity of 
. the findings in arteries, kidneys, and heart with those 
• present in the nonendocrine diseases in man. The pic¬ 
ture is produced with the highest technical perfec¬ 
tion. Its photography and the clarity of script and of 
narration are excellent. It is a welcome aid to teachers 
of the medical sciences and will be appreciated and 
enjoyed by graduate and undergraduate students. 
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INTERNAL MEDICINE 

The L. E. (Lupus Erythematosus) Cell Reaction. 
M. A. Ogryzlo. Canad. M. A. J. 75:980-993 (Dec. 15) 
1956 [Toronto]. 

The studies described were undertaken to determine 
the morphology of the typical L. E. cells and rosettes, 
the stages in the development of these structures, par¬ 
ticipation of various cells of the leukocytic series in 
the reaction, correlation to the severity of symptoms 
and response to treatment, and the diagnostic sig¬ 
nificance of the test. The test was performed by most 
of the methods that have been described. These in¬ 
cluded the use of the patient’s heparinized or oxalated 
bone marrow; patient’s defibrinated blood; patient’s 
serum or plasma mixed with peripheral blood buffy 
coat or bone marrow from donor sources or with cells 
from joint effusions; patient’s pleural or joint effusions 
mixed with peripheral blood buffy coat or bone mar¬ 
row from donor sources; and simply clotted venous 
blood. Because of simplicity and consistent results, 
most of the tests were done with clotted venous blood 
that had stood at 21 or 37 C for 2 hours. The obser¬ 
vations were supplemented by wet film preparations 
studied by phase-contrast microscopy and recorded by 
microcinematography. The first 1,250 tests, on a total 
of 750 patients with a variety of diseases, have been 
reviewed. 

The most significant feature of the L. E.-cell reaction 
as it occurs in vitro is an unusual type of degeneration 
that affects some of the white cells of the blood or 
bone marrow, in the presence of the L. E. factor, with 
lysis and ultimate release of their altered nuclei. Some 
of the amorphous nuclear masses thus released are 
ingested by actively phagocytic leukocytes to form 
L. E. cells. Virtually all the white cell elements of the 
peripheral blood may take part in the phenomenon. 
The phagocytic stage of the reaction and the forma¬ 
tion of the characteristic rosettes are of lesser sig¬ 
nificance and appear to represent a physiological re¬ 
sponse in the exclusion of foreign material from the 
blood. While the L. E. phenomenon occurs most 
characteristically in acute disseminated lupus erythe¬ 
matosus, it cannot always be demonstrated in this 
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disease and may occasionally be positive in other 
disorders. In the present study it was found to be 
positive in 17 patients with rheumatoid arthritis, 3 
with chronic hepatitis, and 1 each with scleroderma, 
dermatomyositis, periarteritis nodosa, acquired hemo¬ 
lytic anemia, and Hodgkin’s disease. It was also posi¬ 
tive in 2 patients who suffered reactions to phenylbu¬ 
tazone and in 4 patients following a reaction to 
prolonged hydralazine therapy. These observations 
suggest that the test has a more general significance in 
relation to the antibody-producing mechanism, is not 
entirely specific for disseminated lupus erythematosus, 
and must be interpreted in the light of the clinical 
findings. . 

Differential Diagnosis Between Beryllium Poisoning 
and Sarcoidosis. H. L. Hardy. Am. Rev. Tuberc. 
74:885-896 (Dec.) 1956 [New York], 

Routine roentgenographic chest surveys create diag¬ 
nostic problems by discovering persons without symp¬ 
toms but showing miliary roentgenographic densities. 
Knowledge of the difference between beryllium dis¬ 
ease and sarcoidosis is important, as the course of 
beryllium disease is less favorable than that of sarcoi¬ 
dosis. It is important for social and economic reasons 
that job-related beryllium disease is identified. 

Beryllium poisoning is considered a systemic intoxi¬ 
cation because of. biochemical abnormalities and in¬ 
volvement of the liver, spleen, kidney, and myo¬ 
cardium, as well as the lung. The term “berylliosis” 
is confusing because of variation in the spelling—for 
example, berylosis, which suggests that the disease is 
a pneumonoconiosis. When spelled “berylosis” the 
implication is that beryl ore can cause disease, which 
is not the case. Ocular, tonsillar, and parotid lesions 
and cystic bone changes of sarcoidosis have not been 
observed in beryllium poisoning. A correct differential 
diagnosis cannot be made by chest roentgenograms 
and from histopathological changes, but it can be 
made by finding beryllium in granulomatous tissue by 
spectrographic or chemical means. Knowledge of epi¬ 
demiological distribution of sarcoidosis and incrimi¬ 
nated industrial operations using beryllium is helpful. 

Isoniazid Alone in the Treatment of Pulmonary Tuber¬ 
culosis: Two Years’ Experience in Previously Un¬ 
treated Patients. F. Vargas Jimenez. Am. Rev. Tuberc. 
74:903-916 (Dec.) 1956 [New York]. 

Forty-three previously untreated patients with ad¬ 
vanced pulmonary tuberculosis were treated for the 
first time with isoniazid alone in daily doses of 5 and 
10 mg. per kilogram of body weight for at least 9 
months at the Hospital Dos de Mayo in Lima, Peru. 
Twenty-six of the 43 patients had far-advanced tuber¬ 
culosis, 16 had multiple cavities, at least 1 lobe was 
destroyed in 8, and 14 had extrapulmonary compli¬ 
cations. Administration of isoniazid was prolonged for 
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12 months in 36 patients anil for periods of from 15 to 
21 months in 29 patients. Thirty-four of the 43 patients 
completed a 2-year period of observation. Reversal of 
infectiousness or “bacteriological conversion” was con¬ 
sidered to have occurred when 3 cultures taken at 
least 1 month apart were negative for Mycobacterium 
tuberculosis and no smears had been positive on 
microscopic examination. Such reversal of infectious¬ 
ness occurred after 2 years of observation in 28 (83%) 
of the 34 patients, and the cavities were closed in 22 
(67%). Roentgenographic deterioration occurred in 3 
(9%), and, with one exception, it occurred only after 
isoniazid therapy was discontinued. Clinical evidence 
thus suggests that the therapeutic efficacy of the 
single-drug isoniazid regimen is not dissimilar to that 
of isoniazid combined with streptomycin or of iso¬ 
niazid combined with aminosalicylic acid (PAS). 
Isoniazid toxicity was revealed by the occurrence of 
peripheral neuritis in only 1 of the 43 patients. The 
drug was withdrawn, and attempts to resume isoniazid 
treatment in the 12th and 17th months of observation 
caused recurrence and extension of the neuritis. Treat- 
J ment of pulmonary tuberculosis with isoniazid in 
higher doses requires a more extensive investigation. 

Observations on Chronic Brucellosis with Emphasis on 
Brucellergen as a Screening Test. O. Swineford and 
J. C. Curry. Virginia M. Month 83:544-550 (Dec.) 
1956 [Richmond]. 

The authors report on 14 men and 13 women with 
chronic brucellosis. Twenty-two (Sl%) complained of 
chronic fatigue. Other signs and symptoms consisted 
of atypical arthritis, fibromyalgia, psychoneurosis, 
paresthesias, recurrent chills and fever, sweating, 
malaise, headache, adenopathy, and hepatospleno- 
megaly. Psychoneurosis in 18 patients (66%) varied 
from mild irritability to marked mental disturbance 
requiring psychiatric care. Skin tests for brucellosis 
were performed with a proprietary suspension of pro¬ 
tein nucleate derived from Brucella cells (Bruceller¬ 
gen). All 27 patients had positive results (3-f- or 
stronger) from the tests. Brucella agglutination tests 
done with Br. suis and Br. abortus antigens in most 
patients and with a combined antigen in a few showed 
titers of 1:160 or higher in 11 patients. Blood cultures 
obtained from these patients were all negative, but 1 
sternal bone marrow culture was positive for Br. 
abortus. A positive diagnosis of chronic brucellosis 
was made in these patients. The remaining 16 patients 
had negative or equivocal agglutination titers, but 
their reactions to the Brucellergen skin test were 
strongly positive. A tentative diagnosis of chronic 
brucellosis was made in these patients. 

The Brucellergen skin test is recommended as a 
screening test for chronic brucellosis. It is a simple 
office procedure. All diagnostic tests for brucellosis 
should be done in patients with strongly positive 

rucellergen skin tests. Blood for agglutination tests 
should be drawn when the skin test is done, to avoid 
t e reported possibility of producing agglutinins by 
t e skin test. Patients with a tentative diagnosis of 
c on ' c brucellosis should be treated as though the 


diagnosis were positive. Appropriate antibiotics should 
be given first. Brucella vaccine or other appropriate 
antigen injections should be tried when antibiotics are 
not effective. Nine of the 16 patients with a tentative 
diagnosis of chronic brucellosis were benefited by 
vaccine therapy. Strict adherence to the currently ac¬ 
cepted diagnostic criteria, i.e., isolation of the causa¬ 
tive organism and agglutination titers of 1:160 or more, 
will deprive many patients with tentatively diagnosed 
chronic brucellosis of the benefits of specific therapy. 
Successful specific treatment of such patients should 
be considered as an additional diagnostic criterion. 

Chronic (Noncirrhotic) Diffuse Liver Disease: Clinical 
Studies with Special Reference to Esophageal Varices 
and Hemorrhage. E. D. Palmer. Am. J. Digest. Dis. 
1:499-506 (Dec.) 1956 [New York]. 

When portal hypertension is considered in connec¬ 
tion with diffuse liver disease, it is customary to think 
only in terms of cirrhosis, so that there is danger of 
overlooking the fact that many other liver diseases 
are capable of producing intrahepatic portal obstruc¬ 
tion and, therefore, esophageal varices. Chronic liver 
disease, which is characterized histopathologically by 
portal fibrosis, portal round-cell infiltration, and/or 
fatty metamorphosis, in the absence of the perilobular 
fibrosis of cirrhosis, is usually a subclinical process, 
detected by the chance discovery of hepatomegaly. 
This hepatomegaly was a constant feature in the 67 
patients reported on, but it is highly probable that 
many other cases have been overlooked during the 
period of study because there was no liver enlarge¬ 
ment. Mild splenomegaly and spider angiomas are 
often found in chronic noncirrhotic liver disease. 
Esophageal varices are moderately common in patients 
with these forms of liver disease, but the precise inci¬ 
dence cannot be given because, as in cirrhosis, varices 
wax and wane and may disappear from time to time. 
In most instances they are only of mild or moderate 
size, and this makes radiologic detection impossible in 
most cases. Hemorrhage from esophageal varices is 
not nearly the threat that it is in cirrhosis, yet the risk 
exists and the ensuing hemorrhage may be severe. The 
esophageal varices that are encountered in cirrhosis 
may have their inception during the precirrhotic stages 
of chronic liver disease, before the beginning of 
lobular regeneration. 

Thresher’s Lung. J. Frost and J. Georg. Ugesk. Iseger 
118:1383-1387 (Nov. 22) 1956 (In Danish) [Copen¬ 
hagen]. 

Eight cases of thresher’s lung occurred in the 
threshing, during the first 5 months of 1955, of grain 
(mostly barley) harvested in the wet summer of 1954. 
The grain was mouldy and dusty. In the milder cases 
there was dyspnea of brief duration, with cough and 
a few days of fever. In the more severe cases the 
course was protracted, with persisting dyspnea and 
extensive roentgenologic changes that led to confusion 
with miliary tuberculosis and Boeck’s sarcoid. In all 
cases complete or nearly complete restitution was 
seen within a year. 
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Agammaglobulinemia: A Working Concept. O. C. 
Bruton. Hawaii M. J. 16:146-149 (Nov.-Dee.) 1956 
[Honolulu]. 

Bruton who was the first to describe agammaglobu¬ 
linemia, suggests that this "experiment of nature” be 
classified as congenital, acquired, and secondary. One 
of the most interesting side lights growing out of the 
study of patients with agammaglobulinemia has been 
the successful homotransplantation of skin. This is 
obviously possible in these patients only because of the 
absence of any immunologic reactiveness. The fact 
that this can be achieved in the agammaglobulinemic 
subject provokes speculation on the possibility that at 
some time in the future a means might be found of 
so regulating the human immunologic mechanism that 
homotransplant of tissue may become available to all. 
There are many unsolved problems in medicine whose 
nature may be clarified if and when we learn to ma¬ 
nipulate the human immunologic mechanisms in, for 
example, the various allergies, erythroblastosis, the 
autoimmune hematological disorders, rheumatic fever, 
lupus erythematosus, and nephritis, which all appear 
to be on the basis of a misdirected host reaction. The 
author feels that agammaglobulinemia requires further 
elucidation, if its many facets and immunological im¬ 
plications are to be understood. 

Streptococcal Bacteremia Without Endocarditis: Clin¬ 
ical Observations. A. Schriger, W. J. Martin and D. R. 
Nichols. Ann. Int. Med. 45:1001-1009 (Dec.) 1956 
[Lancaster, Pa.]. 

The authors review observations on 34 patients with 
streptococcic bacteremia without endocarditis en¬ 
countered at the Mayo Clinic during the 15-year 
period from Jan. 1, 1940, through Dec. 31, 1954. The 
clinical picture was consistent with the diagnosis of 
bacteremia, and 2 or more positive blood cultures 
were obtained in all 34 patients. No patients in whom 
there was clinical or anatomic evidence of valvular 
disease were included. Patients with so-called tran¬ 
sient bacteremia, such as occurs in patients who have 
just undergone dental instrumentation and in whom 
bacterial invasion of the blood stream is fleeting, were 
not included. Streptococcus pyogenes was the most 
common streptococcic organism to invade the blood 
stream in this series. The frequency of streptococcic 
bacteremia has decreased, and the prognosis is good 
for patients with streptococcic bacteremia without 
serious underlying disease if adequate amounts of 
penicillin alone or penicillin in combination with strep¬ 
tomycin are given. 

In treating bacteremia due to Str. pyogenes, the 
authors found that 1 million units of procaine penicil¬ 
lin G given intramuscularly every 12 hours produces 
satisfactory results. They are now attempting to utilize 
the probable synergistic effect of combined treatment 
with a penicillin and a streptomycin compound in 
bacteremia due to Str. mitis and Str. faecalis. In the 
studies of streptococcic endocarditis, it was apparent 
that combinations of penicillin and streptomycin often 
have increased bactericidal effects when compared to 
penicillin alone. In attempting to combat bacteremia 


due to Str. mitis, the authors found that 1 gm. of strep¬ 
tomycin and 1 million units of procaine penicillin G 
given intramuscularly every 12 hours yield satisfactory 
results. In such treatment, dihydrostreptomycin may 
be substituted for streptomycin, or equal parts of each 
may be used. Currently the authors are investigating 
the feasibility of giving penicillin V orally, in place of 
penicillin G given intramuscularly, to patients with 
bacteremia due to organisms highly sensitive to peni¬ 
cillin, such as Str. pyogenes and Str. mitis. Tentative¬ 
ly, at least, they give double the usual amount of the 
agent when relying on penicillin V and administer it 
in 4 equally divided doses throughout the day. 

Neurological Manifestations of Malignant Hyperten¬ 
sion. E. Clarke and E. A. Murphy. Brit. M. J. 2:1319- 
1326 (Dec. 8) 1956 [London]. 

Seventy-three (38%) of 190 patients with malignant 
hypertension who were admitted to the. Hammersmith 
Hospital in London between 1935 and 1955 had in¬ 
volvement of the nervous system. Four of the 73 
patients are still living, 4 were lost to follow-up, and 
the remaining 65 were subdivided in 3 groups accord¬ 
ing to the clinical pattern. Sixteen patients (group 1) 
died of a single neurological attack; 32 (group 2) had 
one or more lesions of the nervous system but died of 
a non-neurological cause such as uremia and heart 
failure; and 17 (group 3) had more than 1 cerebral 
lesion and died because of them. 

Forty of the 73 patients were women and 33 were 
men. The average age at the time of the first neuro¬ 
logical attack was 51.8 years in men and 43.5 years in 
women. The higher average age in men, the average 
ages, and the distribution throughout the decades were 
the same as in the 117 patients without neurological 
manifestations, from which it may be inferred that the 
risk of occurrence of neurological complications does 
not vary with age, although tire type of lesion may 
do so. Dizziness was commoner among the patients 
with lesions of the nervous system than in those with¬ 
out such lesions, but headache was not. Twenty (27%) 
of the 73 patients had epileptic attacks, but in 9 of the 
20 uremia was present at the time of the convulsive 
attack. The combination of renal failure and hyperten¬ 
sion seems more likely to produce convulsions than 
either separately. Twenty patients (27%) had an ab¬ 
normal mental state usually associated with focal or 
generalized vascular lesions. Acute cerebrovascular 
episodes occurred in 54 (74%) of the 73 patients; 35 
(48%) had focal brain ischemia, 23 (32%) had intra¬ 
cranial bleeding, and 4 (5.5%) had subarachnoid hem¬ 
orrhage; some had more than one type of lesion. The 
term “hypertensive encephalopathy” should be re¬ 
served for the syndrome as described by Vollhard; it 
seems to be rare and was observed in only one of the 
patients. An attempt should always be made to deter¬ 
mine the cause of each cerebral event, and the term 
“focal brain ischemia” should be used in appropriate 
cases. Eight patients had isolated cranial nerve palsies, 
involving the facial nerve in 7 and the abducens in 1. 
The pressure and the contents of the cerebrospinal 
fluid were normal in 6 of the 42 patients in whom such 
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determinations were made. High pressure was ob¬ 
served in 29, blood-staining in 11, and elevated protein 
content in 9 with nonbloody fluids; some patients had 
more than one abnormality. 

Treatment consisted of nephrectomy in 1 patient, 
of sympathectomy in 6, and of administration of 
methonium in 15. The numbers are small and the 
results difficult to assess. Treatment appears to have 
prolonged the life of patients in whom severe renal 
damage was not present at the start of the treatment. 
The survival in this group when untreated averaged 
less than 1 year. Ganglioplegic drugs seemed to be 
more effective than sympathectomy. 

ACTH: Its Use by the Slow Intravenous Infusion 
Method for the Relief of Intractable Bronchial Asthma. 
S. D. Lockev. Ann. Allergy 14:494-501 (Nov.-Dee.) 
1956 [St. Paul]. 

This report deals with 41 patients who received 
corticotropin (ACTH) by continuous intravenous in¬ 
fusion for the relief of status asthmaticus, after all 
other therapeutic methods had failed. Special attention 
/ was given also to the nutrition of these patients. From 
\ 10 to 20 mg. of corticotropin, dissolved in 5 cc. of 

distilled water, is added to 1,000 cc. of 5% glucose in 
distilled water; 20 mEq. of potassium chloride, 0.5 to 
1 gm. of aminophylline, and 1 to 2 cc. of 1:1,000 
epinephrine hydrochloride may also be added to the 
liter of infusion fluid. Twenty-eight drops per minute 
is the rate of drip, so that one liter is given in 12 hours. 
A patient receiving corticotropin or corticoids in other 
form should be on a diet that is high in protein, cal¬ 
cium, phosphorus, and potassium; low in carbohy¬ 
drate and sodium; and still contains sufficient calories. 
It is also well to give supplementary vitamins. 

A patient with intractable asthma should also re¬ 
ceive broad-spectrum antibiotics. It is not essential to 
give large amounts of corticotropin. It should be ad¬ 
ministered slowly, because the slower the infusion 
rate, the longer the effect. Relief is dramatic in most 
cases. None of the patients treated experienced un¬ 
toward effects from the infusions of corticotropin. 
Expenses are lowered because the duration of hos¬ 
pitalization is shortened and because when cortico¬ 
tropin is administered via the continuous intravenous 
infusion route the total dose is approximately 12 to 
16% of that required intramuscularly. 

Pleuropulmonary Amebiasis. A. C. Daniels and M. E. 
Childress. California Med. 85:369-375 (Dec.) 1956 [San 
Francisco]. 

Endameba histolytica may secondarily involve tire 
pleural and pulmonary tissues. This complication fol¬ 
lows a primary invasion of the intestine by the para- 
, s ’ te ‘ While that sequence of events is readily appre- 
' elated by most clinicians, the fact that thoracic symp¬ 
toms may be the sole signal of amebiasis does not 
a ways enter the mind of the examining physician, 
rleuropulmonary amebiasis may be manifest without 
arrhea or dysentery. In obscure lesions of the right 
ower lung field, one should always consider pleuro¬ 
pulmonary amebiasis—especially with low-grade fever 


and moderate leukocytosis. Abscess and empyema con¬ 
tents should be examined promptly microscopically or 
kept warm to preserve the motility of the trophozoites 
until satisfactory examination is possible. Discovery 
of the cysts or trophozoites in the sputum, pleural 
exudate, or stool establishes the diagnosis. Five stool 
examinations with intervals of several days should be 
the minimum. If the pleural space is inadvertently 
drained, the diagnostic value of a pleural biopsy 
should not be overlooked. 

Observations on 10 patients with pleuropulmonary 
amebiasis show that cough, loss of weight, excessive 
sputum, thoracic pain, hemoptysis, and dyspnea are 
the most frequent symptoms, and fever, pulmonary 
consolidation, enlargement of the liver, and emacia¬ 
tion are the usual physical signs. Specific antiamebic 
drugs are available. The most satisfactory therapeutic 
regimen used in the present series was the combina¬ 
tion of emetine hydrochloride, chloroquine, and car- 
barsone. Tin’s conservative therapy will be successful 
in most patients with pleuropulmonary amebiasis, and, 
if a thorough search fails to reveal E. histolytica and 
the diagnosis is still entertained, a medical therapeutic 
trial is in order. Pulmonary resection will be done in 
some cases of pulmonary' amebiasis in which abscess 
or infiltrate is manifest but in which the diagnosis is 
undetermined preoperatively. While pleuropulmonary 
amebiasis can be handled satisfactorily after such a 
procedure, provided it is recognized and anb’amebic 
therapy instituted early, the authors are of the opinion 
that operation should be avoided if possible. 

Topical Cortisone Medication in Chronic Tuberculous 
Pyothorax in the Preoperative Period. S. Cellerino and 
P' Tarditi. Gazz. med. ital. 115:358-362 (Nov.) 1956 
(In Italian) [Turin, Italy). 

The authors report on the treatment with cortisone 
of 30 tuberculous patients with chronic pyothorax. 
Antibiotic therapy and topical treatment had failed to 
have any effect on patients who were in too poor a 
general state for surgery. Twenty'-two patients (73.4%) 
had postpneumothorax empyema, 3 (10%) had em¬ 
pyema that followed extrapleural surgical pneumo¬ 
thorax, 4 (13.3%) had secondary empyema following 
pulmonary exeresis, and 1 (3.3%) had empyema fol¬ 
lowing spontaneous pneumothorax. Sputum was posi¬ 
tive in 21 patients. Clinical and radiologic findings 
showed that the tuberculous disease was in the pro¬ 
gressive phase in 9 patients. Koch bacilli were present 
in the exudate of 20 patients. Mixed bacterial flora 
was present in all patients. Cortisone acetate was in¬ 
jected directly into the cavity. Each patient received 
from 5 to 50 mg. of the drug per day' depending on 
his general and local condition as well as on his body 
weight and his tolerance of the drug. A convenient 
dose of antibiotics was combined with the cortisone. 
The treatment lasted from a minimum of 10 to 15 
days to a maximum of 30 days; it had to be suspended 
in some patients. Clinical improvement occurred in 13 
patients (43.5%), symptomatic improvement in 10 
(33.4%), and no improvement in 5 (16.7%); the condi¬ 
tion became worse in 2 patients (6.4%). Important 
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phenomena of intolerance were not noticed. At the 
time the article was written, 14 patients had been op¬ 
erated on and only 5 of the remaining 16 were not yet 
in a condition to undergo surgery. 

The Metabolism of Folic Acid in Cirrhosis. J. H. Jandl 
and A. A. Lear. Ann. Int. Med. 45:1027-1044 (Dec.) 
1956 [Lancaster, Pa.]. 

Observations were carried out in a special metabolic 
ward upon a group of 16 patients with cirrhosis asso¬ 
ciated with chronic alcoholism. There were 8 patients 
of each sex, whose ages ranged from 28 to 64 years. 
The diagnosis of Laennec’s cirrhosis was made clin¬ 
ically, and in 8 instances it was verified pathologically. 
These patients showed various degrees of anemia, 
generally macrocytic in character and not associated 
with evidence of current or of previous blood loss. 
Each patient was observed for at least 10 days on a 
controlled diet before the administration of hema- 
topoietically active material, such as folic acid, citro- 
vorum factor, vitamin B 12 , and ascorbic acid. Four of 
16 patients with macrocytic anemia associated with 
hepatic cirrhosis and chronic alcoholism exhibited 
megaloblastic bone marrow. These 4 patients pos¬ 
sessed normal serum vitamin B 12 levels but mani¬ 
fested a deficiency of folic acid by their subnormal 
daily urinary excretion of folic acid and of citrovorum 
factor, by their failure to excrete administered folic 
acid promptly, and by their striking clinical and hema¬ 
tological responses to small daily doses of folic acid. 
The remaining 12 patients had “normoblastic” bone 
marrow, showed normal urinary levels of folic acid, 
and failed to respond to either synthetic folic acid or 
citrovorum factor. The dietary histories and alcoholic 
consumption of the cirrhotic patients with megalo¬ 
blastic marrow were not significantly different from 
those of the group as a whole, and no abnormalities 
were apparent in these patients in the responsiveness to 
or in the absorption, deconjugation, or renal excretion 
of folic acid. It is possible that an increased require¬ 
ment for folic acid, compounded in most cases with 
marginal or inadequate dietary intakes, accounts for 
the apparent susceptibility of patients with chronic 
alcoholism and cirrhosis to the development of folic 
acid deficiency. 

Comparative studies on normal subjects given a 
yeast preparation orally containing 1,500 meg. of folic 
acid activity, largely in conjugated form, indicate that 
about 25% of this naturally occurring folic acid was 
absorbed. Preliminary deconjugation in vitro of the 
yeast folic acid conjugate increased the absorption to 
about 60% of the total orally administered folic acid 
activity. This was in contrast to the absorption of over 
95% of synthetic folic acid administered similarly. 
Serum vitamin B u> levels were within or above the 
normal range in 29 patients with cirrhosis, with or 
without anemia. Five patients had abnormally high 
serum vitamin B 12 levels, but no relationship between 
the vitamin B 12 level of the serum and the mor¬ 
phologic character of the blood or the apparent state 
of folic acid absorption or metabolism was evident. 


A New Concept of Familial Adenomatosis. R. C. Gum- 
pel and, J. D. Carballo. Ann. Int. Med. 45:1045-1058 
(Dec.) 1956 [Lancaster, Pa.]. 

Familial adenomatosis is characterized by a diffuse 
adenomatous involvement of the colon, a heredo¬ 
familial incidence, and a close relationship to cancer of 
the large intestine. It is a distinct disease entity and is 
to be differentiated from postinflammatory polyposis 
and nonfamilial discrete polyps of the colon. The recent 
literature suggested that there is an association be¬ 
tween familial adenomatosis and additional growth 
abnormalities. Three patients recently seen at Vet¬ 
erans Administration hospital, Coral Gables, Fla., are 
presented because they illustrate the new concept of 
familial adenomatosis with the association of “hard 
and soft tissue tumors.” The first patient with familial 
adenomatosis had the associated lesions of osteomas, 
fibromas, and fibrosarcoma. One osteoma was noted 
prior to the recognition of the polyps, and at the time 
of recognition of the latter the fibrosarcoma had prob¬ 
ably existed for a prolonged period, as suggested by 
the massive size of the tumor. The second patient with 
familial adenomatosis had associated multiple epider¬ 
moid cysts. Their existence and recognition had ante¬ 
dated the appearance of symptoms due to the poly¬ 
posis by many years. The third patient who had 
familial adenomatosis of a segmental type had had, 
since youth, the associated lesions of epidermoid cysts 
and subcutaneous fibromas. At the time of the initial 
operation the mesentery was found to be involved 
with an area of diffuse fibrosis. At a subsequent opera¬ 
tion a leiomyoma of the small intestine was found. 

In all 3 of these patients the existence of the asso¬ 
ciated growth abnormalities was recognized prior to 
the establishment of the diagnosis of familial adeno¬ 
matosis or to the appearance of gastrointestinal symp¬ 
toms. If subsequent reports of additional cases of 
familial adenomatosis or reviews of previously re¬ 
ported series demonstrate the alleged association to 
be real, a means for early detection of premalignant 
polyps will be afforded. The finding of any of the re¬ 
ported abnormalities of growth will thus serve as an 
important tool in prevention of cancer of the large 
intestine. 

Intradermal Reaction in Infectious Hepatitis. R. Katz, 
H. Ducci and E. Gonzalez. Rev. med. Chilie. 84:359- 
364 (July) 1956 (In Spanish) [Santiago, Chile]. 

Henley’s intradermal reaction test for infectious 
hepatitis was performed on the following groups of 
persons: (1) 72 persons between the ages of 1 and 64 
years who had had hepatitis from 1 month to 6 years 
prior to the test; (2) 47 persons who had been in con¬ 
tact with patients with spontaneous hepatitis but who 
had not developed the disease; and (3) 277 persons who 
had had neither infectious hepatitis' nor contact with 
the patients. The test gave positive results in 62 of 72 
persons in the 1st group, in 39 put of the 47 persons 
in the 2nd group, and in 150 of the 277 persons in the 
3rd group. Among the patients in the 1st group, the 
test gave positive results in 50 of 56 children and 
adolescents who had had spontaneous hepatitis and 
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in 9 of the 1C adults who had had hepatitis from in¬ 
oculation. The percentage of positivity of the test in¬ 
creased with age. Positive reactions were more fre¬ 
quent among people who lived in regions in which 
hepatitis is frequent than in those who lived in regions 
in which the disease is rare. The authors conclude that 
Henley's intradermal reaction for infectious hepatitis 
is harmless. Positive results clearly show by intense 
erythema. Definite conclusions on the specificity of 
the test cannot, as yet, be reached. The test seems to 
be specific. It is of value in the study of the epidemi¬ 
ology of hepatitis and of whether the disease produces 
immunity and for the differential diagnosis between 
spontaneous hepatitis and hepatitis from inoculation. 


Therapeutic Evaluation of Prednisone (Mcticortcn) in 
General Collagen Diseases. W. Cossennelli, S. D. 
Giannini, M. Papaleo Netto and L. V. Decourt. Rev. 
Assoc, med. brasil. 2:345-354 (Sept.) 1956 (In Portu¬ 
guese) [Sao Paulo, Brazil], 

Twenty-six patients between the ages of 5 and 67 
years with general collagen diseases are reported on. 
j The group included 12 patients with either rheumatoid 
arthritis or rheumatic spondylarthritis, 6 with rheu¬ 
matic fever, 4 with chorea, 3 with general erythema- 
toses, and 1 with scleroderma. The patients did not 
respond to the administration of antirheumatic steroids. 
Prednisone (Meticorten) was given in daily doses of 
from 30 to 40 mg. for adults and from 20 to 30 mg. for 
children. The daily dose was given in 4 fractions at 
6-hour intervals. The average daily maintenance dose 
was 12 mg. The duration of the treatment varied be¬ 
tween 2'A and 6% months. The effects of prednisone 
proved to be far better than those of the other com¬ 
monly used antirheumatic steroids in rheumatoid arth¬ 
ritis and rheumatic fever, mainly in rheumatic 
carditis, and also in general erythematoses. The effects 
of prednisone on chorea were about the same as those 
from the other antirheumatic steroids. The cases of 
rheumatic spondylarthritis and scleroderma are very 
few to draw conclusions from. The side-effects were 
moderate in comparison with those of the other anti¬ 
rheumatic steroids, the most frequent being the ap¬ 
pearance of a “full-moon” face and hirsutism. A side- 
effect not previously reported on from other antirheu¬ 
matic steroids was the suppression of or disorders of 
menstruation, which occurred in 12 of 13 menstruating 
women in the group of reported cases. 


Hereditary Hypercholesterolacmic Xanthomatosis. J. 
^Leonard. Lancet 2:1239-1242 (Dec. 15) 1956 [Lon- 


The xanthomatoses are a miscellaneous group of 
iseases^that have in common tire formation of yellow 
umors characterised histologically by large pale 
ce s with foamy cytoplasm containing cholesterol. The 
mracteristic features of hereditary hypercholestero- 
j ® 11 mmatosis are the hereditary nature of the 
j- 110 . n an ^ ^e raised serum cholesterol level. The 
Va , e lnvo ves ^e skin, the tendons, and the cardio- 
DerrV, T Eleven families with hereditary hy- 

P cholesterolemic xanthom atosis are presented. The 


clinical features included xanthelasma, xanthoma 
tuberosum, xanthoma tendinosum, ischemic heart dis¬ 
ease, and intermittent claudication. One patient had 
an atherosclerotic aneurysm of the abdominal aorta. 
Ten of the 11 families were first seen because one of 
their number developed ischemic heart disease. Twen¬ 
ty-nine patients with hypercholesteremia were found 
in the 11 families. In addition, 1 patient had xanthoma 
tendinosum, but the cholesterol level of his serum was 
not estimated. In 5 families, another member had died 
of cardiac infarction but had not been investigated. 
Thus 35 patients showed evidence of hereditary 
xanthomatosis. The sex distribution was nearly equal 
(19 males, 16 females). 

Hypercholesterolemia alone is the rule under the 
age of 30. Clinical evidence of xanthomatosis becomes 
increasingly common from the 4th decade onward. 
The total serum cholesterol and phospholipids are in¬ 
creased, but the amount of neutral fat in the serum is 
normal or only slightly increased. The condition is 
hereditary and is probably transmitted as a Mendelian 
dominant. Treatment with a low-fat diet, sitosterol, 
and heparin is briefly discussed. The disease is not 
rare and should be considered especially as a cause of 
ischemic heart disease in early and middle adult life. 

Treatment of Blackwater Fever with Prednisone. H. C. 
Trowell and J. M. Vaizey. Lancet 2:1281-1282 (Dec. 
22) 1956 [London], 

While the exact cause and mechanism of blackwater 
fever is still obscure, it is regarded as an acute ac¬ 
quired hemolytic anemia occurring only in patients 
who have had malaria. Hence a trial of corticotropin 
or cortisone seems justified. Prednisone was used in 5 
consecutive patients with blackwater fever recently 
observed in an East African hospital. The response 
was prompt and satisfactory in all 5 patients and so 
impressive that even in the absence of controls it 
seemed clear that the drug had a favorable effect on 
the hemolytic process. This is in line with the experi¬ 
ence with cortisone in other varieties of acquired 
hemolytic anemia. The authors recommend the use of 
prednisone or cortisone in the management of every 
case of blackwater fever. 

Clinical Experience with the Skeggs-Leonards Type 
of Artificial Kidney: Report on 46 Consecutive Pa¬ 
tients. P. Anthonisen, C. Crone, O. Munck and others. 
Lancet 2:1277-1280 (Dec. 22) 1956 [London]. 

The authors mention the several types of artificial 
kidneys that are being used and state that at the 
Kommunehospital in Copenhagen favorable results 
have been obtained with an artificial kidney designed 
by Skeggs and Leonards. Seventy-eight dialyses on 
46 patients have given them the impression that hemo¬ 
dialysis is an indispensable adjuvant to the conserva¬ 
tive treatment of acute renal failure. Of the 35 pa¬ 
tients with acute renal failure who were subjected to 
dialysis, 11 survived. Hemodialysis was essential to or 
played an important part in their recovery. Conserva¬ 
tive therapy is still the fundamental principle in the 
treatment of acute renal failure; but it is not enough 
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in severe cases, and in moderately severe cases early 
dialysis can decrease the risks of complications and 
shorten convalescence. Dialysis should be instituted 
before patients present clinical signs and symptoms of 
uremia. This means that dialysis should usually begin 
before the serum urea level exceeds 400 mg. per 
100 ml. 


SURGERY 

The Surgical Management of Chronic Ulcerative Co¬ 
litis. J. DeWitt Fox. Am. J. Surg. 93:3-26 (Jan.) 1957 
[New York]. 

Ileostomy alone as the surgical treatment of ulcera¬ 
tive colitis has the disadvantage that the colon, the 
seat of the disorder, remains as a focus of infection. A 
multistage colostomy greatly increases the surgical 
risk, because several operations are required. This 
paper is concerned with the surgical management of 
chronic ulcerative colitis that has been developed at 
the Henry Ford Hospital in Detroit. In selected pa¬ 
tients, the surgical treatment may now be streamlined 
to a one-stage total colectomy, with removal of the 
rectum and ileostomy in one operation. This procedure 
has a number of advantages: it avoids multiple opera¬ 
tive procedures with the attendant risks; it is usually 
performed when the patient is in better general condi¬ 
tion, at the beginning of his illness, not after he has 
had two or three operations; it avoids the difficulty of 
building up the patient while he still has a diseased 
colon; and there is an excellent psychic effect in that 
the patient is cured in one operation. Many patients 
will not submit to staged procedures. The operation 
also avoids complications, such as foci of infection in 
the remaining colon, perforation, peritonitis, hemor¬ 
rhage, rectal stricture, fistula, abscess and segmental 
ulceration, and pseudo-polyposis and malignant degen¬ 
eration. There is great danger of malignant degenera¬ 
tion in chronic ulcerative colitis. 

Both the colon and the rectum must be sacrificed, 
and a permanent ileostomy must be performed. An 
ileostomy-colostomy appliance for collecting the fecal 
stream is described and illustrated. Indications for 
ileostomy and total colectomy are chronic invalidism, 
perforation, hemorrhage, toxicity, arthritis and der¬ 
matitis, stricture, and malignant degeneration. The 
patient should be prepared for the operation so that 
he has an optimal fluid and electrolyte balance and 
sufficient hemoglobin and serum protein; infection 
should be controlled with the use of antibiotics. Above 
all, the patient should be conditioned psychologically 
to his operation and the ileostomy care that is to 
follow. 

The Surgical Treatment of Emphysematous Bullae. 
C. J. Stringer and C. A. Burnett. Am. Rev. Tuberc. 
74:856-873 (Dec.) 1956 [New York], 

Eighteen men between the ages of 21 and 62 years 
with emphysematous bullae were subjected to thora¬ 
cotomy with excision of the pleural roof and approxi¬ 
mation of the parenchyma, which forms the walls, and 


the pleura with a continuous suture of fine chromic 
catgut, each bite including a minimal depth of paren¬ 
chyma. All patients had obvious respiratory insuffi¬ 
ciency, caused by either compression of the lung or by 
pneumothorax, which did not correspond to conserva¬ 
tive treatment. None of the patients died. The results 
were gratifying. The aspiration of secretions and the 
application of positive pressure permitted rapid expan¬ 
sion of functioning lung after the bullae were 
unroofed. The greatly improved ventilation and dimin¬ 
ished resistance of the pulmonary capillary bed re¬ 
sulted in continued improvement of these patients 
during the procedure, diminishing and even obviating 
the relative risk. Pulmonary function tests made from 
6 months to 4 years after the surgical intervention 
revealed an excellent pulmonary reserve, considering 
the extent of emphysema present. Failure to maintain 
complete expansion after thoracotomy necessitated a 
thoracoplasty in one patient with spontaneous pneu¬ 
mothorax caused by rupture of an emphysematous 
bulla. The clinical result obtained in this patient was 
considered to be good. Two patients required inter¬ 
costal suction for 2 weeks postoperatively. All the men 
have returned to work, some as laborers. 

Emphysematous bullous disease is progressive. New 
factors, paradoxical inflation and infection, are super¬ 
imposed with the formation of bullae upon the basic 
disease process; a vicious cycle is established, and the 
progress toward cardiorespiratory insufficiency is 
hastened. Obliteration of bullae at thoracotomy is the 
procedure of choice. Pulmonary resection of emphyse¬ 
matous bullae is to be condemned because it sacrifices 
lung tissue potentially capable of functioning and con¬ 
tributes to overexpansion of the remaining lung and 
parenchyma. Percutaneous instrumentation is danger¬ 
ous and unnecessary. The rupture of emphysematous 
bullae, as well as bronchial tears, should be considered 
in the differential diagnosis of traumatic pneumothorax 
that fails to respond to conservative treatment. The 
principles of treatment of emphysematous bullae 
should not and/or need not be applied to congenital 
cystic disease. 

Vagotomy: Clinical Results, with a Note on Tempo¬ 
rary Gastrostomy. J. M. Farris and G. K. Smith. Cali¬ 
fornia Med. 85:394-398 (Dec.) 1956 [San Francisco]. 

Because of problems related to gastric emptying, 
transthoracic vagotomy was abandoned for a time, 
but later it was combined with gastroenterostomy, 
with a noticeable improvement in results. In a group 
of selected cases where the ulcer was ideally placed 
for removal and where bleeding was a prominent 
feature, a lower gastrectomy was combined with va¬ 
gotomy. More recently, pyloroplasty has been utilized 
as a drainage maneuver, and at present this is regarded 
as the procedure of choice. Since 1954, the authors 
have used temporary gastrostomy routinely in all va¬ 
gotomy operations (73 cases). It has also been employed 
in subtotal gastrectomy as well as in cholecystectomy, 
cholecystojejunostomy, cholecystostomy, colon resec¬ 
tion, and intestinal obstructions. Experience has shown 
that the tube of choice is a No. 18 or No. 20 Foley bag 
catheter with the balloon inflated to 10 to 15 cc. of 
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water. The tube is introduced into the stomach and 
enclosed by a single purse-string suture midway be¬ 
tween the greater and lesser curvatures in the proximal 
portion of the lower half. The visceral and parietal 
peritoneal surfaces are opposed by two contingency 
sutures. The site for exit of the tube is the parietal 
peritoneum, which corresponds to the topographic 
opposite of the purse-string on the anterior wall of the 
stomach. Inflation of the balloon allows a moderate 
amount of traction to impinge the parietal and visceral 
peritoneal surfaces. Traction is maintained in an axial 
direction by adhesive tape on cither the dressing or 
the skin. The tube is then managed the same as any 
nasogastric tube, although the difficulties in proper 
maintenance appear to be considerably less than with 
the conventional Levin tube. The tube is clamped 
when oral feedings are begun; and as soon as the 
pyloric tolerance for the diet is adequate, the balloon 
is deflated and the tube removed. 

The authors sent questionnaires to more than 100 
patients who had been subjected to vagotomy for pep¬ 
tic ulcer. Replies received from 60 patients were ana¬ 
lyzed with respect to ability to maintain or gain 
weight, the presence of a possible “dumping” syn¬ 
drome, and the incidence of diarrhea. About half of 
the patients had been subjected to subtotal gastrec¬ 
tomy, usually with resection of the ulcer, along with 
vagotomy, and the other half had either gastroenteros¬ 
tomy or pyloroplasty as an adjunct to the vagotomy. 
The results were satisfactory in 93% of the patients. 
There were no deaths in this series. Three times as 
many unsatisfactory' results occurred in a group of pa¬ 
tients who had had gastrectomy. There were no proved 
recurrent or marginal ulcers in either group. Vagotomy 
plus a complementary procedure has proved, in the ex¬ 
perience of these authors, to be the operation of choice 
in chronic duodenal ulcer. At present, gastrectomy 
plus vagotomy' appears to be less desirable than va¬ 
gotomy plus pydoroplasty' or gastroenterostomy. 


Experiences with Poliomyelitic Scoliosis After Fusion 
and Correction. T. Gucker. J. Bone & Joint. Surg. 
38-A:1281-1300 (Dec.) 1956 [Boston]. 


E>ghty-six patients underwent spinal fusion for 
scoliosis due to paralytic poliomyelitis at the Georgia 
Warm Springs Foundation between 1940 and 1952. 
The final results could be ascertained in 78 of these. 
The behavior of paralytic scoliosis is not the same as 
that of the congenital and idiopathic types of scoliosis. 
In the paralytic form, the curve may' continue to in¬ 
crease for many years after the onset of the paralysis. 
Because of severe involvement of the trunk muscles, 
instability of the spine may' be a serious problem even 
if the scoliosis is at first relatively mild. Under these 
circumstances, stability of the spine may be attained 
only after the development of a severe deformity. Such 
a deformity may lead to impairment of the vital func¬ 
tions; for example, kinking of the ureters, which in 
turn may cause renal stasis. The treatment of this type 
o scoliosis aims to prevent progression of the de- 
ormity and to attain adequate functional stability of 
ie trunk. Fusion of the spine is often used to 
this goal. 


secure 


The final results produced by spinal fusion in the 
78 poliomyelitic patients followed for an average of 
4 years and 1 month were as follows: 7 became worse, 
37 showed no change, and 34 were improved. Pseudar- 
throsis appeared in 44 of the patients. The following 
routine is recommended for pseudarthrosis. As soon 
as the defect is discovered, the loss of correction 
should be determined by means of roentgenograms 
made with the patient bending laterally’ in the re¬ 
cumbent position. If the defect is great and hy’per- 
mobility is present, surgical repair should be done. If 
the amount of correction retained is satisfactory', how¬ 
ever, the patient should be instructed to limit the time 
he is not recumbent and to return at 2-month intervals 
to check on the progress of his curvature by' means of 
roentgenograms made in the erect position and in the 
oblique projections. In this series the outcome in 20 of 
the 44 patients with pseudarthroses was a stable, pain¬ 
less spine in which loss of correction did not continue. 
Furthermore, in 15 of these patients correction was 
retained, and in only 4 of these was it necessary to 
perform surgical repair with additional correction. In 
all patients the greatest loss of initial correction oc¬ 
curred at least 6 months after sitting and standing 
was resumed, and in most patients it occurred after a 
year. It is recommended that in the treatment of pa¬ 
tients with paralytic scoliosis iliac or thin tibial grafts 
be used, that 4 months of recumbent immobilization 
be considered sufficient, and that the patient wear a 
rigid cellulose-acetate jacket for at least 2 y’ears after 
the upright position is permitted. 

Popliteal Cyst: A Clinicopalhological Survey. R. J. 
Burleson, W. H. Bickel and D. C. Dahlin. J. Bone & 
Joint Surg. 38-A.-1265-1274 (Dec.) 1956 [Boston]. 

This report is concerned chiefly with 82 patients 
who undenvent surgical treatment for popliteal cy'st. 
One had the lesion bilaterally, so that 83 operations 
were performed. These patients were treated at the 
Mayo Clinic during the 10-year period from 1944 to 
1953, inclusive. During this time an additional 116 
patients with a clinical diagnosis of popliteal cyst were 
seen who did not receive surgical treatment. The pa¬ 
tient usually complained of a mass and of aching pain 
in the region of the knee. Seventeen of the 82 patients 
operated on were less than 16 years old. In 89 (45%) of 
the 198 cases, there was clinical or roentgenographic 
evidence of associated abnormalities of the knee joint. 
Osteoarthritis led the list, being present in 40 patients, 
and rheumatoid arthritis was present in 27. This high 
incidence of associated disease of the knee joint indi¬ 
cates that such conditions must be a factor in the oc¬ 
currence of popliteal cyst. While the associated con¬ 
ditions did not predispose to recurrence of the cy'st 
after operation, it did seem to increase the chance 
that the patient would continue, to complain of trouble 
with the joint after operation. 

Forty-six of the 83 cy'sts seemed to arise from bursae, 
26 from hernias, and 11 from indeterminate sites. Com¬ 
munication of the cy'st with the joint was evident in 
54, half of these being hernial in origin; 22 cysts com¬ 
municated with the knee, but this did not seem to 
predispose to recurrence. Pathologically, the cysts 
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were classified as fibrous, synovial, inflammatory, and, 
in a few instances, transitional. No particular type or 
lining characterized either the bursal or the hernial 
cyst. Only 5 patients had recurrence of the cyst, but in 
27 some symptoms persisted; 21 of these had associ¬ 
ated disease of the lenee joint. Popliteal cysts have 
been described under various other names, such as 
Baker’s cysts, posterior hernias of the knee joint, syno¬ 
vial cysts, semimembranosus bursae, and gastrocnem- 
iosemimembranosus bursae. The authors prefer the 
name popliteal cyst. 

Venous Insufficiency and Ulcers of Leg. G. Bauer. 
Nord. med. 56:1671-1677 (Nov. 22) 1956 (In Swedish) 
[Stockholm]. 

Incompetence of the valves in the femoral vein was 
found to be the main factor disturbing the muscular 
and valvular mechanism that keeps the blood pressure 
in the capillaries of the lower leg at a tolerable level. 
Injuries and insufficiency of the valves of the femoral 
vein are often due to an earlier deep thrombosis. In 
about an equal number of cases, which may be termed 
idiopathic, the factor that causes the injury to the 
valves is not fully understood. Whatever the etiology, 
the condition results in chronic edema and ulcer of 
the leg. Treatment consisted in double ligation of the 
popliteal vein with resection of the intermediate seg¬ 
ment, supplemented by supportive bandaging for a 
shorter or longer time and, in about 15% of the cases, 
by ligation and sclerosing of incompetent superficial 
veins. In 350 patients with severe cases, follow-up for 
3 years after the operative treatment showed contin¬ 
ued healing and absence of symptoms' in 265, while in 
85 edema and ulceration recurred once or oftener: in 
64 in the 1st year after operation, in 19 in the 2nd year, 
and in 2 in the 3rd year. Similar continuous observa¬ 
tion for 6 years in 100 patients with severe cases 
showed continued healing in 74 and recurrence in 26, 
in 24 of these during the first 3 years. 

The Post Polio Calcaneo-valgus Foot. L. W. Breck. 
Southwestern Med. 38:46-50 and 58 (Jan.) 1957 [El 
Paso, Texas], 

The author treated a combination of calcaneus and 
valgus deformities occurring together in the same foot 
after poliomyelitis in 6 patients. The severity of the 
deforming force in each case is an important factor 
involved in the difficulty of treatment. The deformity 
is usually persistent and progressive. It almost invari¬ 
ably requires surgical treatment, but conservative 
treatment may be helpful in preventing rapid progres¬ 
sion of the deformity. The calcaneus deformity is gen¬ 
erally amenable to treatment by an early tendon 
transplant to replace the lost function of the triceps 
surae muscle group. The peroneals, tibialis posterior, 
flexor digitorum coinmunis longus, the flexor hallucis 
longus, and, in rare instances, the tibialis anterior 
muscle may be used for transplants. The valgus de¬ 
formity should be attacked by a combination of a 
triple arthrodesis and muscle transplants of the foot. 
A wedge of bone should be removed from the.inner 
side of the foot at the time the triple arthrodesis is 


done to correct the valgus deformity. Green’s opera¬ 
tion as described by Grice, in which a bone graft is 
placed in the sinus torsae, is useful in the treatment of 
calcaneus-valgus deformity. It is important to realize 
that the calcaneus and valgus deformities, although 
they may be analyzed separately, are really integral 
parts of the same deformity. Their treatment is like¬ 
wise closely linked together. Muscle transplantation 
may be done at an early age. It should be deferred un¬ 
til 18 months or more after the acute attack of poliomy¬ 
elitis. It is generally considered hazardous to do a triple 
arthrodesis before the age of 8 years. Stabilization of 
the astragalo-scaphoid and subastragalar joints by 
means of large wires or small pins under direct vision 
after the completion of the arthrodesis and before 
closing the incision is recommended. Transplantation 
of the 2 peroneal tendons and the tibialis posterior into 
the os calcis has given good results, and a triple arthro¬ 
desis has been a very satisfactory operation. Re¬ 
currences of the deformity are common, and fre¬ 
quently an additional surgical attack on the problem 
is required. 

Is Skin Homografting Necessary? A Re-examination of ^ 
the Rationale for Auto- or Homo-grafting of Cuta- j 
neous Injuries and a Preliminary Report on the Action 
of Plastic Dressings. T. Gillman, M. Hathorn and J. 
Penn. Plast. & Reconstruct. Surg. 18:260-274 (Oct.) 
1956 [Baltimore]. 

Homografting has been advised for cutaneous in¬ 
juries resulting in loss of tissue. The authors made 
numerous investigations into the rationale of this pro¬ 
cedure, having experimented with various types of 
autografts and homografts, all aimed at disclosing the 
roles of connective tissue and epithelium in healing 
and especially in regulating the rate of repair and the 
degree of wound contracture. In the light of the infor¬ 
mation obtained and of the available evidence in the 
literature, the following suggestions are put forward: 

1. Contracture of excised wounds is not attributed to _ 

the lack of native epithelium alone. 2. Autografts do 
not favorably influence healing and diminish con¬ 
tracture solely by providing a source of native epithe-. 
lium. 3. The dermal component of autografts (and 
possibly also of homografts) seems to play a critical 
role in modifying healing and the subsequent contrac¬ 
ture possibly by either suppressing granulations or by 
influencing the direction, quantity, quality, and per¬ 
haps the subsequent behavior of new collagen fibers 
deposited during the healing of granulations. It is sug¬ 
gested that in the treatment of deep, extensive excised 
wounds it would often be desirable to delay autograft¬ 
ing if it were possible to inhibit granulations and 
local epithelial regeneration. Various possibilities have 
been explored for achieving this ideal. 

The present investigation demonstrates the value of 
one type of plastic dressing that has been shown to ^ 
inhibit granulation tissue formation, epithelial regen¬ 
eration, and collagenisation of granulations and the 
subsequent contracture rate of wounds. This dressing 
did not evoke any untoward cellular reactions in the 
wound comparable to that related to homografts or 
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tulle-gras. The authors suggest that plastic and/or 
other types of dressings may well supplant skin homo¬ 
grafting in the emergency treatment of extensive burns 
and other excised wounds, until such time as homo¬ 
grafts can be made to remain as homovital tissue and 
not, as presently, as glorified and highly expensive 
wound “dressings.” 

The Surgical Management of Coronary Artery Dis¬ 
ease: Background, Rationale, Clinical Experiences. 
C. S. Beck and B. L. Brofman. Ann. Int. Med. 45:975- 
98S (Dec.) 1956 [Lancaster, Pa.]. 

There are 2 types of death in coronary artery dis¬ 
ease. One is due to electric currents in the heart that 
destroy the coordinated mechanism. The other is due 
to muscle destruction and failure. Of every 10 deaths 
due to coronary disease, a break in mechanism occurs 
iu about 8 and muscle failure in about 2. Electrical 
instability occurs when the distribution of oxygen is 
not uniform throughout the heart. The authors coined 
the term "oxygen differentials.” In the laboratory 
/these differentials are produced by ligation of a 
coronary artery in a pink heart and by perfusion of 
red blood into a coronary artery in a cyanotic heart. 
Contact between blue and pink muscle, or pink and 
blue muscle, produces these currents. The term “thresh¬ 
old of fibrillation” may be used to refer to the sus¬ 
ceptibility of the heart to fibrillation. The production 
of current and the death of muscle are different biolog¬ 
ical processes. Currents can kill during infarction; they 
may occur together, but they are independent proc¬ 
esses. There are 2 ways in which the crippled coronary 
circulation can be helped: One is by an even dis¬ 
tribution of the blood that enters these arteries; the 
other is by the addition of blood to that which enters 
the diseased arteries. 

The authors tried to convert the coronary sinus into 
an inlet for blood and found that red blood delivered 
into the venous system gave protection to the heart. 
The reversed flow lasted for about 6 weeks and then 
was replaced by a permanent set of intercoronary 
channels that afforded equivalent protection. This-op¬ 
eration was difficult to perform, and so during the last 
4 years the authors have been using a more simple 
method to produce intercoronary channels. This con¬ 
sists of 4 steps. One step is the passage of a ligature 
around the coronary sinus about 1 or 2 cm. from its 
ostium in the auricle, constricting the sinus down to 
a lumen of about 3 mm. This narrowing of the sinus 
brings about somewhat greater extraction of oxygen 
from the venous blood. The mild venous stasis re¬ 
duces oxygen differentials in the presence of arterial 
occlusion, and this probably protects the heart with 
coronary disease. It also produces intercoronary chan¬ 
nels. If the sinus is hard to approach, as in patients 
with cardiac enlargement, this step is omitted. The 
-nd step consists of abrasion of the lining of the 
parietal pericardium and the epicardial surface of the 
heart. This produces inflammation, with resultant in¬ 
tercoronary channels. The 3rd step consists of the 
application of about 0.3 gm. of coarsely ground as- 

estos to the surface of the heart, producing a mild 
m ammatory reaction. The 4th step is to bring the 


mediastinal fat into contact with the. heart so that it 
can act as a graft upon the heart. Operation is advised 
when the diagnosis of coronary insufficiency or angina 
pectoris is made. It is also advised after one or more 
infarcts, but the interval between operation and the 
last infarct should be at least 6 months. Contraindica¬ 
tions to the operation are signs of congestive heart 
failure, marked enlargement of the heart, and pro¬ 
gression of symptoms. Of 100 patients who were fol¬ 
lowed from 6 months to 5 years after operation, 40 
had no pain and 48 had less pain. Thirty-four were 
better able to work without limitations and 56 with 
moderate limitations; thus, 90% were better able to 
work. In 100 consecutive patients who were operated 
on, the surgical mortality was zero. 

Experience in the Surgical Management of Atrial 
Septal Defect and Pulmonic Stenosis Under Hypo¬ 
thermia. J. M. Salyer, C. S. Lyter and B. E. Pollock. 
Am. Surgeon 22:1058-1069 (Nov.) 1956 [Baltimore]. 

The authors believe that the simple type of atrial 
septal defect (ostium secundum) and isolated pulmonic 
stenosis, valvular or infundibular, can be most satis¬ 
factorily corrected by direct exposure under anes¬ 
thesia modified by hypothermia. Eighteen patients, 
ranging in age from 20 months to 89 years, have been 
subjected to simple direct vision cardiotomy or arteri- 
otomy approaches for the correction of atrial septal 
defects or for the relief of isolated pulmonic or in¬ 
fundibular stenosis with the aid of acutely induced 
general hypothermia. Sixteen of these patients are 
living, and follow-up studies and reports indicate that 
10 who had repair of interatrial septal defects are 
cured and 1 (with additional cardiovascular defects) 
is markedly improved. The 5 patients who had sur¬ 
gical relief of pulmonic stenosis have had significant 
to striking relief of symptoms. Three patients have 
been followed for over 2Vz years. Two patients, one 
in each congenital category, failed to recover after 
tolerating the hypothermia and. surgical procedure 
well. In 1, an adult with interatrial septal defect, 
multiple pulmonary emboli developed on the 1st post¬ 
operative day, and the other, a 21-month-old infant 
with pure pulmonic stenosis, died approximately 20 
hours after valvuloplasty from uncontrollable pe¬ 
ripheral circulatory collapse and cerebral anoxia. 

Surgical Treatment of Aortic Aneurysms. D. A. Cooley, 
M. E. De Bakey and O. Creech Jr. Am. Surgeon 
22:1043-1051 (Nov.) 1956 [Baltimore]. 

Of 253 patients subjected to excisional therapy for 
aortic aneurysms during the past 5 years, 185 had 
lesions of the abdominal and 68 of the thoracic aorta. 
Death occurred within the first weeks of operation-in 
24 of the former and 23 of the latter, with a total hos¬ 
pital mortality rate of 18%. The policy of accepting 
for operation almost all patients with aneurysm irre¬ 
spective of advanced age or evidence of cardiac, renal, 
or respiratory insufficiency is regarded as the factor 
primarily responsible for this relatively high surgical 
risk. In the elderly group of patients with lesions of 
the abdominal aorta, the fatality rate was almost 
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double that of the younger patients. The risk in hyper¬ 
tensive patients was twice that in the normotensive. 
Deaths in patients with cardiovascular and renal dis¬ 
ease were usually due to these diseases. Another im¬ 
portant factor contributing to the mortality is the 
presence of rupture of the aneurysm existing at the 
time of operation. Among the patients with abdominal 
aneurysm there were 25 with acute perforation, op¬ 
eration being performed as an emergency with the 
patients in shock with massive retroperitoneal hemor¬ 
rhage. Although there were 9 deaths in this group, the 
salvage of 16 patients, or 64%, is striking. In spite of 
the risk of operation under these circumstances, re¬ 
section of the aneurysm should always be attempted 
regardless of the apparent hopelessness of the situa¬ 
tion. Operation should not be delayed in order to 
combat shock in such cases by massive transfusion, 
and preparations should be made for immediate 
laparotomy. In most of these patients, improvement 
occurs immediately after the application of the proxi¬ 
mal occluding clamp, and the operation is well tol¬ 
erated. The operative risk is much higher in patients 
with lesions of the thoracic than the abdominal aorta 
because of greater strain upon the cardiovascular 
system. 

For sacciform aneurysms, tangential excision with 
lateral aortorrhaphy is effective, whereas fusiform 
aneurysms require segmental aortectomy with restora¬ 
tion of aortic flow by aortic homograft or synthetic 
prosthesis. Results of treatment in 219 cases of the 
former and 37 of the latter are reported. Because of 
the unusual nature of dissecting aneurysm, surgical 
therapy must be adapted to control the dissecting 
tendency. If the intimal tear occurs in the ascending 
aorta, a reentry passage is created in the descending 
aorta close to the origin of the ligamentum arteriosum. 
When the intimal tear occurs distal to ligamentum 
arteriosum, this segment of aorta is resected and a 
graft is inserted. In both types of operation, after the 
aorta is divided the 2 layers in the lower segment are 
sutured together in order to eliminate the extension of 
the process distally. Results of excisional therapy of 
dissecting aneurysms of the aorta were most gratifying. 
Survival and apparent cure were obtained in 10 of 13 
patients. The fact that virtually all of the £06 patients 
surviving operation were relieved of symptoms and 
returned to a relatively normal life indicates that 
excisional therapy is the most effective method in 
aortic aneurysms. 

Aortic Aneurysm Simulating Renal Colic: Report of 
3 Cases. D. B. Scanlan. J. M. Soc. New Jersey 53:589- 
591 (Dec.) 1956 [Trenton]. 

Scanlan presents the histories of 3 patients whom he 
saw in consultation after a provisional diagnosis of 
renal colic had been made. A ruptured abdominal 
aortic aneurysm was discovered in all 3. A series of 18 
patients with abdominal aortic aneurysm was reviewed 
to ascertain the important clinical features. Abdominal 
aneurysm is sometimes difficult to diagnose. It can 
simulate an acute abdominal surgical emergency. The 
urinary tract is frequently indicted as the source of 
the symptoms. A flat plate of die abdomen or an x-ray 


study'of the abdominal viscera are the most important 
aids in arriving at a correct diagnosis. Abdominal 
aortic aneurysm is usually due to arteriosclerosis, 
while thoracic aneurysm is-usually the result of syphi¬ 
lis. Therapy consists of excision of the aneurysm and 
suturing of the defect or replacement of the aneurysm 
with a homograft or synthetic graft. 

Splenectomy in Cirrhosis of the Liver with Spleno¬ 
megaly and Cytopenia: A Clinicopathological Analysis 
of 10 Cases. W. D. Germer. Deutsche med. Wchnschr. 
81:1884-1889 (Nov. 23) 1956. (In German) [Stuttgart, 
Germany]. 

On the basis of observations on 10 patients, Germer 
describes the influence of splenectomy in advanced 
splenomegalic cirrhosis of the liver on the general 
condition and on the anemia, leukopenia, and throm¬ 
bocytopenia. The general condition improved in 6 
patients and remained unchanged in 3; 1 patient-died 
5 months postoperatively after a progressively down¬ 
hill course. There were no esophageal hemorrhages 
postoperatively. The blood picture was improved in 9 
patients, but serunj proteins showed significant im¬ 
provement in only 2. In 1 instance they showed 
marked deterioration postoperatively. Histological 
examination of the spleens after their removal showed 
nonspecific changes (disappearance of follicles, fibrosis 
or sclerosis, marked hyperplasia of the red pulp), 
which provided no clue to the etiology of the spleno¬ 
megaly. 

Parasternal Dissection in Radical Mastectomies with 
a Follow-up Study. T. Tobiassen, B. Sprensen and 
E. Hasner. Acta chir. scandinav. 111:456-464 (No. 6) 
1956 (In English) [Stockholm], 

Fifty-five patients with carcinoma of the breast who 
were considered operable according to Haagensen 
and Stout’s criteria underwent radical mastectomy 
including parasternal dissection at the Rigshospitalet 
in Copenhagen between 1950 and 1952. Twenty-eight 
of the 55 patients did not have lymph node invasion, 
14 had axillary lymp node invasion, 9 had axillary and 
parasternal lymph node invasion, and 4 had parasternal 
lymph node invasion alone. Three of die 4 patients 
with parasternal invasion alone died within 3 years 
and all died within 4 years. Only 1 of the 9 patients 
with axillary and parast.emal lymph node invasion 
survived for 5 years. Results in this small series of 
patients suggest diat patients with parasternal lymph 
node invasion have a particularly unfavorable prog¬ 
nosis. 

A second series of 376 patients with carcinoma of 
the breast underwent radical mastectomy, including 
supraclavicular and parasternal dissection, at the same 
hospital between 1950 and 1955. Two hundred twenty- 
five of tlie 376 patients did not have invasion of lymph 
nodes, 12 had invasion of parasternal lymph nodes 
alone, 48 had invasion of parasternal and other lymph 
nodes, and 91 had invasion of other than the para^ 
sternal lymph nodes. The parasternal lymph nodes 
were particularly often invaded in patients with medi¬ 
al localization of the tumor. Parasternal metastases 
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were observed in patients with early lymphatic spread 
and were detected occasionally before the invasion of 
other lymph nodes. Parasternal lymph node invasion 
was not such a grave prognostic sign in this series of 
patients as in the smaller series. Five patients with 
parasternal invasion alone were followed for 3 years 
without recurrence, and only 1 of the 2 who were 
followed for 4 years had a recurrence. There was no 
operative mortality in the first series of patients under¬ 
going parasternal dissection, and the operative mor¬ 
tality was below 1% in the second series. Consequently, 
there is no reason to consider patients with invasion 
of parasternal lymph nodes as inoperable. 

The Case for Hemigastrectomy and Vagotomy in 
Surgical Treatment of Duodenal Ulcer. E. D. Grady. 
Am. Surgeon 22:1052-1057 (Nov.) 1956 [Baltimore], 

The author and his associates at the Veterans Ad¬ 
ministration hospital, Atlanta, Ga., began in 1951 to 
combine hemigastrectomy with vagotomy for the treat¬ 
ment of duodenal ulcer. A number of advantages 
became apparent in the course of ISO operations. The 
operation is technically easier to do than a subtotal 
gastrectomy. No marginal ulcers have developed to 
date. The small stomach ulcer syndrome is less fre¬ 
quent. The incidence of the dumping syndrome is 
about the same, but nutritional problems are less 
frequent. In 77S cases reported by a number of sur¬ 
geons, only 1 recurrent ulcer was found, and in this 
patient an intact right vagus nerve was found at the 
2nd operation. 

The protection against hyperacidity produced by 
this combination of hemigastrectomy with vagotomy 
seems greater than that produced by a 75% gastrec¬ 
tomy. Postoperative nutrition has not been a problem 
in hemigastrectomy and vagotomy. Although dumping 
occurs occasionally, it is less severe after hemigas¬ 
trectomy and vagotomy than after a more radical 
gastrectomy. The other symptoms of a small stomach 
(inability' to eat a full-sized meal, postprandial fulness, 
nausea, and vomiting) are much less frequent after 
hemigastrectomy' and vagotomy than after a more 
radical operation. 

Experiences with Gastropexy as Sole Surgical Inter¬ 
vention in Patients with Hiatus Hernia. R. Nissen. 
Schweiz, med. Wchnschr. 86:1353-1359 (Dec. 1) 1956 
(In German) [Basel, Switzerland]. 

Nissen performed gastropexy as sole surgical inter¬ 
vention in 8 patients with hernias of the esophageal 
hiatus. Four patients, a 69-year-old man, an 82-year- 
old woman, a 62-year-old man, and a 14-year-old boy, 
had a paraesophageal hernia resulting in typical “up¬ 
side-down stomach,” and the 4 other patients had a 
sliding hernia with severe esophageal symptoms. In 
the 69-year-old man a relatively' small intervention asso¬ 
ciated with little risk seemed desirable because of the 
patient s age, poor general condition, and incarcerated 
hernia. A small abdominal incision was made, the in¬ 
carcerated part was pulled out of the hernial aperture 
and the stomach was attached to the anterior abdomi¬ 
nal wall. The patient is alive and working 10 years 


after the operation, without any recurrence. Similar 
highly satisfactory results were obtained in the other 
patients. 

The technique is simple, but abdominal incision and 
the mode of fixation must be modified according to 
the shape of the stomach. A stomach in oblique posi¬ 
tion, a “horn-shaped” stomach, requires a laterally 
pedunculated strip of fascia, cut out from the upper 
margin of the wound of the subcostal incision and 
sutured to the anterior stomach wall under tension. 
It is important that the stomach remain under stronger 
caudal traction while the fixation is done. Care should 
be taken to include the tight lesser curvature in the 
suture. Additional sutures should be used to unite the 
anterior stomach wall with the parietal peritoneum. 
Most of the patients have a “hook-shaped” stomach; 
the following technique is recommended for these 
patients. A left-sided paramesial incision should he 
made, the fascia traction band should not be used, and 
the anterior stomach wall, mainly along the lesser 
curvature, should be attached to the parietal peri¬ 
toneum with strong silk threads. The stomach should 
also be pulled down with strong caudal traction. The 
partial immobilization of the stomach does not inter¬ 
fere with the passage of food. Smothering pain, of 
which the patients may complain during the first days 
when walking around, disappears spontaneously 
within about 2 weeks. The patients may be discharged 
10 or 12 days after the operation. 

Gastropexy is considerably less radical than tire 
abdominal or transthoracic closure of the hernial ring 
and the results are as satisfactory as those with radical 
surgery in paraesophageal hernia and superior in 
sliding hiatal hernia. 


NEUROLOGY & PSYCHIATRY 

Cerebral Vascular Insufficiency: An Explanation of 
the Transient Stroke. E. Corday, S. Rotlienberg and 
S. M. Weiner. A. M. A. Arch. Int. Med. 98:683-690 
(Dec.) 1956 [Chicago]. 

Acute cerebral vascular insufficiency may be defined 
physiologically as a deficiency' of cerebral arterial 
blood flow resulting from an inadequate systemic 
arterial blood pressure or impairment of the cardiac 
output. The deficit in cerebral blood flow may involve 
the whole brain, or it may be localized. When it is 
generalized, sy'mptoms of sy'ncope and generalized 
grand mal seizures may occur. It has not been clearly 
recognized that focal cerebral manifestations, such as 
hemiplegia, hemisensory disturbances, and Jacksonian 
seizures, are not uncommonly the result of localized 
cerebral vascular insufficiency. In the past, such dis¬ 
orders when permanent have been attributed to cere¬ 
bral hemorrhage, thrombosis, or embolism. When focal 
cerebral signs have been transient, they have usually 
been considered a result of localized cerebral vascular 
spasm. 

Many of these clinical phenomena are explainable 
on the basis of a different mechanism, generalized or 
localized cerebral vascular insufficiency. This concept 
is offered as an explanation for a variety of hitherto 
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vaguely understood clinical cerebral phenomena. They 
are characterized by focal (or general) cerebral dis¬ 
turbances when a state of systemic hypotension occurs 
in persons in whom cerebral arteries are narrowed or 
occluded. As a result of anatomic and physiological 
considerations and experimental investigation, it is 
believed that under conditions of systemic hypotension 
or reduced cardiac output the collateral circulation of 
the brain fails to supply the requirements of cerebral 
tissue whose arterial flow has been previously compro¬ 
mised. If the systemic blood pressure is promptly 
raised to a normal level, the collateral circulation 
again becomes adequate, and the cerebral signs and 
symptoms quickly disappear. If the hypotensive state 
is allowed to persist, permanent cerebral damage will 
result. From a clinical standpoint, it is important to 
recognize the state of cerebral vascular insufficiency 
because it can be rapidly abolished by restoring sys¬ 
temic blood pressure to normal, while failure to do so 
promptly will result in serious and permanent cerebral 
injury. In considering the differential diagnosis of cere¬ 
bral vascular accidents, the clinician must add cerebral 
vascular insufficiency to cerebral vascular hemorrhage, 
cerebral vascular thrombosis, cerebral embolus, and 
cerebral vascular spasm. 

The Possible Role of Vascular Changes in the Aetiol¬ 
ogy of Bell’s Palsy. M. J. Blunt. J. Laryng. & Otol. 70: 
701-713 (Dec.) 1956 [London], 

The etiology of Bell’s palsy is discussed with partic¬ 
ular regard to the possibility of vascular changes 
affecting the facial nerve. The available evidence from 
anatomic, experimental, pathological, and clinical 
sources accords best with the concept of a tumescence 
of the facial nerve resulting from primary vascular 
spasm, this swelling, in turn, being followed by com¬ 
pression ischemia, resulting in facial paralysis. Alterna¬ 
tive hypotheses are also considered but are discounted. 

Hearing and Speech in Infantile Hemiplegia Before 
and After Left Hemispherectomy. R. Goldstein, A. C. 
Goodman and R. B. King. Neurology 6:869-875 (Dec.) 
1956 [Minneapolis]. 

Auditory tests were performed on 4 patients with 
right infantile hemiplegia before and after removal 
of the abnormal left cerebral hemisphere. The ages 
of the patients at the time of the hemispherectomy 
were 12*A, 30, 35, and 37 years. Recording of the 
speech of 1 patient was made preoperatively and of 
all 4 patients postoperatively. 

Preoperative testing showed normal thresholds in 
both ears for pure tones and for speech. By contrast, 
the ability to identify relatively difficult words pre¬ 
sented at intensities above threshold was not normal. 
About 45% of the words presented to the ear contra¬ 
lateral to the abnormal hemisphere were identified 
incorrectly, as compared to an incorrect identification 
of only about 20% of the words presented to the left 
ear. The audiometric records made after hemispherec¬ 
tomy did not differ significantly from the preoperative 
records. The patient’s speech, while somewhat lacking 
in proper control of loudness or tempo, gave no evi¬ 


dence of aphasia. Vocabulary and language were com¬ 
mensurate with intellectual capacity and level of edu¬ 
cation. Speech was not affected adversely by the 
surgery. 

The results of the auditory tests on these patients 
confirm quantitatively the qualitative observations 
made previously in other similar cases. The observa¬ 
tions on the speech of the 4 patients confirm most 
observations previously reported. If there is damage 
to the dominant cerebral hemisphere at a very early 
age, the other hemisphere will assume control of the 
functions of speech and language. 

Pneumoencephalography in Tuberculous Meningitis. 

E. L. Foltz and T. F. Sheehy Jr. Am. Rev. Tuberc. 
74:835-855 (Dec.) 1956 [New York]. 

Twenty adults and 25 children with tuberculous 
meningitis were admitted to the Firland Sanatorium 
in Seattle and were subjected to a flexible program in 
an effort to improve the treatment of tuberculous men¬ 
ingitis by early diagnosis and treatment of cerebral 
complications, particularly of communicating hydro-c 
cephalus. Each of the 45 patients was considered for N 
pneumoencephalography only after the diagnosis of ' 
tuberculous meningitis was established by the history, 
neurological examination, and the findings in the cere¬ 
brospinal fluid. Ultimately, tubercle bacilli were cul¬ 
tured from the cerebrospinal fluid of all the patients. 
Chemotherapy, consisting of the administration of 
streptomycin and isoniazid-aminosalicylic acid, was 
started immediately in every patient. Pneumoenceph¬ 
alography was performed with the aid of thiopental 
(Pentothal) sodium anesthesia 1 to 3 weeks after ad¬ 
mission, provided that the neurological evaluation 
indicated no significant mass lesion in the posterior 
fossa. Serial follow-up pneumoencephalographic 
studies were done at subsequent intervals of 2 to 6 . 
months in those patients in whom pneumoencephalo¬ 
graphic abnormalities were believed to be progressive - 
in nature or when such studies were indicated by 
clinical deterioration or change. The duration of 
follow-up varied from 7 months to 5 years. 

One of the 20 adults showed progressing communi¬ 
cating hydrocephalus, and the findings in the other 
patients were probably consistent with the usual 
pneumoencephalographic findings in any group of 
similar age and socioeconomic status. The pneumoen¬ 
cephalographic recordings of 17 (68%) of the 25 chil¬ 
dren revealed communicating hydrocephalus, classi¬ 
fied as advanced in 7, moderate in 8, and minimal in 
2. Only 2 of the 17 patients with hydrocephalus 
showed spontaneous arrest on serial pneumoenceph¬ 
alographic recordings. Hydrocephalus was progressive 
in 15, and the patients required surgical treatment. 

A hydrocephalic syndrome was not clearly recognizable 
in the clinical signs and symptoms of the 17 children ,,- 
in whom a communicating hydrocephalus developed, 
although variable brain-stem deficits and evidence of 
increased intracranial pressure were always present. 
Clinical prediction of early hydrocephalus was, there¬ 
fore, difficult and inaccurate. Eight of the 45 patients 
died, and all of them were children. All deaths oc¬ 
curred in children with advanced or moderate hydro- 
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cephalus, indicating again the seriousness of this 
complication and the importance of its early recogni¬ 
tion. The average time interval between onset of men¬ 
ingitis and institution of therapy was 16 days in the 
children with advanced or moderate hydrocephalus 
and in the children who did not have hydrocephalus. 
This interval was 14 days in the adult patients. Treat¬ 
ment delay within the 16-day-interval would seem to 
have little effect on the development of the hydroceph¬ 
alus. The occuiTence of delayed hydrocephalus was 
shown by serial pneumoencephalography in 5 patients; 
it occurred from 1 to years after the cerebrospinal 
fluid had been restored to normal and had remained 
normal. Pneumoencephalography used early in pa¬ 
tients with tuberculous meningitis and serially there¬ 
after did not produce any complications in activating 
the tuberculous process. 

The advantages of such early initial and serial use 
of pneumoencephalography are early diagnosis of the 
communicating hydrocephalus; determination of the 
progressive nature of the hydrocephalus; serial control 
on the effectiveness of treatment of hydrocephalus; 
prognostic value when hydrocephalus has been absent; 
and recognition of delayed changes producing com¬ 
municating or obstructive hydrocephalus 1 to 3 years 
after the onset of meningitis and associated with nor¬ 
mal cerebrospinal fluid findings. 

The Ataractic Drugs: The Present Position of Chlor- 
promazine, Frenquel, Pacatal, and Reserpine in the 
Psychiatric Hospital. H. A. Bowes. Am. J. Psychiat. 
113:530-539 (Dec.) 1956 [Baltimore]. 

In a veterans psychiatric unit of 550 beds with a 
high rate of admissions and discharges, chlorproma- 
zine and reserpine have been intensively studied dur¬ 
ing the past 2 years. Since June, 1955, Frenquel was 
given to 130 patients and Pacatal to 250 in order to 
clarify the indications for these ataraxics in the treat¬ 
ment of acute and chronic psychoses. Frenquel ap¬ 
pears to have antihallucinatory and physically tonic 
effects in a small minority of regressed schizophrenics 
hut seems to be of no value in the treatment of acute 
psychoses. Reserpine has also failed to fulfill earlier 
expectations. It is now reserved for the tranquillization 
of patients with arteriosclerosis and as an adjuvant in 
the psychotherapy of some withdrawn schizophrenics. 

Pacatal, a phenothiazine derivitive recently devel¬ 
oped in Europe, and chlorpromazine are interchange¬ 
able and synergistic. Pacatal is almost twice as strong 
a tranquillizer but a weaker hypnotic. Unlike chlor¬ 
promazine, a sympatholytic and depressant, Pacatal is 
mildly euphoriant and strongly parasympatholytic. 
Both are indicated in the symptomatic relief of psycho¬ 
motor excitation, aggression, destructiveness, restless¬ 
ness, and tension in acute and chronic psychoses. A 
combination of both, in which their mutually antago¬ 
nistic autonomic effects reduce the incidence of com¬ 
plications and abolish the Parkinsonian syndrome, is 
yielding promising results. The ataraxic drugs have 
reduced the need for electroconvulsive therapy and 
lobotomy without replacing these methods completely. 
The seclusion of disturbed patients has been reduced 


to one-tenth. Since July, 1955, insulin coma therapy 
has been replaced by group psychotherapy with ata¬ 
raxics used as adjuvants. Over twice the number of 
patients can be treated, with better results. Discharges 
during 1955 outnumbered, admissions; the hospital 
atmosphere is calmer, and there is increased confi¬ 
dence and optimism. Ataraxics alone merely modify 
symptoms, but in conjunction with psychotherapy they 
open up wide vistas of therapeutic promise. 

Treatment of Cerebral Concussion Under Guidance 
of Evipan Test. E. Akerlund. Nord. med. 56:1617-1619 
(Nov. 8) 1956 (In Swedish) [Stockholm]. 

The Evipan test allows determination of changes in 
the flicker fusion values under the influence of Evipan. 
In acute head injury, treatment is guided by the out¬ 
come of the Evipan test, which is as a rule applied 
from 1 to 3 days after admission and repeated every 
2nd or 3rd day until it becomes negative. The time 
when the test becomes negative depends on tire 
severity of the injury and decides the duration of con¬ 
finement to bed. In bed the patient takes the position 
he likes. He is usually fit for discharge a few days after 
being allowed up. Of 254 patients with cerebral con¬ 
cussion treated, patients with severe extracranial in¬ 
juries and those aged under 10 and over 70 not includ¬ 
ed, 93 were back at work within 2 weeks; 83, in from 
3 to 4 weeks; and 51, in from 5 to 8 weeks; all but 2 of 
the remaining 27 were eventually able to resume their 
normal work. The improved results of treatment of 
acute head injury, with quicker return to work, depend 
to a certain extent on the fact that the period of rest 
in bed is shorter and adapted to the degree of injury 
and that more energetic physical exercise during con¬ 
valescence is encouraged. The early recognition and 
treatment of the smaller group of patients who tend to 
neurotic manifestations is thought to be of special 
importance. 

Therapeutic Results in Mental Hospitals with a Mini¬ 
mum of Professional Personnel. L. H. Bartemeier. Am. 
J. Psychiat. 113:515-518 (Dec.) 1956 [Baltimore]. 

Some patients in mental hospitals improve sufficient¬ 
ly to return to their families and their occupations with¬ 
out having received any medication or psychiatric treat¬ 
ment. Such illnesses as reactive depressions, toxic con- 
fusional states, and the acute reactions induced by the 
withdrawal of alcohol and certain drugs are known 
to be self-limited; however, recovery without psychiat¬ 
ric treatment from such illnesses as severe and pro¬ 
longed anxiety, exacerbations of schizophrenic 
illnesses, addiction to Demerol, and the involutional 
depression is unexpected and unusual. It cannot be 
regarded as spontaneous, because it occurs during the 
period of hospitalization and is always attributed to 
the hospital by the patients and their families. Many 
psychiatrists can recall isolated instances of recovery 
in hospitals of patients who had not received any 
treatment. The author describes transitory recoveries 
of patients in 2 different mental hospitals. They were 
achieved apparently without benefit of psychiatric 
treatment but were clearly dependent upon psychiat- 
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ric hospitalization. Such improvements may take place 
in the most unattractive and uncomfortable surround¬ 
ings or in the best-equipped and most modern hospital. 
There is no definite information about the number of 
patients who are benefited principally by having been 
hospitalized nor about how frequently the influence of 
another patient, or a group of patients, or nurse, or 
psychiatric aide, or adequate custodial care, has 
effected favorable modifications of mental illness. The 
author stresses the need for evaluating psychotherapy 
and studying the total recovery process. 


GYNECOLOGY & OBSTETRICS 

The Role of Retained Placental Fragments in Immedi¬ 
ate and Delayed Postpartum Hemorrhage. W. M. Les¬ 
ter, R. A. Bartholomew, E. D. Colvin and others. Am. 
J. Obst. & Gynec. 72:1214-1226 (Dec.) 1956 [St. Louis]. 

A statisical study was undertaken to obtain more 
information about the role of retained placental frag¬ 
ment in postpartum hemorrhage. There were 85 wom¬ 
en with retained placental fragments among 9,732 
women delivered, or 1 in 114, but only 40 of the 85 
had abnormal bleeding (1 in 243). Retained placental 
fragments play a minor but important role in immedi¬ 
ate and early puerperal hemorrhage, accounting for 
only 25 of 575 postpartum hemorrhages or 4.5% in this 
series of cases. In contrast they play a major role in the 
causation of gross hemorrhage in the late puerperium, 
accounting for 44.4% in this series. Areas of abnormally 
adherent placental attachment were present in a 
large number of puerperal women with unusual bleed¬ 
ing, both early and late. Women with retained placen¬ 
tal fragments causing late puerperal hemorrhage pre¬ 
sented no differentiating symptoms and no diagnostic 
physical findings except on digital exploration of the 
uterus. Early exploration of the uterus and curettage 
in all patients with gross late puerperal hemorrhage 
seems advisable because of the frequent finding of 
retained placental tissue and the tendency of bleeding 
to persist in such cases until the uterus is emptied. A 
liberal attitude toward exploration of the uterus in 
the immediate puerperium is recommended. Any ab¬ 
normality in the third or fourth stage of labor or any 
defect of the secundines should be an indication for 
exploration. Uterine tamponade is recommended for 
control of hemorrhage in the early or late puerperium 
when it is impossible to completely remove densely 
adherent placental fragments. Hysterectomy was not 
required in this series for hemorrhage due to atony or 
retained placental tissue. 

Pregnancy in the Bicornuate Uterus. F. H. Falls. Am. 
J. Obst. 6c Gynec. 72:1243-1254 (Dec.) 1956 [St. Louis], 

The author has been interested in pregnancy in the 
bicornuate uterus since 1921, when a baby died in 
utero after 2 hours of desultory labor, which con¬ 
tinued after its death. Good pains were stimulated by 
a Voorliees bag; the cervix was dilated, the bag was 
expelled, and yet the head did not engage. A hand 
was introduced into the uterus, and when no fetus 


was found a septate uterus was diagnosed, the septum 
perforated, and the baby delivered by version and 
extraction. All uteri are bicornuate in the early stages 
of their development. The normal, pear-shaped hu¬ 
man uterus is the product of fusion of the Mullerian 
ducts. If fusion fails, a deformity results, the degree of 
which depends on the time in the life of the embryo 
when interference occurred in the process of uterine 
development. If it occurred very early in embryonic 
life the lack of fusion may result in 2'complete uteri, 
each with an associated vagina (uterus didelphys). If 
the cervices fuse but not the body, a uterus bicornis 
results. ■ If the cervices and the bodies fuse but a 
septum remains between the right and left sides, the 
resulting anomaly is termed uterus bicornis septus. If 
the dividing septum is present in the upper part of 
the uterus only, a subseptus organ is formed. Only a 
slight notch in the fundus is characteristic of the 
arcuate type of bicornuate uterus. The more marked 
the uterine deformity, the fewer examples will be met 
clinically and the greater the difficulties one may ex¬ 
pect during pregnancy and parturition; also, the easier 
it is to make an early diagnosis and give early treat¬ 
ment. Contrariwise, the lesser degrees of deformity 
are difficult to diagnose. 

A bicornuate uterus may play a part in sterility, 
habitual abortion, premature labor, intrauterine fetal 
asphyxia, breech presentation, obliquely transverse 
position, transverse presentation, opisthotonos fetus, 
placenta previa, premature detachment of the pla¬ 
centa, eclamptogenic toxemia, prolapsed cord, inver¬ 
sion of the uterus, postpartum hemorrhage and re¬ 
tained placenta. While these various complications 
should be anticipated in the woman with a bicornuate 
uterus, it should also be realized that a large per¬ 
centage of these women are delivered spontaneously 
and without complications. This fact has led to a 
failure to appraise the importance of the deformity in 
the management of pregnancy and labor. “Watchful 
expectancy” fits this condition perfectly. The anomaly 
is one of the most important causes of perinatal mor¬ 
tality, and a proper appreciation of this fact will re¬ 
sult in significant fetal salvage. 

Afibrinogenemia. C. J. Murphy Jr., H. Picot and H. G. 
Thompson. Am. J. Obst. & Gynec. 72:1197-1206 (Dec.) 
1956 [St. Louis]. 

Severe uncontrollable hemorrhage associated with a 
failure of the blood to clot is a potentially disastrous 
complication of pregnancy. The nature of this defect 
was first described by Dieckmann in 1936, who noted 
a markedly reduced level of fibrinogen in patients who 
had hemorrhages following abruptio placentae. The 
authors report on 3 of the 5 patients with afibrino¬ 
genemia observed by them during a 12-month period. 
Acquired afibrinogenemia, hypofibrogenemia, or fibro- 
genopenia with its resultant hemorrhagic diathesis 
has been reported as occurring in (1) premature sepa¬ 
ration of the placenta (abruptio placentae); (2) amni- 
otic fluid infusion or embolism; (3) long-standing 
retention of a dead fetus in utero; (4) convulsive 
eclampsia; (5) postpartum hemorrhage; and (6) sur- 
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deal trauma. Certain standard procedures are war¬ 
ranted for the proper diagnosis and management of 
tins condition. As defibrination occurs and increases, 
the platelets are reduced by lytic action. Prolonged 
labor, infection, and other states will produce lysis. 
Afibrinogenemia and lower nephron nephrosis, while 
two distinct entities, appear to have at times a com¬ 
mon pathogenesis. 

In 2 of the 3 cases, preeclempsia existed with the 
abruptio placentae and afibrinogenemia. The kidney 
of a patient who died showed extensive epithelial 
damage in the tubules but little or no hemorrhage into 
the uterus. This substantiates the fact that hysterec¬ 
tomy is not indicated in such cases. Removal of the 
uterus simply shifts the site of bleeding to other areas. 
Two of these patients had transfusion reactions. One 
of them, who did not have toxemia, showed blood and 
casts in the postoperative urine. These patients ap¬ 
parently are more vulnerable to anaphylactoid reac¬ 
tions. If they are doing fairly well, with a hemoglobin 
content of 8 gm. per 100 cc., the hemoglobin level 
should be built up slowly by iron medication rather 
than by blood transfusion. A fibrinogen index should 
be obtained routinely in all cases of premature sepa¬ 
ration of the placenta. Afibrinogenemia may also oc¬ 
cur as a result of amniotic fluid emboli and in the 
presence of a dead fetus. The most useful test is the 
clot-retraction-time determination. This should be fol¬ 
lowed by a quantitative test. Ten grams of fibrinogen 
should be kept in the hospital at all times. Afibrino¬ 
genemia should be corrected preoperatively and blood 
volume replaced with fresh blood. Usually 1 gm. of 
fibrinogen is needed for every pint of blood (averaging 
5 to 6 gm. in treatment). Some authors have been 
using apresoline because it relieves spasm of the 
afferent arterioles and does not affect hypotension 
already present. Blutene is reported as having good 
antilytic action; it stops lysis, but it is of no value in 
preventing defibrination. Patients with premature 
separation of the placenta should be promptly de¬ 
livered. The use of pitocin to stimulate labor in such 
instances may well be questioned because its use may 
precipitate or increase the severity of afibrinogenemia 
or lower nephron nephrosis. 

Abdominal Hysterectomy. H'. Lefevre. Ugesk. laager 
118:1349-1357 (Nov. 15) 1956 (In Danish) [Copen¬ 
hagen], 

From 1953 to 1956, 569 abdominal hysterectomies 
(496 total, 73 subtotal) were performed in the gyne¬ 
cologic department K of Bispebjerg Hospital. Subtotal 
hysterectomies constituted 14.7% of the series, but of 
the 201 hysterectomies performed in 1955, only 12, or 
67», were subtotal. Total hysterectomy is today the 
normal method of the department. Meig’s method was 
applied in the first 340 total hysterectomies and 
Aldridge's method in the later 156 cases. Of the 569 
patients, 2 died primarily, 1 in each group, giving a 
primary mortality of about 0.3% for the entire ma¬ 
terial and 0.2% for total hysterectomy. Transfusions 
were given before operation so that the hemoglobin 
level was normal during operation. Except for the 2 
tatal cases complications were met by adequate treat¬ 


ment (antibiotics, antishock therapy, anticoagulation 
treatment, corrective operative treatment). Of the 496 
patients subjected to total hysterectomy, 114 had 
malignant or premalignant lesions. In 382 patients 
with benign lesions a total hysterectomy was chosen 
for prophylaxis against cancer. After subtotal hysterec¬ 
tomy, cancer develops in the cervical stump in from 1 
to 2% of the patients. Total hysterectomy is the only 
sure prophylaxis against the development of stump 
carcinoma. Internal dyspareunia and earlier gyne¬ 
cologic operations are considered an indication for 
preferring a total to a subtotal hysterectomy. Removal 
of the cervix prevents the development not only of 
stump carcinoma but of other disorders. In gyne¬ 
cologic interventions, allowances must be made for 
the physiological and psychological factors special for 
each patient. The importance of careful preoperative 
treatment is stressed, and particularly the importance 
of preoperative correction of existing anemia. 

Diagnosis of Ovarian Carcinoma by Vaginal Cytology. 
D. C. Figge and R. R. De Alvarez. Obst. & Gynec. 
8:655-663 (Dec.) 1956 [New York]. 

Ten patients with ovarian malignancy are reported. 
In all patients vaginal cytology was performed before 
the clinical diagnosis was established. Two smears 
were obtained on all patients, one from the vaginal 
pool and one from the squamocolumnar junction. 
Every smear contained small atypical glandular cells, 
characteristically scattered throughout the smears. 
None of the other diagnostic atypia was present in the 
smears. Most of the smears contained elongated 
tapered cells, which were not definitely malignant but 
which were so frequent as to arouse suspicion of 
ovarian malignancy. Four of the patients with gran- 
ulosa-cell carcinoma presented a picture of hyper¬ 
plasia of the endometrium in the vaginal smear. Three 
of the 10 patients demonstrated either surgical or clin¬ 
ical ascites. Smears were taken of the ascitic fluid, 
which showed atypical formations of such degree as 
to support a diagnosis of malignancy. Malignant vagi¬ 
nal smears without demonstrable malignancy of the 
vagina justify an investigating diagnosis of genital or 
abdominal carcinoma. False-positive smears are very 
uncommon. Positive vaginal smears screened by com¬ 
petent cytologists may offer a potential aid in the 
early diagnosis of ovarian malignancy. Serial vaginal 
smears from patients suspected of genital malig¬ 
nancies are more effective than the single smear. It is 
a matter of conjecture whether the atypical cells are 
transported to the vaginal cavity by transtubal route 
or by metastatic spread to the endometrium. 

Diagnosis of Uterine-Tube Carcinoma by Vaginal 
Cytology. J. I. Brewer and A. M. Guderian. Obst. & 
Gynec. 8:664-672 (Dec.) 1956 [New York], 

Positive and atypical vaginal smears were found in 
3 patients with tubal carcinoma. These patients had 
a history of abnormal bleeding, 2 in the menopausal 
period and 1 in the climacteric one. Curettage and 
biopsy of the cervix failed to demonstrate carcinoma 
of the uterus. Positive smears persisted. Complete 
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medical investigation and, sometimes, abdominal ex¬ 
ploration are indicated, if the former procedures fail 
to locate the uterine malignancy or if the neoplasm 
is located beyond the uterus in the tube, ovary, or 
peritoneum. Procedure of choice is culdoscopy and 
uterosalpingography, which may supply all the in¬ 
formation that can be obtained by abdominal explora¬ 
tion. The routine employment of vaginal smears is a 
remarkable advance in the early diagnosis of primary 
or metastatic ovarian and tubal carcinoma. 


DERMATOLOGY 

An Appraisal of Hyalinosis Cutis et Mucosae. C. W. 
Laymon and E. M. Hill. A. M. A. Arch. Dermat. 
75:55-65 (Jan.) 1957 [Chicago]. 

The authors describe a case of hyalinosis cutis et 
mucosae in a 57-year-old woman. This rare disease is 
characterized clinically by a polymorphous eruption 
k of yellow papules, hyperkeratotic plaques, crusts, 
Sy ulcers, and atrophic scars occurring especially on the 
' face, elbows, and knees. The mucosal lesions consist 
of yellowish-white infiltrations involving the mouth, 
pharynx, and larynx, giving rise to rigidity of the 
tongue, dysphagia, hoarseness, and sometimes severe 
dyspnea. Microscopic examination shows that the 
cutis is permeated by an amorphous, structureless sub¬ 
stance, which may be seen in the small vessels as 
mantles around them and throughout the tissues. The 
chemical composition of this substance is a combina¬ 
tion of lipoid and protein. Dyslipoidemia and dyspro- 
teinemia are terms used to denote a quantitative dis¬ 
proportion between the different types of lipoids and 
proteins in the serum. Dyslipoidemia was revealed in 
the patient’s serum by an absolute increase in both 
the total lipoids and the phospholipids. Reports col¬ 
lected from the literature revealed the presence of 
dyslipoidemia and/or dysproteinemia in some cases. 

Hyalinosis cutis et mucosae may be regarded as a 
genodermatosis that is familial and may be related to 
consanguinity. A congenital irritability or fragility of 
the terminal vessels, with transudation of lipoids and 
proteins into the tissues, is an acceptable hypothesis 
for the explanation of the composite picture of hyalin¬ 
osis cutis et mucosae. It does not explain the patho¬ 
genesis or the underlying reasons why the altered 
blood vessels permit such a selective transudation. 

Dermatohistopathology of Various Types of Sclero¬ 
derma. P. A. O’Leary, H. Montgomery and W. E. Rags¬ 
dale Jr. A. M. A. Arch. Dermat. 75:78-87 (Jan.) 1957 
[Chicago]. 

The authors report dermatohistopathological find¬ 
ings in more than 200 patients with generalized and 
localized forms of scleroderma. Increase in the thick¬ 
ness of the cutis and fibrosis of the subcutaneous 
tissues occurred to a greater extent in the presence of 
diffuse generalized scleroderma than in localized forms 
of scleroderma. On the other hand, thinning of the 
cutis and atrophy of the collagen was more prominent 
in acrosclerosis. There tended to be a grenz, or border, 
zone between the epidermis and elastic tissue in the 


cutis, together with an increase in fine elastic-tissue 
fibers, in acrosclerosis. Obliterative changes in the 
vessels were minimal in morphea and greatest in dif¬ 
fuse scleroderma. A perivascular infiltrate, which was 
a prominent feature in morphea, was absent occa¬ 
sionally in other forms of scleroderma and especiall) 
in acrosclerosis. Epidermal changes seemed to be o! 
minor importance. A relative and absolute hyperkera 
tosis predominated in acrosclerosis, whereas epiderma 
changes usually were minimal in morphea. An increasi 
in melanin pigmentation took place in the basal laye: 
in all forms of scleroderma; there was also an increasi 
in the melanophages in the cutis. Morphea showec 
the least increase in pigmentation. The use of modi 
fied McManus stain and also that of the periodic acid- 
Schiff reaction (PAS) failed to reveal any appreciabli 
increase in mucopolysaccharides or ground substance; 
in any of the forms of scleroderma. Biopsy specimen: 
of muscles from patients with scleroderma showet 
obliterative changes in the interseptal vessels ant 
secondary homogenization and atrophy of the musclt 
bundles, with loss of cross striations. 

Distinction between different forms of scleroderm: 
is important, if only in regard to prognosis. There art 
dermatohistopathological differences between the vari 
ous forms, but these are not diagnostic. 


OTOLARYNGOLOGY 

The Prolonged Administration of Streptomycin Hydro 
sulfate: The Effect on Hearing. I. S. Witehell. A. M. A 
Arch. Otolaryng. 64:514-519 (Dec.) 1956 [Chicago]. 

One hundred two patients between the ages of 18 
and 69 years with pulmonary tuberculosis who had 
received streptomycin hydrosulfate for from 18 to 96 
months were tested for hearing acuity by pure-tone 
audiometry performed in a “quiet room” in an at¬ 
tempt to determine whether the prolonged adminis¬ 
tration of streptomycin might cause delayed toxic re¬ 
actions involving the auditory apparatus. The total 
dose of streptomycin administered varied from 160 to 
900 gm. Tlie most frequent form of treatment con¬ 
sisted of the daily administration of doses of 1 gm. of 
streptomycin for the first 7 to 30 days, then 1 gm. 3 
times a week, or 1 gm. 2 times a week. Most patients 
received aminosalicylic acid and isoniazid simultane¬ 
ously. Twenty patients were hospitalized and 82 were 
outpatients. 

Forty-two of the 102 patients were between the 
ages of 13 and 29, and 10 (21%) of this group had 
slight to moderate hearing loss; 29 patients were be¬ 
tween the ages of 30 and 39, and 9 of these had hear¬ 
ing loss; 11 of 19 patients between the ages of 40 and 
49, 5 (62.2%) of 8 between the ages of 50 and 59, and 
all 4 between the ages of 63 and 69 had hearing loss. 
Only 2.4% of the youngest age group and 25% of the 
patients between the ages of 50 and 59 years showed 
signs of damage based on subjective complaints of 
hearing loss combined with audiometric loss. These 
findings suggest that the incidence of hearing loss 
from the prolonged use of streptomycin increases with 
the age of the patient. Streptomycin hydrosulfate can 



MEDICAL LITERATURE ABSTRACTS 


791 


Vol. 103, No. 9 

be administered on an outpatient basis, but its use 
should be controlled by audiometric examination be¬ 
fore the administration of the drug and at 6-month 
intervals thereafter in those aged less than 30 years 
and at increasingly frequent intervals as the age ot 
the patient increases. 

Influence of Prednisone on Nasal Polyposis with 
Anosmia: Preliminary Report. W. T. Hotchkiss. 
A. M, A. Arch. Otolaryng. 64:478-479 (Dec.) 1956 
[Chicago]. 

Prednisone was given to 30 patients with nasal ob¬ 
struction caused by massive nasal polypi. A 5-mg. tablet 
was given 3 times a day for 3 days, then 1 tablet twice 
a day for 2 days, and then one tablet for 1 day. The 
patient was reexamined on the seventh day. The re¬ 
sponse to the drug was dramatic in patients with 
mucoid polypi. Almost complete disappearance of the 
growths had taken place; only small nubs, the fibrous 
residuals, could be detected. The sense of smell was 
restored. This restoration of function was not influ¬ 
enced by the length of time during which the anosmia 
' had been present but was proportional to the amount 
of shrinkage obtained. The shrinkage was negligible 
in patients with the fibrous type of polypi, or at least 
it was less pronounced than in those with mucous 
polypi, and the return of the sense of smell was less 
dramatic. Administration of 60 mg. of prednisone per 
week on a trial basis proved desirable in patients in 
whom both types of polypi were present. The 60-mg. 
weekly dose was repeated for 2 or 3 weeks in a few 
patients, but the result obtained at the end of 1 or 2 
weeks proved maximal. The mulberry masses in 2 
patients with polypoid posterior tips of the inferior 
turbinates disappeared as a result of prednisone 
therapy. 

A reversal to the original condition was noted in 
about 10 days after prednisone therapy had been dis¬ 
continued in patients who had obtained maximum 
shrinkage. A maintenance dose is, therefore, necessary 
for a lasting favorable effect. One 11-year-old girl 
went along satisfactorily on 2 mg. of the drug a day. 
Several adults required 5 mg. of the drug a day; this 
amount was given in divided doses. The average 
maintenance dose seems to be about 3 mg. a day, in 
1-mg. tablets. Prednisone is contraindicated in patients 
with peptic ulcer, tuberculosis, psychosis, and herpes 
simplex. 


therapeutics 

Oral Potassium Therapy. C. T. G. Flear, M. Hill and 
V' O 10rnas - Lancet 2:1190-1192 (Dec. 8) 1956 [Lon- 
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and where edema may be present. Various potassium 
compounds that have been tried in oral administration 
are listed. The authors gave potassium chloride in ad¬ 
dition to the usual therapy (including rest in bed, 
digitalis, mercurial diuretics) to 32 consecutive pa¬ 
tients with congestive cardiac failure. Five of these 
patients experienced no symptoms from potassium 
chloride, 15 tolerated it despite symptoms, and 12 
were completely unable to tolerate it. Two of those 
who originally were tolerant later became intolerant. 
The 14 patients unable to take potassium chloride 
were tried on other potassium compounds, and for 11 
of them a form of potassium supplementation was 
found that could be tolerated, though about half of 
these patients still had distressing symptoms. It has 
been reported that the administration of calcium car¬ 
bonate together with potassium chloride may obviate 
epigastric burning. The authors have not found this 
to be so; all the compounds of potassium so far tried 
by them have given rise to symptoms in some patients. 
Deficiency of potassium is sometimes associated with 
alkalosis. Where this is present ammonium chloride is 
often given as well as potassium. The ammonium 
chloride solution often gives rise to nausea or vomit¬ 
ing. 

It would be helpful if it were possible to give at 
least some of the extra potassium by more natural 
means. With this in mind the authors analyzed various 
drinks for their sodium, potassium, and chloride con¬ 
centration. The results are listed in a table, and show 
that the pure fruit juices contain the most potassium 
with least sodium. By giving up to a liter of pure 
fruit juices daily, the authors have been able thereby 
substantially to reduce the daily amounts of potassium 
given as salts. The drinks did not interfere with the 
patient’s appetite, and no side-effects were observed. 

Gastroduodenal Ulcers During Treatment with Delta- 
cortisone. C. Debray, J. P. Hardouis, R. Laumonier, 
M. Cerf and E. Martin. Semaine hop. Paris 32:3616- 
3626 (Nov. 22) 1956 (In French) [Paris]. 

Gastroduodenal ulcers developed in 5 patients re¬ 
ceiving deltacortisone (prednisone). Two were being 
treated for jaundice, 2 for polyarthritic pain, and 1 
for asthma. In 1 patient the manifestations of ulcer 
developed after the administration of 30 mg. of the 
drug per day for 3 days. In the 1 case that terminated 
in a fatal perforation, the drug had been given in 
doses of 30 mg. per day for 22 days and had caused 
a remarkable amelioration of symptoms of advanced 
alcoholic cirrhosis. Detailed results of the histological 
examination of materials obtained at autopsy are given 
for this case; in the others, the appearance and sub¬ 
sequent disappearance of the lesions were observed 
by roentgenography. It is recommended that deltacor¬ 
tisone not be given to patients whose histories suggest 
the possible occurrence of gastrointestinal ulcers in the 
past, that patients receiving this hormone be watched 
for gastrointestinal symptoms, that it be given when 
possible in 1-week courses with 1-week rest periods 
between, and that it be given only when indispensable 
and withheld in cases of ordinary catarrhal jaundice. 
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Pediatrics. Edited by Donald Paterson, M.D., and John Fergu¬ 
son McCreary, M.D., Professor and Head, Department of 
Pediatrics, University of British Columbia, Vancouver. With 36 
contributing authors. Cloth. $14. Pp. 654, with 192 illustrations. 
J.-B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 
20S3 Guy St., Montreal, Canada; Pitman Medical Publishing Co., 
Ltd., 39 Parker St., Kingsway, London, W.C.2, England, 1956. 

In the preface the editors state, “There would be 
little reason for producing a new book on pediatrics 
unless it were designed to fill an obvious need. This 
book is . . . designed primarily for the physician in 
the general practice of medicine. ... A short section 
has been developed to aid the physician in a small 
community. . . . The book represents an attempt to 
produce a practical volume which contains the infor¬ 
mation necessary for the application of modern meth¬ 
ods to the care of children. . . .” Unfortunately, the 
editors have not been successful in reaching complete¬ 
ly the objectives stated in the preface. Allergies and 
seizures, two conditions commonly encountered, are 
not treated exhaustively or in a practical enough man¬ 
ner to be of much use to the general practitioner. The 
section on allergies takes up 13 pages, whereas the 
section on diseases of the endocrine glands, seen less 
frequently, occupies 27 pages. On the other hand, the 
sections dealing with mental retardation and behavior 
disorders and the one on immunization are well han¬ 
dled. The diagnostic features of the problem of jaun¬ 
dice and erythroblastosis are also well presented. The 
treatment of erythroblastosis by exchange transfusion 
is well covered except for the unfortunate omission of 
the technique of exchange transfusion. Here the 
reader is given a reference to the literature. The 
section dealing with electrolyte balance likewise de¬ 
scribes logically and fully the general principles that 
are applicable, but the normal values for the electro¬ 
lyte content of the body fluids are not given except 
in the form of a bar graph. It is true that the appendix, 
which gives many of the normal findings for labora¬ 
tory testing, does give these values, but this necessi¬ 
tates seeking the information in more than one place. 
In fact, the appendix, which also gives drug dosages, 
is one of the most valuable portions of this book. 

There is a two-page section on public health agen¬ 
cies that could be made more useful simply by supply¬ 
ing the names and addresses of such agencies and the 
types of services that are available. As is often the 
case in a book written by many authors (in this case 
36, besides the editors), there is a rather uneven qual- 
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ity to the presentation. Some sections are treated from 
one viewpoint and others from an entirely different 
viewpoint. Some of the chapters are excellent, some 
are mediocre, and some are poor. The sections on 
bones and joints and on the eye are well illustrated, 
but other chapters suffer from a lack of adequate 
illustration. There is a great deal of overlap, and many 
subjects, such as the Rh factor, are discussed in sev¬ 
eral sections. In spite of these shortcomings, the book 
does contain a great deal of information. Although 
it is well printed and readable, it is in no way com¬ 
parable in information or usefulness to the many ex¬ 
cellent standard textbooks on pediatrics already avail¬ 
able. 

g eptic Seizures: A Correlative Study of Historical, Diag- 
ie. Therapeutic, Educational and Employment Aspects of 
■ — H ..epsy. Editors: John R. Green, M.D., and Harry F. Steelman, 
M.D. Based on proceedings of joint meetings of Seventh West¬ 
ern Institute on Epilepsy, Western Society of Electroencepha¬ 
lography, and American Academy of General Practice (Arizona 
chapter) on November 10, 11, 12, 1955, in Phoenix, Arizona. 
Cloth. $5. Pp. 165, with illustrations. Williams & Wilkins Com¬ 
pany, Mount Royal and Guilford Aves., Baltimore 2, 1956. 

This volume covers a wide range. Nine of the au¬ 
thors are not physicians, so the subject matter is a 
composite of views on both medical and social prob¬ 
lems. The book is dedicated to Dr. Wilder Penfield, 
whose portrait forms the frontispiece. Three of the 
chapters are by him, one being a follow-up study of 
203 patients who were operated on. The last chapter 
is an interesting account of his visit to the Isle of 
Cos, where Hippocrates practiced. The volume is at¬ 
tractively bound and provides a quick review of the 
various aspects of epilepsy and its therapy. 

World Trends in Cardiology: Selected Papers from Second World 
Congress of Cardiology and Twenty-Seventh Annual Scientific 
Sessions of the American Heart Association Held in Wash¬ 
ington, D. C. I: Cardiovascular Epidemiology’. Edited'by Ancel 
Key’s, Ph.D., and Paul D. White, M.D. II: Cardiovascular Sur¬ 
gery: Panel Discussions. Edited by Helen B. Taussig, M.D., and 
Arthur S. Cain, Jr., M.D. Ill: Blood Volume and Contractile 
Protein in Heart Muscle. Edited by Arthur S. Cain, Jr., M.D. 
IV: Cardiovascular Diagnosis and Therapy’. Edited by Arthur 
S. Cain, Jr., M.D. V: Instrumental Methods in Cardiac Diag¬ 
nosis. Edited by Louis N. Katz, M.D., and Arthur S. Cain, Jr., 
M.D. Cloth. $4.75; $2; $3.50; $3.85; $3.85. Pp. 193, with 41 
illustrations; 65; 131, with 41 illustrations; 95, with 8 illustrations; 
100, with 11 illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., New York 16, 
1956. 

Volume 1 of this series contains reports from various 
countries on the effects of diet on coronary deaths and 
makes fascinating reading. It seems we eat too much 
fat. Volume 2 brings surgeons and cardiologists up to 
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date on world attitudes toward the surgery of con¬ 
genital and acquired heart disease. For those who are 
conversant with the basic principles of cardiac phys¬ 
iology, volume 3 is highly recommended. Experts in 
the field report on such subjects as flow rates, tech¬ 
niques of radioactive measuring of red blood cell 
volume, and the physiology of muscle contraction. 
The building blocks of cardiac physiology are well 
laid. 

For all internists as well as cardiologists who treat 
rheumatic fever, hypertension, and coronary heart dis¬ 
ease, volume 4 is essential. The chapter on surgical or 
medical treatment of hypertension should not be 
missed. The salt-poor diet receives the consideration 
to which it is entitled. The superior virtues of Rau- 
wolfia and its derivatives over surgery are frankly set 
forth. In volume 5, the virtues of cardiac catheteriza¬ 
tion over the more spectacular angiocardiography are 
well appraised. Those who are interested in vector¬ 
cardiography and electrocardiography will be inter¬ 
ested in the chapter devoted to a study of two cases 
in which all the fine points of each system are brought 
out in detail. Ballistocardiography is amply dealt with 
in the closing chapter. The editors of these volumes 
have selected the articles wisely. The idea of publish¬ 
ing this report in five small volumes instead of one is 
good, as it is easy to put a small book in one’s pocket 
to read on the bus or train. 

The Guinness Book of Superlatives. Cloth. Pp. 224, with 65 
illustrations. Superlatives Inc., 270 Madison Ave., New York 
16, 1956. 

A British brewing company has compiled this un¬ 
usual and entertaining collection of miscellaneous 
facts, superlatives in almost ever)' field of knowledge: 
the oldest, youngest, largest, smallest, etc. The ar¬ 
rangement is by subject."A good index and excellent 
illustrations add to the usefulness of the book. It seems 
a good item for pick-up reading (as in a physician’s 
waiting-room) and can be recommended as a quick- 
reference tool for any librarian’s desk. The accuracy 
of some of the medical and technical items was 
checked and showed that they are correct as well as 
up-to-date. Statistics for 1956 are included. 

Physiology of the Ocular and Cerebrospinal Fluids. By Hugh 
Davson, D.Sc. Cloth. 514. Pp. 388, with 109 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6, 1956. 

This book was written by a physiologist who has 
worked on the aqueous humor for more than 20 years 
and on cerebrospinal fluid for 4 years. The first two 
chapters present an authoritative and competent re¬ 
view of the morphology' of those structures that are 
important to an understanding of the physiology and 
pathophysiology of the two fluids. Chapters 3 through 
h deal with the composition of the fluids; their forma¬ 
tion, circulation, and absorption; the blood-aqueous. 
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blood-vitreous, blood-cerebrospinal fluid, and blood- 
brain barriers; significant isotope studies; and changes 
in the physiology of the fluids resulting from disease 
and other causes, such as age. The last chapter con¬ 
tains a discussion of fluid-pressure relationships, in¬ 
cluding alterations due to drugs and disease. Each 
chapter is followed by a comprehensive and yet selec¬ 
tive reference list, which emphasizes the thoroughness 
and competence with which the author has reviewed 
the pertinent literature. His criticisms are frank, fair, 
and sometimes challenging])' suggestive of new ex¬ 
perimental approaches. The book brings our knowl¬ 
edge of the physiology of aqueous humor and cere¬ 
brospinal fluid up to date and is recommended to 
physiologists, . ophthalmologists, neurologists, and 
neurosurgeons, as well as to physicians and biologists 
particularly interested in the physiology and patho¬ 
physiology of other body fluids. 

Practitioners’ Conferences Held at the New York Hospital- 
Comell Medical Center. Volume 5. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical Medicine, Cornell 
University Medical College, New York. Cloth. $6.75. Pp. 396, 
with illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd 1 
* St., New York 1, 1957. 

This volume deals with 14 topics, each discussed by 
a different panel of specialists. The discussions were 
transcribed verbatim and edited to bring them up to 
date. The dialogue style of writing, along with the 
differences of opinion expressed, result in a pleasant 
learning experience that is the closest approach to the 
bedside type of teaching available to physicians dis¬ 
tant from a major medical center. The discussions are 
not of the rare conditions that the practicing physician 
seldom sees but include such practical problems as 
sinusitis, essential hypertension, factors concerned 
with abnormal coagulation and thrombosis, electro¬ 
lytic balance in relation to surgery, and acute medical 
emergencies. At the end of each chapter there is a 
summary, following which there is a list of applicable 
references. 

The discussion of pitfalls in laboratory diagnosis de¬ 
serves special mention. This conference demonstrates 
that no laboratory test is pathognomonic of any dis¬ 
ease, and specific examples are given to show that 
these tests not only are fallible but can be extremely 
variable. Electrocardiography and radiography, while 
the latter is primarily physical diagnosis and not es¬ 
sentially a laboratory procedure, are included in the 
discussion directed to show that laboratory procedures 
should not be expected to provide clinical diagnosis 
but rather to concurwith clinical impressions derived 
from a carefully taken history and the physical ex¬ 
amination and, where these two basic clinical tech¬ 
niques are not sufficient, to prove beyond doubt the 
specific diagnosis entertained. The entire book con¬ 
tinues the high quality of the four preceding volumes 
and should be helpful to all physicians and students. 
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QUERIES AND MINOR NOTES 


THROMBOSIS OF VARICOSE VEINS 
To the Editor:— A patient with rnarked varicose veins 
has a blood column that is more or less static. Peri¬ 
odically one area painlessly clots and hardens spon¬ 
taneously. Is this any different from the effect of 
injection therapy of varicose veins, which causes the 
same clotting? Should he have therapy with anti¬ 
coagulants, along with bed rest, when he has had 
a spontaneous therapeutic result? Is there any dan¬ 
ger of a clot causing a pulmonary embolus after a 
varicose vein injection? 

Philip K. Kaufman, M.D., Long Island City, N. Y. 

Answer— Spontaneous thromboses frequently occur 
in varicose veins manifesting valvular incompetence. 
They require neither bed rest nor anticoagulant thera¬ 
py, but heat and elastic support will relieve the acute 
discomfort. This thrombus differs only in the degree of 
periphlebitic reaction from the one produced by a 
sclerosing injection. Some of the spontaneous thrombi 
are bland and painless, but some are surrounded by 
a red-hot exudate, depending on the presence of latent 
infection in the perivenous lymphatics. All superficial 
thrombi may produce embolism in approximately 2 
patients of 1,000, but only if the clot extends through 
an incompetent perforator vein or through the sapheno- 
femoral junction into the deep venous system. Multiple 
ligation and stripping, with special attention to in¬ 
competent perforator valves, is preferable to sclerosing 
injections. The prevailing high venous pressure, in¬ 
creased by walking, straining, or coughing, will re¬ 
canalize most thrombi, whether spontaneous or in¬ 
duced, unless ligations are undertaken at appropriate 
levels. 

SCIATIC PAIN AFTER AUTO ACCIDENT 
To the Editor:— A patient injured over a year ago in 
an automobile accident has since been troubled with 
her left sciatic nerve. Will treatment with the faradic 
current help? If the nerve is inflamed or degenerat¬ 
ing, how much difference in the contractions will 
there be between the normal and the diseased nerve? 
Is there any way to tell with faradic current hoiv 
much inflammation or atrophy of nerve has taken 
place? M.D., Iowa. 

This inquiry was referred to two consultants, whose 
respective replies follow.— Ed. 

Answer— Sciatic pain that follows an automobile 
accident more commonly results from injury to the 
fourth or fifth lumbar or first sacral nerve roots than 
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it does from direct trauma to the sciatic nerve. If one 
or more nerve roots are compressed by a protruded 
intervertebral disk and the pain is sufficiently severe 
and persistent, in spite of conservative treatment, sur¬ 
gical decompression of the root is the treatment of 
choice. The response to stimulation of the sciatic nerve 
with faradic current varies according to the degree of 
injury. Mild sciatic neuritis secondary to direct injury 
may produce pain or paresthesia or both, while all 
motor fibers remain intact. In such a case maximal 
stimulation with faradic current will result in maximal 
contraction of the muscles supplied by the sciatic 
nerve. If the motor fibers are injured to such a degree 
that they do not conduct the nerve impulse, there will 
be no response to faradic stimulation. However, the 
paralyzed muscles will respond to direct stimulation 
with galvanic current, but the contraction will be slow 
and “worm-like.” With the aid of faradic and galvanic 
currents it may be possible to decide whether the 
motor fibers are damaged, but clinical neurological 
examination and electromyography usually are of 
greater value in estimation of the degree of damage. 
It is doubtful that faradic stimulation can be of any 
significant therapeutic value in the case under discus¬ 
sion. However, when degeneration of motor fibers has 
taken place, galvanic stimulation of the paralyzed 
muscles tends to keep the fibers in good condition until 
regeneration occurs. 

Answer.— Faradic currents are capable of bringing 
about the contraction of muscles whose nerve supply 
is intact and functioning. Faradic currents will not 
cause the contraction of denervated muscle fibers. As¬ 
suming that there is an organic lesion of the sciatic 
nerve in this case, it is doubtful that faradic currents 
will be effective in relieving any inflammatory process 
of the nerve, or in hastening the regeneration of its 
fibers, if degeneration is present. It is impossible to 
state how much contraction in a muscle group of the 
normal leg would differ from the amount of contraction 
in a similar muscle group of the affected leg, when 
faradic currents are applied. If the nerve supply to the 
muscle group on the affected side is sufficiently inter¬ 
rupted, no muscle contraction will be noted. If certain 
of the muscle fibers do have their nerve supply intact 
and functioning, a contraction of these fibers may be 
noted. The degree of difference is impossible to state 
and difficult to measure with any degree of accuracy 
when faradic currents are used. For an assessment of 
the degree of nerve degeneration and/or regeneration, 
galvanic direct current should be used to determine 
such things as the strength duration curve, chronaxy, 
and response to repetitive stimuli. This method will 
give some reliable information on the degree of degen¬ 
eration or regeneration of the nerve. The use of faradic 
currents cannot provide any such useful data. A source 
reference on the use of electrodiagnostic procedures in 
nerve degeneration is Pollock Golseth, and Arieff 
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(Stirg. Gyncc. & Obsl. 79:133, 1944). The use of elec¬ 
tromyography might also be a helpful diagnostic pro¬ 
cedure in this case. Of course, if there is only involve¬ 
ment of the sensory fibers of the nerve and not of the 
motor fibers, the above procedures, which depend 
upon the response of the nerve and muscle to direct 
current, do not provide information about sensory 
nerve activity. In any event, a careful neurological 
examination to determine the patient’s response to 
pain, temperature differences, light touch, vibration, 
and position sense should of course be carried out. 

ALLERGIC REACTION TO MEPROBAMATE 
To the Editor:— A 60-year-old white man, who had 
been in good, health all his life, was started on treat¬ 
ment with meprobamate because of recent nervous¬ 
ness. About one hour after an initial dose of 400 mg., 
he noted numbness and tingling in his hands. He 
later went to sleep sitting in a chair but was awak¬ 
ened. soon afterward by a severe shaking chill. When 
he was seen 15 minutes later, the chill was still pres¬ 
ent, His face was pallid, and there was a cyanosis of 
the nail beds. Temperature, heart, lungs, and blood 
pressure were normal. The following day the skin of 
the entire body was markedly erythematous, having 
the appearance of skin severely burned by the sun. 
There was only slight cyanosis of the nail beds, but 
the hands were swollen. Temperature at this time 
was 100.2 F (39 C). There were no other abnormali¬ 
ties. In 24 hours the erythema was less severe, but 
swelling persisted in both hands, with numbness and 
tingling. There was no cyanosis of the nail beds, but 
the patient believed his legs were somewhat swollen. 
Temperature at this time was normal. There was a 
papular circumscribed eruption of 3 sq. cm. on each 
wrist. Could this have been an allergic type of re¬ 
action to meprobamate even though there had been 
no prior sensitization to the drug? Several years be¬ 
fore, this patient had serum sickness after admini¬ 
stration of tetanus antitoxin. M.D., Ohio. 

This inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Answer.— Meprobamate is chemically related to 
mephenesin, the muscle relaxant. The known side- 
effects of meprobamate are drowsiness and urticaria. 
Urticaria may or may not be accompanied by fever, 
nausea, and vomiting. In larger doses (over 2,400 mg. 
in 24 hours) meprobamate may potentiate alcohol, 
barbiturates, and antihistamines, and then the patient 
may exhibit manifestations of alcoholic intoxication, 
including euphoria, dysarthric speech, generalized in¬ 
coordination, mental sluggishness, and marked seda¬ 
tion. Except for the drowsiness, all the manifestations 
described in the query appear to result from a sudden 
hematogenous dissemination of multiple small emboli, 
blocking various smaller arterioles. These same mani¬ 
festations are seen after transfusions of incompatible 
°r unfiltered blood. Whether the sudden coincidental 
appearance of these emboli was due to a breakdown 
of larger blood clots or to the ingestion of 400 mg. of 
meprobamate is hard to determine. The patient could 
e retested by giving him 400 mg. of meprobamate in 


a capsule and observing him for reappearance of the 
same manifestations. Urticaria being an allergic mani¬ 
festation, the patient’s history of serum sickness and 
the possibility that at some time he had used mephene¬ 
sin or other drugs related to meprobamate would 
warrant a controlled recheck under supervision of a 
physician. The patient should be made aware of the 
source of the reaction in case he is offered treatment 
with the same or some related drug at some future 
date. At present more than 9 million patients use 
ataraxic drugs, and no report similar to the above has 
been found in the literature. 

Answer.— It is likely that the reaction to meproba¬ 
mate was of an allergic nature, although it is not to 
be expected that a compound of such simple aliphatic 
structure, without either ring structures or unsaturated 
linkages, will induce hypersensitization as often as 
more complex compounds. Allergic reactions were ex¬ 
perienced by three of Selling’s 187 patients (/. A. M. A. 
157:1594 [April 30] 1955) and by none of Bonus’ 104 
patients (/. A. M. A. 157:1596 [April 30] 1955). In the 
Conference on Meprobamate, held at the New York 
Academy of Sciences on Oct. 18 and 19,1956, Neviaser 
and Eisenberg reported one asthmatic attack due to 
meprobamate and one peculiar dependent edema, the 
latter later associated with two widely spaced re¬ 
administrations of the drug. Friedman and Marmelzat 
(J. A. M. A. 162:628 [Oct. 13] 1956) reported three 
cases of paradoxical excitement, one case of intestinal 
hyperperistalsis with rice-water stools, one case of 
palsy of the extraocular muscles with diplopia, and 
five cases of skin lesions that were extremely pruritic 
and chiefly but not solely purpuric in nature, with a 
predilection for the pelvic girdle area, the genitalia, 
and the groins. 

Meprobamate is too new a drug for the full picture 
of its hypersensitivity and toxicity in man to have been 
developed, but several unsuccessful attempts at suicide 
with large amounts indicate that the drug will prob¬ 
ably prove to have a high therapeutic index. A patient 
reported by Greenberg and associates, at the confer¬ 
ence referred to above, ingested 22.5 gm. of meproba¬ 
mate and experienced only excessive drowsiness for 
a few hours; it was not known, however, how much 
of the drug had been lost in the very moderate vomit¬ 
ing that had occurred shortly after the attempt at sui¬ 
cide. In the three cases of poisoning from overdosage 
reported by Shane and Hirsch ( Cancel. M. A. ]. 74:908, 
1956), the main features were coma, striking muscle 
relaxation with loss of reflexes, a severe fall of blood 
pressure in two of the patients, and quick recovery 
without sequelae. Individuals are said to have taken 
up to 4 gm. daily for 6 months and 1 to 2 gm. daily 
for more than 12 months without evidence of toxic 
reactions. 

No blood dyscrasias or indications of damage to liver 
or kidneys have been reported, to this consultant’s 
knowledge. Gastric discomfort is complained of occa¬ 
sionally but usually seems to be inconsequential. A 
good many patients do complain of drowsiness, how¬ 
ever, especially in the beginning; this is practically al¬ 
ways overcome by the passage of time or a slight 
lowering of dosage. 
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CHRONIC PROSTATITIS 

To the Editor:—A 46-year-old patient has had recur¬ 
rent prostatitis during the past three years. The 
longest symptom-free interval has been four months. 
The attacks are characterized by frequent urination 
and pain referred to the distal urethra, and they are 
aggravated by sexual activity. Endoscopy showed 
posterior urethritis, slight enlargement of the pros¬ 
tate, and contracture of the bladder neck. There is 
no significant residual urine, and except for a few 
shreds the urine is negative microscopically and on' 
culture. Prostatic smears show numerous pus cells 
and pus clumps. Treatment, consisting of prostatic 
massage, administration of sulfonamides and the 
“mycin” drugs, and passage of sounds, has had no 
effect on the frequency of recurrence. Is trans¬ 
urethral resection indicated in this case? What effect 
does transurethral resection have on sexual function? 

M.D., New York. 

Answer.— In view of the contracture of the bladder 
neck and the prostatic enlargement, a transurethral 
resection, if done thoroughly, would be indicated in 
this case. In regard to sexual potency after trans¬ 
urethral resection, there is usually no change in about 
90% of cases. However, there is a 50% chance that there 
will be no ejaculation of semen on intercourse. 

GUILLAIN-BARRE SYNDROME 
To the Editor:— Please discuss the etiology, treat¬ 
ment, and - prognosis of Guillain-Barre syndrome. 
Have there been any reported cases qpparently due 
to drugs or toxic chemicals? 

J. F. Narkevitz, M.D., Quincy, Calif. 

Answer.— The Guillain-Barre syndrome (infectious 
neuronitis or infectious polyneuritis) is a clinical syn¬ 
drome of unknown causation. However, since about 
one-half to two-thirds of the patients with this condi¬ 
tion have a history of infection of the upper part of 
the respiratory tract or gastrointestinal disturbance 
prior to the onset of the neurological illness, it has 
been postulated that in some cases the cause may be 
viral. Other theories suggest that the involvement of 
the nervous system represents an allergic reaction or 
a “toxic” reaction to the viral disease of the respiratory 
or gastrointestinal tracts. There are also cases reported 
in which this syndrome developed after the adminis¬ 
tration of rabies vaccine and smallpox vaccine, pre¬ 
sumably on an allergic basis. It is quite likely that the 
Guillain-Barre syndrome may represent several differ¬ 
ent illnesses of varying causes. 

The treatment of this condition is generally the 
same as for other forms of polyneuritis of unknown 
cause—rest in bed during the acute stage, physio¬ 
therapy, adequate diet, and the use of supplementary 
vitamins when indicated. If there is sufficient bulbar 
involvement or paralysis of the muscles of respiration, 
an artificial respirator should be used; tracheotomy 
also may be necessary in these cases. The therapy of 
this condition is therefore nonspecific. Encouraging 
results have been reported to follow the use of corti¬ 
sone or dimercaprol (BAL), but these results are 


difficult to evaluate because of the spontaneous im¬ 
provement of patients who have nonfatal forms of 
the disease. There is little to indicate that the prepa¬ 
rations mentioned reduce the mortality rate. Antibiotic 
agents should be employed for concurrent pulmonary 
infections. 

The prognosis for recovery of function is usually 
good if the patient lives through the acute phase of 
the illness. The mortality rate during the acute stage 
is reported by different investigators to vary from 5 
to 50%. Since this syndrome is a type of polyneuritis, 
it is reasonable to expect that toxic chemicals or drugs 
could cause a similar clinical picture in isolated in¬ 
stances. By definition, however, the establishment of 
a chemical substance as the cause would result in a 
specific diagnosis, rather than justification for inclu¬ 
sion of such a case in a group labeled Guillain-Barre 
syndrome. Similarly, if it can be demonstrated that 
diabetes mellitus or porphyria is present and is re¬ 
sponsible for the neuronitis, the eponyms are not used 
to designate the condition and the condition properly 
would be referred to as diabetic neuronitis (or poly¬ 
neuritis) or porphyric polyneuritis. 

ROCKING DURING SLEEP 

To the Editor:— What can be done to stop a 12-year- 
old. boy from rocking and rolling in his sleep all 
night? He shakes his head violently, covers his head 
tightly almost to the point of smothering himself, 
and rolls his whole body from side to side while 
lying on his back. He has done this since he was 2 
years of age. The boy wants to stop and asks for 
help. M.D., Illinois. 

Answer.— The symptom of rocking and rolling in 
bed by itself is not of too much concern. A varying de¬ 
gree of restlessness during sleep is normal, despite the 
common idea that no movement takes place during 
sound sleep; some bodily movements during sleep are 
necessary to facilitate venous circulation. The rocking 
symptom is uncommon as late as the age of 12 years. 
It is found in a small proportion of infants, who usually 
get over it by the age of 3 years or so. In these infants 
and children, rocking is a sleep-inducing, gratifying 
ritual similar to thumb-sucking. All babies enjoy rock¬ 
ing and may be weaned from it gradually. All people 
probably have some degree or form of compulsive 
symbolic rituals to induce sleep. They call these habits. 
To fall asleep means to let go of reality and to regress 
helplessly at the mercy of the unconscious, and this 
provokes some degree of anxiety in all persons. Com¬ 
mon “habits” are eating before bedtime, toilet routines, 
reading in bed, arranging the pillow in certain posi¬ 
tions, and compulsively setting out slippers or other 
clothes. Some people require regular sedation for initial 
insomnia. If this boy has no other symptoms, it is sug¬ 
gested that it be disregarded. Suffocation under blan¬ 
kets is an unlikely danger. However, if the persistence 
of rocking accompanied by perspiration due to anxiety 
is associated with other neurotic symptoms, such as 
phobias, undue sensitiveness, excessive worrying, or 
poor school adjustment, a psychiatric consultation may 
be indicated. 



Vol. Ifi'J, No. i) 


RESEARCH REVIEWS 


797 


HYPERTROPHIC LICHEN PLANUS 
To tiik Editor:— A patient with hypertrophic lichen 
planus has used various salves, hut someone has sug¬ 
gested skin grafting. Has this been done, and how 
successful is it? 

Joel L. E. Peterson, M.D., St. Paul. 

Answer.— There is no report in the literature of skin 
[rafting to remove areas of hypertrophic lichen planus, 
ml such drastic treatment is not indicated. The dis¬ 
use can break out in other localities and might even 
reak out in the graft. While hypertrophic lichen 
limits is quite resistant to treatment and may last 
lany months and may even recur, the following treat- 
lent is suggested: Intramuscular injections of 1 to 2 cc. 


of bismuth subsalicylate should be given once weekly 
for 10 weeks. If the lesions arc horny and thickened, 
they can first be treated with 10% salicylic acid oint¬ 
ment to peel the skin and remove the thickening and 
then by unfiltered roentgen-ray treatment every week, 
75 r for 6 to 10 weeks. In addition to this, underlying 
systemic conditions such as avitaminosis, nervous ex¬ 
haustion, and focal infection must be treated. 

During the war quinacrine (Atabrine) hydrochlo¬ 
ride was administered to members of the armed forces 
stationed in malarial climates, and a hypertrophic 
lichen planus type of eruption occurred in a consider¬ 
able percentage of those taking this drug. It might be 
advisable to ascertain whether this patient has been 
taking quinacrine or some other such compound. 
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From time to time there will be published in this section of The Journal brief but not neces¬ 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for The Journal.—Ed. 


UPPRESSANTS OF ENDOCRINE FUNCTION 

Research has led to the discovery of compounds that 
ippress certain endocrine functions. 

Amphcnone.—Amphenone, or, chemically, 1,2-bis- 
p-aminophenyl)-2-methylpropanone-l, was synthe- 
ized in 1950. 1 A study of the action of a wide variety of 
onipounds related to diethylstilbcstrol on the genital 
act of oophorectomized female rats by R. Hertz and 
is jcollengues," National Cancer Institute, Bethesda, 
Id], led to the testing of amphenone. At autopsy, the 
ttehtion of these workers was attracted to the peculiar 
ppearance of the adrenal glands. They were twice the 
ormal size and had a peculiar discoloration quite dif- 
5rent from the color noted in the adrenals of rats 
'cated with estrogens or other substances. More com- 
lete autopsy studies showed that amphenone marked- 
f inhibits adrenal and thyroid function. At present, it 
: the only nonsteroidal substance known that inhibits 
orticoid secretion by the adrenal cortex. 

Treatment with amphenone has been tried in pa¬ 
tents with hyperadrenalcortieolism and cancer of the 
iregst. It can be given by mouth. By the use of am- 
ihenone the outpouring of enormous amounts of corti- 
one-like hormones by malignant adrenal tumors can 
e sj-ippressed. As do those patients receiving excessive 
mounts of cortisone, these patients develop moon- 
acej acne, high blood pressure, and diabetes. In pa¬ 
tents suffering from adrenal cancer, it is possible to 
orrect these disabilities by giving amphenone. 3 G. W. 
horn 4 and his associates at the Peter Bent Brigham 
lospital, Boston, as well as the group at the Clinical 
"entter, National Institutes of Health, Bethesda, have 
jven amphenone to suppress adrenal function in pa¬ 
tents with adrenal cortical carcinoma. 

In;a hypertensive patient with metastatic adrenal 
ortiteal carcinoma, amphenone has produced a pro- 
3und decrease of aldosterone secretion. It is believed 
bat jimphenone inhibits the synthesis or release of al- 
osterone and cortisone by the adrenal cortex. 5 


Glucocorticoid production by the adrenal cortex in 
patients in whom adrenal activity is increased by either 
tumor growth or the administration of corticotropin 
(ACTH) is reduced by amphenone; and blood sugar 
level, glycosuria, and insulin requirement decrease. 
J. J. Hoet," Peter Bent Brigham Hospital, Boston, has 
stated that diabetes mellitus not associated with adre¬ 
nal hypersecretion does not show the same response. 
In the small number of cases of nonsteroid diabetes 
seen so far, daily administration of amphenone did not 
result in striking changes in blood glucose level, uri¬ 
nary glucose excretion, or 17-hydroxycorticoid excre¬ 
tion. 

The effects of amphenone on the thyroid gland are 
similar to those of propylthiouracil. 7 Inhibition of ra¬ 
dioactive iodine uptake by the thyroid, lowering of the 
basal metabolic rate, and hypercholesteremia have 
been observed with its use. 

Amphenone is a potentially toxic drug. Its noxious 
effects seriously limit its therapeutic usefulness. Drow¬ 
siness for two to four hours after ingestion of 0.5 gm. 
has been reported. When the drug is used for brief 
periods of two to three days, this effect may be mild. 
Spacing and dose adjustment permit more satisfactory 
control. Gastrointestinal symptoms (heartburn, nausea, 
and vomiting), a morbilliform and moderately prurit¬ 
ic rash, methemoglobinemia, and temporary enlarge¬ 
ment of the liver with impairment of hepatic function 
have been observed. 7 

Amphenone may thus be considered a useful re¬ 
search tool. The discovery of similar compounds with 
greater clinical safety must be awaited. Amphenone 
has served as a model for future research. 

Progestins.—From experiments with animals in 
which 17a-ethinyl-19-nortestosterone showed en¬ 
hanced progestational activity when given by mouth, 

R. Hertz and his colleagues, 8 National Cancer Insti¬ 
tute, Bethesda, concluded that this compound might 
prove to be of experimental and clinical interest. Sub- 
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sequent studies in women confirmed this expectation.® 
Following his earlier work, which demonstrated that 
progesterone inhibits ovulation in the rabbitand mat¬ 
ing in the rat,” G. Pincus,’' Worcester Foundation for ' 
Experimental Biology, Shrewsbury, Mass., reported 
that oral administration of 300 mg. per day of proges¬ 
terone from the 5th to the 25th day of the menstrual 
cycle caused a significant suppression of the usual 
signs of ovulation in women, namely, the characteristic 
rise of basal temperature, the typical appearance of se¬ 
cretory endometrium, and the “ovulation” flush of vag¬ 
inal comification. He concluded that progesterone tak¬ 
en by mouth during the follicular phase of the cycle 
tends to suppress ovulation in the human female. An 
undesirable effect of progesterone was the occurrence 
of “escape-bleeding,” which he observed in approxi¬ 
mately 18% of the cycles. Among other compounds 
studied, 17a-ethinyl-19-nortestosterone (compound I), 
and 1 7^-ethinylestraeneoione (compound II) proved to 
be effective inhibitors of ovulation in the rabbit and 
antifertility agents in the female rat. These effects 
were temporary and disappeared when administration 
was discontinued. 13 Attention was thus focused on 
these two compounds. 

Since it was thought that they might stimulate 
growth and function of the uterus and oviducts in 
women of unaccountable infertility, compounds I and 
II were tried by Pincus, Rock, and Garcia 14 at the Re¬ 
productive Study Center, Brookline, Mass. Although 
they inhibited ovulation while they were given, a sig¬ 
nificant percentage of pregnancies resulted in women 
who had been inexplicably sterile for about two years 
when medication had been discontinued for a few 
months. This postwithdrawal stimulation of fertility 
• suggests that these compounds may be useful in the 
treatment of such cases. 

Several methods were employed to test the effects 
of these compounds on ovulation: measurement of bas¬ 
al body temperature, endometrial biopsy, vaginal 
smear, and measurement of urinary excretion of preg¬ 
nandiol. To ascertain the possible effects on adreno- • 
cortical secretion, 17-ketosteroids were measured. Cre¬ 
atinine determinations served to check the complete¬ 
ness of the 48-hour urine specimens submitted by the 
patients for these analyses. In some women who had 
received one of these synthetic progestins prior to re¬ 
quired laparotomy, ovaries were thoroughly inspected. 

Analysis of the various criteria used as tests for 
ovulation revealed a definite suppression of this func¬ 
tion during therapy. Also, gross and microscopic exam¬ 
ination of ovaries removed by operation did not show 
any recent corpora lutea, 

Clinical work that has been done so far suggests that 
compounds I and II may be given daily by mouth in 
a dose of 10 to 20 mg. from the 5th to the 25th day of 
the menstrual cycle. Such treatment does not interfere 
with the normal length of the cycle, and, after therapy 
has been discontinued, normal menstruation is re¬ 
sumed. Judging from presently available results, there 
is no interference with subsequent fertility. Following 
cessation of medication, a significant percentage of 
patients have become pregnant. With proper dosage 
and spacing, there is no “escape-bleeding.” Because 
they support endometrial stroma even more effecs 
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tively than large doses of progesterone, these com¬ 
pounds are now being tried in cases of metrorrhagia 
and menorrhagia. 

In six men, administration of small amounts of com¬ 
pounds I and II surprisingly caused suppression oi 
spermatogenesis, loss of libido, and comparative im> 
potence. When medication was discontinued, these 
effects slowly disappeared. 

On the whole, there have been very few adverse 
effects with the clinical use of these compounds. Some 
congestion of the breast has occurred, particularly 
with compound II. There has been a slight gain of 
weight in a few patients with both compounds. The 
question of metaplasia with prolonged medication has 
been raised. To obviate such a possibility, it has been 
recommended that therapy should not be continued for 
longer than three or four consecutive cycles, to be fol¬ 
lowed by a rest period. 

Since during treatment with these compounds there 
is apparently no ovum present that could be fertilized, 

‘ life” is not destroyed. The use of these substances may 
thus offer a novel approach to the problem of birth 
control. - 1 *-. 

References 

1. Allen, M. ]., and Corwin, A. H.: Electrolytic Reduction of 
p-Aminoacetophenone, J. Am. Chem. Soc. 72:114-117, 1950-. 

2. Hertz, R., and others: Studies on Amplienone and Related 
Compounds, in Recent Progress in Hormone Research, New 
York, Academic Press, Inc., 1955, vol. 11, pp. 119-147. 

3. Hertz, R., and others: Pharmacological Alteration of 
Adrenalcortical Function in Man: Amphenone and Related Com¬ 
pounds, read before the 69th Annual Meeting of the Association 
of American Physicians, Atlantic City, N. J., May, 1956. 

4. Thom, G. W., and others: Inhibition of Corticosteroid 

Secretion by Amphenone in Patient with Adrenocortical Carci¬ 
noma, New England J. Med. 254:547-551,1956. : 

5. Renold, A. E., and others: Inhibition of Aldosterone Secre¬ 
tion by Amphenone in Man, read before the 48th Annual Meet¬ 
ing of the American Society for Clinical Investigation, Atlantic 
City, N. J., April, 1956, 

6. Hoet, ]. J., and others: Preliminary Observations of Effect 
of Amphenone in Diabetes, read before the 16th Annual Meet-, 
ing of the American Diabetes Association, Chicago,, June, 1956,- 

7. Hertz, J. A., and others: Amphenone: Toxicity and Effects 
on Adrenal and Thyroid Function in Man, J. Clin. Endocrinol. 
10:705,1956. 

8. Hertz, R., and others: Progestational Actiyity of Orally 
Administered 17 Alpha-Ethinyl-19-Nortestosterone, Endocrinol¬ 
ogy 54:228-230, 1954. 

9. Tyler, E. T.: Comparative Evaluation of Various Types of 
Administration of Progestosterone, J. Clin. Endocrinol. 15:881,' 

1955. Greehblatt, R. B.: Progestational Activity of 17-Alpha- 
Ethinyl-19-Nprtestosterone, J. Clin. Endocrinol. 10:869-875, 

1956. Hertz, R., and others: Progestational Effectiveness of 19- 
Nor-Ethinyl-Testosterone by Oral Route in Women, Proc. Soc. 
Exper. Biol. & Med. 01:418-420,1956. 

10. Pincus, G., and Chang, M. C.: Effects of Progesterone and 

Related Compounds on Ovulation and Early Development in 
Rabbit, Acta physiol, latinoam. 3:177-183, 1953. 1 

11. Slechta, R. F., and others: Effects of Progesterone and 
Related Compounds on Mating and Pregnancy in Rat, Fertil. & 
Steril. 5:282-293,1954. 

12. Pincus, G.: Some Effects of Progesterone and Related* 

Compounds upon Reproduction and Early Development 
Mammals, read before the Fifth International Conference on,' 
Planned Parenthood, Tokyo, October, 1955. J 

13. Pincus, G., and others: Effects of Certain 19-Nor Steroid^, 

on Reproductive Processes in Animals, Science 124:890-891;, 
1956. . .‘ 

14. Pincus, G.; Rock, J.; and Garcia, C. R.: Effects of CertavJ 
19-Nor Steroids on Normal Human Menstrual Cycle, Science! 



